RELEASE OF INFORMATION/ASSIGNMENT OF BENEFITS

I hereby authorize the release of any medical information necessary to seek payment for medical care provided to me by Nicholas Poulos, MD.  I further authorize payment of medical benefits to me or the named physician for professional services rendered.  I understand I am financially responsible to said provider for charges not covered and paid for by my insurance carriers.  I also understand that medical information regarding me may be discussed and or released to my insurance carriers.
_________________________________

__________________

Patient signature





Date

