Childrens & Adolescent Dentistry, Litd.

DEeENTAL INSURANCE CLAIM RELEASE AND AUTHORIZATION
Dr. Scott Shore Dr. Leo D. Morton
Corporate Federal Identification Number 36-276-2093
Patient Name
Employee Name
Employee Date of Birth
Employee ID. # Group#
Employer Name
Employer Address (city only)
Insurance Carrier
Carrier Address

| hereby authorize payment directly to the named Dental Corperation from my insurance carrier for
professional services on the attached claim. | understand that | am responsible for any charges not covered
by my dental insurance. | have reviewed the plan of treatment and further authorize the above named Dental
Carporation to release any information relating to this claim.

X Date
9101 N. Greenwood Avenue - Niles, lllinois 60714 - 847.299.1095
2500 W. Higgins Road - Hoffman Estates, lllinois 60169 - 847.885.1095
2401 Ravine Way - Glenview, IL 60025 - 847.901.1095




