
AUTHORIZATION TO PAY DOCTOR

I hereby authorize the ___________________________insurance company to send payment directly to

Elizabeth A. Greenberg, D.C.

Rosalie Login, D.C.

89 Fifth Avenue Ste 604

New York, N.Y. 10003

the expense benefits allowable, and otherwise payable to me under my current insurance policy, as payment toward the total charges for professional services rendered. This payment

shall not exceed my indebitedness to above named assignee and I have agreed to pay, in a current manner, any balance of said professional service charges over and above this insurance payment.

In the event that payments for services rendered are sent directly to me, the member, by the insurance company, I acknowledge that the checks and EOBs I receive are due to the doctor. 

Patient’s  signature______________________      

Print name_____________________________

Email address__________________________

Policy #_______________________________

Date coverage began____________________
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