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INSURANCE AUTHORIZATION AND ASSIGNMENT

| authorize Hardeep Rai, MD, P.A. to release to my insurance carrier and/or their agents any information necessary to determine benefits payable for related
services. | authorize the payment of medical benefits to Hardeep Rai, P.A. | understand that | am ultimately responsible for all services whether covered by
insurance or not. | also authorize my physician, based on his/her discretion, to access my chart for utilization management review.
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