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I requ€st that payment of Medioare Benefits bo madc either to me or on my
b€halfto for any services fumish€d me by PAULA J,

WILSON, D.C,. I authoriz€ holder ofmedical information about me to release 10 the
Health Care Financins ion and it's agents any infomation necded to detormine
th€se benefiB or th) benefts to related services. I permir a copy ofthis
authorization be used in olace the odginal and r€quest pa],m€nt ofmedical insuralc€

who accepts assignment.b€ne6t6 to myselfor to th€

I request that paymert of Medigap bercfits be msde on my behalf to
pAr[ A J WTLSO\ n.C. any sewices fumished me by PAIILA J. WLSON, D.C..
I authorize aoy hokler of informatioo about me to lelease to

any idomtation needed to determine these
benefits Davable for rclated

ASSIGNMENT OI' INS BENEFITS; I inevocably assign all payments to
PAULA J. WrLSO\ D.C. medical insurance benefts including any Major Medical
benefts otherwise payable to under the tems ofmy policy but not to exc€ed the
balaoce due to PAULA J.
ir€atment. In makihg this

ON, D.C. for s€rvices p€rformed during this pefiod of
I undgr$tand and agree that I am foancially

responsible to the above party
oopy ofthis authodzation to b

for charges not paid under this inruranoe policy. I peqnit a

used h place ofthe origbal.

RELEASE OF INFORMA : PAIJLA L WLSON, D.C. may disclose any or all
( our ) insurarce company(s) or employer(s) for purposespalts ofthe clinical r€cord to

ofsatisrying charges billed by AULA J. WfLSON, D.C.. I f.rther understand that it may
be necessarv for PAITLA J. SON, D,C. to contact my (our) past or present
employe{s) in r€gards to this
This autiorization docs not 3d party liability claims.

GUARANTEE OF A PAULA J. WILSON. D,C.
For atrd in consideration of rendercd by PAULA J. WILSON, D.C. to the below
namsd patient, the

Name ofBenedciary

palnent ofall charges i
ofsuch bills. There will also
account goes to a oollection

THE

lt.L Cbim Nreber---

I]NDEIIST TEE ABOVE TERMS AND COIIIDIIIONS,

( jointly and severally, ifmorc than one ) guara$ees
for said patient in accordance with the policy of payment

added 35% coll€ction and reasonable attomev fee ifvour

CERTIflES TEAT EACE HAS ]RXAD AND

Nan€ ofPatied


