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| hereby authorize payment of my medical and surgical insurance benefits to CHANGMIN
DUAN. O.D. I understand I am financially responsible for any charges whether or not paid by said
insurance. If co-payments and/or deductibles are designated by my insurance company or health
plan, | agree to pay them to Dr. Changmin Duan. | authorize Dr. Changmin Duan to release any
information required to process any and all claims for reimbursement on my behalf. A copy of this
authorization maybe used in place of the original.

Signature Date
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Changmin Duan, O. D., P.A.
223 State Highway No.18, Suite 107
East Brunswick, NJ 08816
Tel: (732) 247-2847
Fax: (732) 246-2650

AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

Patient name

Patient address

Patient phone number

| authorize the professional office of Changmin Duan, O.D.,P.A. to release health information
identifying me, as necessary, for the purposes of obtaining medical treatment, facilitating the payment for
such treatment and for normal business operations.

It is completely your decision whether or not to sign this authorization form. We cannot refuse to treat
you if you choose not to sign this authorization.

If you sign this authorization, you can revoke it later. The only exception to your right to revoke is if
we have already acted in reliance upon the authorization. If you want to revoke your authorization, send us
a written or electronic note telling us that your authorization is revoked

When your health information is disclosed as provided in this authorization, the recipient often has no
legal duty to protect its confidentiality. In many cases, the recipient may re-disclose the information as
he/she wishes. Sometimes, state or federal law changes this possibility.

| HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY. |
AUTHORIZE THE DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN THIS
FORM.

Dated Patient signature

If you are signing as a personal representative of the patient, describe your relationship to the patient
and the source of your authority to sign this form:

Relationship to Patient Print Name

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

(Initial) [ ] I received/was offered a copy of the “NOTICE OF PRIVACY PRACTICES”



