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FORM HEALTH INSURANCE SCULTURA
I ASSIGNMENT PLASTIC SURGERY

ASSIGNMENT OF BENEFITS STATEMENT

| request that payment of authorized benefits be made payable to Scultura Plastic Surgery, for any services furnished me by J. Bradley
Strawn, MD. | authorize Scultura Plastic Surgery to release to the Insurer and its agents any information needed to determine these
benefits payable to related services. | understand my signature requests that payment be made and authorizes release of medical
information necessary to pay the claim.

Patient signature or parent/guardian if the patient is a minor Date

PLEASE PROVIDE YOUR DRIVERS LICENSE AND INSURANCE CARDS
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