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Orthodontic Specialist
Where patient care comes first
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INSURANCE INFORMATION
PATIENT(S) NAME

The following authorizations shall remain valid and effective from the date of signing until revoked in writing.

AUTHORIZATION TO RELEASE INFORMATION-I hereby authorize any Provider, Insurer, or other Organization to
release any information regarding the dental history, treatment, or benefits payable for the attached claim to the Plan
Administrator or its authorized agent for the purpose of determining benefits payable.

AUTHORIZATION TO PAY BENEFITS TO DENTIST—I hereby authorize payment directly to STEPHEN E. KINERET,
D.D.S.,M.S., of the Dental Benefits otherwise payable to me. I understand that I am financially responsible for any charges
incurred not covered by my insurance carrier. CERTIFICATION-I certify that all information that I have supplied is true and

correct.

Signature (Parent or Guardian)
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916-772-5832

Blue Oaks Marketplace

6819 Lone Tree Blvd. Suite 104, Bldg. B

@SM{GUMD, LITHO USA 07/06 LOGSFI1300SM

Rocklin, CA 95765 * Fax: 916-772-7586 * www.drkineret.com



