ASSIGNMENT OF BENEFITS

Authorization To Pay Benefits To Provider:
I hereby authorize payment directly to the Provider of service for mental health benefits, if any, otherwise payable to me for services, but not to exceed the reasonable and customary charge for those services.



__________________________________________________
Signature of Patient, Legal Guardian/ Legal Representative

___________________________________________________
Name (Printed)

___________________________________________________
Relationship to Patient

__________________________________________________
Patient Name (if different from that above)

__________________________________________________
Date
