LISA WHIMS-SQUIRES, D.O.

PATIENT INFORMATION
1305 S. FT. HARRISON AVENUE, BUILDING G
CLEARWATER, FL 33756
PHONE (727) 466 — 9847 FAX (727) 466-0346
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LIFETIME AUTHORIZATION: MEDICARE/INSURANCE CERTIFICATION FOR PAYMENT

| certify that the information given by my in applying for payment under Title XVII of the Social Security Act is correct. | authorize any holder of
medical or other information about me to release to the Social Security Administration or its intermediaries or carrier any information needed for
this or related Medicare/Insurance claim. | request that the payment of authorized benefits be made on my behalf. | assign the benefits payable
for physician services to the physician or organization furnishing the service or authorize such physician or organization to submit a claim to my
carrier for payment. | am responsible for any co-payment and/or deductible.
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