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601 South Tool Drive; Tool, Texas  75143     (903)432.1932

Patient Name: ______________________________________________ ID# ___________ 

Invoice #__________, # ____________ , # _____________ 

Insurance Name: _______________________________________________________________________ 

MEDICAL RELEASE
RELEASE OF INFORMATION: I hereby authorize Cedar Creek Hearing Center to furnish medical information requested by any person or corporation of the patient for all or part of the charges or services of the professional staff of Cedar Creek Hearing Center, including but not limited to insurance companies, public agencies, or the patient employer. 

ASSIGNMENT OF INSURANCE BENEFITS: I hereby authorize payment directly to Cedar Creek Hearing Center of medical benefits, including major medical but not to exceed regular charges of these services. I understand that I am financially responsible to Cedar Creek Hearing Center for charges not covered all/partially by my insurance carrier.  
_________________________________________________

_______________________

(Signature of Patient or Authorized Representative)





 (Date) 
_________________________________________________

(Print Name) 
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