
‭Insurance Authorization Release Form‬

‭I hereby authorize any provider, insurer or other organization to release any information‬
‭regarding the dental history, treatment or benefits payable for claims to the plan administrator, or‬
‭its authorized agent, for the purpose of determining benefits payable. I also authorize payment‬
‭directly to my provider, Dr. Jacy Robling/All Smiles Dental, of the dental benefits otherwise‬
‭payable to me.‬

‭____________________________________________‬ ‭_____________________‬
‭Signature‬ ‭Date‬


	signature: 
	date: 


