
Insurance Release of Information Consent 

 

Patient Information 

Name_______________________________________________________________ 

Date of Birth______/______/______  Social Security Number:_________________ 

Insurance Company:___________________________________________________ 

 

 

Primary Policy Holder:_________________________________________________ 

Date of Birth______/______/______  Social Security Number:_________________ 

Address________________________ 

_______________________________ 

_______________________________ 

________________________________ 

Relationship to Patient  ___ Self     ___Spouse  ___Dependent Child     ___Other 

Policy Number_______________________________________________________ 

Group Number________________________________________________________ 

Group Name or Employer_________________________________ 

Authorization Number (if applicable)_____________________________________ 

 

I authorize _________________________ to release to and receive information from the 

above identified insurance company. The purpose of releasing/exchanging information is 

limited to filing claims for services rendered.  

 

______________________________   ________________________ 

Patient Signature or Parent/Guardian    Date 

 

 

_____________________________    ________________________ 

Witness       Date 

 


