
Date of Birth

 

Subsriber's DOB: 

Additional Comments:

I authorize release, to my benefits plan administrator and the CDA, information contained in claims submitted 
electronically. I also authorize the communication of information related to the coverage of services described to 
Coral Kids Dentistry. This authorization shall continue in effect until the undersigned revokes the same. 

Date:

2021-03-03Patient/Parent/Guardian Signature:


