BUFFALD SPINZ SURGERY, PLLC

Andraw Cappuccing, ¥.D./Franco Vigna, M.D,
45 Davison Court
Lockport, New York 140584

(718) 438-2573 Telephons
(718) 438-3267 Facsimils

AUTHORIZATION FOR THE RELFASE OF EEALTE
SERVICES OF TREATWENT INFORMATION

Patient Name Date

Physician: Andrew Cappuccino, M.D./Frznco Vigna, M.D.

I hereby authorize the above named physicians to release medical
and other information relative to services rendered, to perform

Services necessarily incident to such treatment, and to ensure
confidentiality.

been made. Should the account be referred for collection, the 1
undersigned agrees to pay the outstanding bill pPlus interest, col-
lection and litigation/attorney fees. The interest charged will be
at a rate of 1 1/2% per month back to the dats of delinquency which
is 50 days after the doctors: service was provided.

I'understand should my claim be rejected by an insurance company or

it is determined that my claim was not a result of a worker's com-
Pensation injury, the undersigned shall pay the usual and customary
fees for services rendered. S

Signature:

Should you wish to have balances applied to your credit gard
Please Complete the following:

Please circle American Express Discover Mastercard vVisa
Card# Exp Date
Signature Date




