
 



 



 

 
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 

 
 
 
 
 
 
 

 


