Middletown Podiatry Associates

3594 East Tremont Avenue, Suite 210
Bronx, NY, 10465
(718) 863-5511

SIGNATURE ON FILE

For All Insurances:

"I here authorize any physician, health care practitioner, hospital, clinic, or medical or medically related facility to furnish any and all
records, medical history, services rendered or treatment given to me or any dependent for purposes of review. Investigation or
evaluation of any claim submitted to my insurance company.

| also authorize my insurance company to disclose to a hospital or health care service plan, self insurer, or any insurer any medical
information obtained if such disclosure is necessary to allow the processing of any claim.

If my coverage is under a Group Contract held by an employer, an association, trust fund, union, or similar entity this authorization
also permits disclosure to them for purposes of utilization review or audit.

This authorization shall become effective immediately upon execution and shall remain effective for the duration of any claim or term
of coverage with my insurance company including reasonable time thereafter, until its final consummation. The authorization shall be
binding upon my dependents out heirs and me executors, and administrators."

Medicare Patients:

"l request that payment of authorized Medicare benefits be made to me or on behalf to this office for any services furnished by that
physician to me. | authorize any holder of medical information about me to release to the Health Care Financing Administration and
its agents any information needed to determine these benefits payable for related services."

Patient(s) name: | ‘

Signature: | ‘

Health Insurance Claim Number: ‘

Date:
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