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INSURANCE RELEASE INFORMATION FORM 

 
Please read and sign the release agreement below. If you only have private insurance, you need not fill out the 

Medicare section. If you have both Medicare and a supplemental insurance, you must sign and fill out both 

sections. If you only have Medicare insurance, only fill out the Medicare section of this form.  

 

PRIVATE INSURANCE ASSIGNMENT AND RELEASE  

 
I, the undersigned have insurance with_______________________ insurance company (ies). I hereby assign 

directly to Dr. Franklin all medical benefits, if any, payable to me for any services rendered. I further authorize 

the release of any medical information necessary to process my insurance claim. In addition, I also authorize the 

use of this signature on all my insurance submissions. I also agree that a photocopy of this form may be used in 

lieu of the original. This authorization will cover all material services rendered, until this authorization is 

revoked in writing.  

 
Signature of Insured: __________________________________ 

Date: ________________  

 

MEDICARE AUTHORIZATION 

 

I request that payment of authorization Medicare benefits be made on my behalf to Dr. John Roland Franklin 

for all services which Dr. Franklin has provided me. I request and authorize all holders of medical information 

about me to release to the Health Care Financing Administration and its agents and all information necessary to 

determine these benefits or the benefits payable for related services. My signature authorizes that payments be 

made to Dr. Franklin, and also authorizes the release of all and any information necessary to pay the claim. I 

also agree that a photocopy of this form may be used in lieu of the original. If “other health insurance” is 

indicated on item 9 of the HCFA-1500 form or elsewhere on other approved claim form, my signature further 

authorizes releasing of the information to the insurer or agency shown.  

 
Signature of Insured: __________________________________ 

Date: ________________ 




