










NAME: _________________________________________________ DOB:___________________________ 
   
GENERAL RELEASE OF INFORMATION: 
I authorize Noran Neurological Clinic on behalf of myself and/or dependents to furnish medical records, including films 
and billing information to my insurance company, HMO or other third-party payer as may be necessary for the payment 
of a bill, determination of benefits or for utilization and quality review purposes. 
 
I further authorize the release of this information to healthcare facilities that Noran Clinic may refer me to for continuing 
medical care, such as clinics, labs, therapy facilities, and other providers. I understand I am financially responsible for any 
balance not paid by my insurance and considered the responsibility of the patient. I hereby authorize payment of medical 
benefits to Noran Neurological Clinic for services provided to myself and/or dependents.   
 
If not previously revoked, this authorization will terminate in one year.  
 

Appointment Reminders and other health-related services:  

We may use and disclose medical information to contact you in regard to an appointment, possible treatment options, or 
other benefits or services that may be of interest to you.  We may call you and, if necessary, leave messages on your 
answering machine.  We may send you a notice if you missed your scheduled appointment asking you to contact us to 
reschedule. 
 
 
 
Insurance company:             
 
Signature of patient or responsible party ____________________________    Date: _________ 
 
If patient unable to sign... 
 
Reason patient unable to sign:  _______________________   Relationship to patient    ______________________ 
 
 
 
 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
MEDICARE LIFETIME CONSENT/AUTHORIZATION 
I request payment of authorized Medicare benefits be made either to me or on my behalf to Noran 
Neurological Clinic for any services furnished to me by physician/clinic/ supervisor.  I authorize any holder of 
hospital or medical information about me and/or any information needed to determine benefits payable for 
related services to be released to the Health Care Financing Administration and its agents.  I permit a copy of 
this authorization to be used in place of the original.  
 
MEDICARE ID#: __________________   SIGNATURE: _____________________________ 
 
 








