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Patient Authorization 
 

 

Authorization and Release 

 

I hereby authorize payment directly to Lori L. Greenwald, M.D. F.A.C.S. of medical benefits otherwise 

payable to me. I understand I am financially responsible for any copayments, coinsurance amounts, and 

deductible that my insurance policy requires. I hereby authorize to release information requested by my 

insurance company to support payment of my claim.  

 

 

 

Name of patient: _________________________________________________________ 

 

Signature of patient: ______________________________________________________ 

 

Signature of Parent/Guardian of Insured: ______________________________________ 

 

Date: ____________________________ 

 

 

For Medicare Patients 

 

I request that payment of authorized Medicare benefits be made on my behalf to Lori L. Greenwald, 

M.D. F.A.C.S. for services provided to me by that physician. I authorize any holder of medical 

information about me to release to the Health Care Financing Administration and its agents any 

information needed to determine benefits for services provided to me by that physician for payment of 

my claim.  

 

 

 

Name of patient: _________________________________________________________ 

 

Signature of patient: ______________________________________________________ 

 

Signature of Parent/Guardian of Insured: ______________________________________ 

 

Date: ____________________________ 
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