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RELEASE OF INFORMATION: I certify that the above information is correct and that the bills attached were incurred by the patient
listed above. I authorize any medical professional, hospital, medical or medically related facility, pharmacy, government agency,
insurance company, or other person or firm to provide Blue Cross and Blue Shield information, Including copies or records,
concerning advice, care or treatment provided the patient above including, without limitation, information relating to mental illness,
use of drugs or alcohol, upon presentation of the original copy of this signed authorization. I understand that such information will be
used by Blue Cross and Blue Shield for the purpose of evaluating a claim for insurance benefits for services provided to the patient named
above. I understand that I or any authorized representative will receive a copy of this authorization upon request. The authorization is valid
from the date signed for the duration of the claim.
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NOTICE TO ALL PARTiES COMPLETING THIS FORM: It .s fraudulent to lilt GuI this form with information
you know to be false or to omit important facts. Criminal and/or civl penalties can result from such acts.
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