Wheatfield Family Medicine, LLC
Dr. Chad Szymanski, D.O & Dr. Giuseppina Kenyon Savard, D.O
3799 Commerce Court, Suite 100
Wheatfield, NY 14120
Phone (716) 693-5463      Fax (716) 693-6370
I request that payment of authorized insurance benefits available to me or on my behalf, be authorized payable to WHEATFIELD FAMILY MEDICINE, LLC, DR. CHAD E SZYMANSKI, or DR. GIUSEPPINA KENYON SAVARD for any services furnished me at this facility.  I authorize any holder of medical information about me to release to any insurance company named, any information needed to determine these benefits or the benefits payable for related services.  

I request that payment under the medical insurance program, be made either by me or to WHEATFIELD FAMILY MEDICINE, LLC, DR. CHAD E SZYMANSKI, or DR. GIUSEPPINA KENYON SAVARD, for services provided to me indefinitely.

I authorize use of this form on all my insurance submissions.

I authorize release of information to all my insurance companies.

I understand that I am responsible for my bill at the time of service.  If payment is denied by the insurance company, I agree to be personally and fully responsible for payment. 

I authorize payment directly to my doctor.

I authorize my doctor to act as my agent in helping me obtain payment.

I permit a copy of this authorization to be used in place of the original.

I hereby attest that the information below is accurate and correct.

Primary Insurance Company__________________________________________
Secondary Insurance Company_______________________________________
Please print name__________________________________________________
Date of birth_______________________________________________________
Signed __________________________________________Date_____________
