
 



 



 
 
RE: Name of Patient ________________________ 
  
 D.O.B.:  ________________________ 
 
 SS #   ________________________ 
 
 

RECORDS RELEASE 
 
1) I hereby authorize Dudick Health to release and to permit the examination or copying of any of my medical 
records, X-rays, laboratory reports, and the results of all tests of any type or character to such persons as Dudick Health 
deems appropriate, including the information necessary to process a claim. 
 
2) I hereby authorize my doctor or supplier of service to release and to permit the copying of any of my medical 
records, X-rays, insurance information, laboratory reports and the results of all tests of any type to Dudick Health, at 
1789 Route 9, Clifton Park, NY  12065. 
 
 
SIGNED  _________________________________ DATE  ________ 
 
 

ASSIGNMENT OF BENEFITS 
I authorize payment of medical benefits to Dudick Health for services provided. 
 
 
SIGNED  _________________________________ DATE  ________ 

 
 

ACCEPTANCE OF PATIENT RESPONSIBILITY 
 
I understand that I am financially responsible for any charges incurred at this office, including copays, deductibles, and 
charges denied or not covered by my insurance company.  I realize my care may be subject to pre-authorization by the 
insurance company, and I accept any responsibility for charges which may not be approved, including the initial visits 
while waiting for approval.  The insurance company will review any/all documentation submitted by Dudick Health for 
review for medical necessity and base their approval/denial upon this documentation.   
 
 
SIGNED  _________________________________ DATE  ________ 
 

October 2003 

 
 
 
 



 
1789 Route 9                      38 South Pearl Street 
Clifton Park, New York 12065        P. O. Box 10581 
(518) 383-5847       FAX: 383-5848   Albany, New York 12201 

Questionnaire For On the Job Or Auto Injury  
(Compensation Or No Fault Case) 

 
Name:                  
 
Any Time Lost From Work:      If So, Dates:         
 
Name of Person to Whom You Reported Your Injury:           
 
Do You Consider Yourself Disabled? Yes    No    
 
If Yes, Totally Disabled?    Partially Disabled      
 
Please Explain Details if Partially Disabled: (Not able to do regular job duties or work regular hours)    
                
                 
  
Were You Admitted to a Hospital? Yes    No    
 
If Yes, Give Dates:  __________________________________________________________________    
 
Were You Treated by Other Physicians? Yes    No    
 
If Yes, Give Names:               
 
                 
                
Do you have a history or evidence of prior injury, disease, or physical impairment? Yes         No   
 
If Yes, Describe:               
 
Do you have other insurance?  Yes        No      (A copy of your insurance card is required) 
 
Company                 
 
Address                 
 
Please understand that it is the patient’s responsibility to notify this office of any changes in work status and the date you 
return to work. Failure to do so could cause delayed insurance payments or total denial of all worker’s compensation claims.  
 
I understand that I am personally responsible for the normal office fee if the compensation or no fault carrier does not honor 
my claim. 
 
 
Signature:        Date:      
Djd/forms/questionairewc-nf 

 



 



 

 


