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Assignment of Benefits 
 
I____________________________________________, hereby assign to Linda Robinson-Hidas, LicAc the 
benefits that I am eligible to receive for the care rendered by her. I instruct and direct payments to be made 
directly to her. 
 
Date of Birth__________________________  Phone #  ____________________________________ 
 
Address ____________________________________________________________________________ 
 
Auto Accident               Workers compensation             Other coverage __________________ 
 
Adjuster/ claims manager   _______________________________________ 
 
Insurance Company_________________________________________________________________ 
 

Address  ___________________________________________________________________ 
 

Phone    ______________________________________________________ 
 
Policyholder __________________________________     _____________________      M or F  

           self          spouse          parent         policy holder’s date of birth 

Policyholders address if different: ______________________________________ 
 
Policy Number  ____________________________________________ 
 
Group Number  _____________________________________________ 
 
Date of accident or first symptom _____________________________ 
 
I authorize the release of any information to any insurance company, adjuster, attorney or physician that will assist in 
payment now or in the future. 
 
I fully understand and agree that insurance policies are an arrangement between an insurance carrier and myself. I will be 
responsible  for any expense not paid by insurance. 
 
A copy of this form shall be considered as effective and valid as the original.  
 
 
________________________________________ ________________________ 
                       Signature          Date 

8.20 

 


