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AUTHORIZATION/ASSIGNMENT OF BENEFITS:  Please sign/type by the “X” for release of your records to your insurance for medical information necessary to process insurance and for payment to INNERVISIONS by your insurance. (A typed signature on this document will be treated in all respects as having the same force and effect as original signatures.)  This authorization will remain in effect until revoked by me in writing.  A photocopy of this authorization is to be considered as valid as the original copy.  I understand that partial payments made by insurance carriers are not accepted as full payment for the services rendered and I will be responsible for any charges not covered by insurance.  I also agree to pay INNERVISIONS any payments I receive from my insurance company for claims filed by INNERVISIONS.  I agree to the fees and I understand that I am financially responsible for all charges, including interest accrued on unpaid balances.  I hereby authorize said assignee, INNERVISIONS, to release all information to secure payment on my behalf.
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A typed signature on this document will be treated in all respects as having the same intended obligation(s) and effect as original signatures.
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