
 

 

 

INSURANCE SIGNATURE FORM 

 

I authorize the release of any information needed to file my family’s insurance claims. I 

understand that I am responsible for all costs of dental treatment. 

 

Signature:  __________________________________________________ 

 

I hereby authorize payment of the dental benefit otherwise payable to me directly to  

Dr. Gordon S. Roeder, Jr. 

 

Signature:  __________________________________________________ 

Date:  ____________ 

 

  


