Michael Lozman, D.D.S., P.C.

AUTHORIZATION

Michael Lozman, D.D.S.
Robin N. Lozman, D.M.D.
17 Johnson Road
Latham, New York 12110
(518) 785-9441

SIGNATURE ON FILE

I authorize use of this form for the following: insurance submissions,
release of information to my insurance carriers, assignment of payment
from the insurance company, and transfer of records to and from my
physicians or dentists.

I permit a copy of this authorization to be used in place of the original
for insurance purposes.

A credit reporting service may be used to obtain a credit report.

A billing agency will be used for billing and insurance procedures.

Patient’s Name:

Parent’s Name:

Signature: Date:




