
ASBIGNMENT OF BENEFITS I ERISA AUTHORIZED REPRESENTATIVE FORM 

&g&-nment of Insurance Benefits - A~~olntrnent as Leqal Aulhorized Rellresenlalive 
I hereby assign all applicable health Insurance benefits and a1 rights and obligations that I and my 
dependents have under my health plan to the Provlder and any applicable law firm cepresentlng the 
provider and their affiliated law firms (hereinafter, "My Authorized Representativesu) and I appoint them as 
my authorized representative with the power to: 

J File medical claims with the health plan 
File appeals and grievances with the health plan 

./ Institute any necessary litlgallon andfor complaints against my health plan namlng me as plaintiff 
in such lawsulb and actions if necessary 

4 Oiscuss or divulge any d my personal health information or that of my dependents with any third 
party including the health plan 

l certify that the health insurance information that J provided to Provider is accurate as of the date set forth 
below and that I am responsible for keeping it updated. 

I am fully aware that having health Insurance does nof absolve me of my respons~~i~y~o~ens.ur.e.fbat.my - 
bills for professi~nat~seyIces~ftoh!~Pr~~vider_are.pald_/n.foll. .=-+.--.A- I also understand .. -.-.... @at I a~~@p$:psn?&~a~ ,-.g 

~'7i'%6ukts~<&~.eredby . - - . -  my_heal~h~ns.uranceIIind~dir?ggc~~Ramentk, i:b~hiutanc'e~and~ductible_s :I) 

Authorization to Refease lnformation 
1 hereby authorize My Authoiied Representatives to: (1) release any Wormation necessary to my health 
bendit plan (of its administrator) regarding my illness and treatments; (2) process lnsurance clalms 
generated in the course of examination or treatment; and (3) albw a photocopy of my signature to be 
used to process lnsurance claims.. This order will remaln In effect until revoked by me In writhg. 

ERISA Authorizallon 
I hereby dastgnate, authorlre, and convey to My 4uthorized Representatives to the full extent permlsdble 
under law and under any applicable lnsurance policy and/or employee health care benefit plan: (1) the 
rLght and ability to act as my Authorized Representative In connection with any claim, right, or cause of 
action including litigation against my health plan (even to name me as a plaintiff In such action) that I may 
have under such Insurance policy andlor benefit plan; and (2) the right and ability to act as my Authoirzed 
Representaflve to pursue such claim, right, or cause of adon In connection with said lnsurance pollcy 
andlor benefit plan (Including but not limited to, the right and abillty to act as my Authorized 
Representative wfth respect to a benefit plan governed by the provisions of ERJSA as provided in 29 
C.F.R. §2560.5031(b)(4) with respect to anysh.eallhcare expense incurred as a result of the sewlces I 
received from Provider and, to the extent permlsslble under the law, to daim on my behalf, such bendits, 
clalms, or reimbursement, and any other applicable remedy, Including fines. I authorize communication 
_With-.the,. FTowIdec-and his authorized represenlalives by emall and my ernail address Is -- 1 ---@ . I understand I can revoke this authorization In writing at any Plme. 

A photocopy of this AssignmenVAuthorization shell be as effective and valld as the original. 

Patient Date 

Provides: Dr. Charles Perry 
'1 -354 Clark St. 
Cambridge, OH 43725-9614 
(740) 4394600 


