
Assignment of Benefits and Release of lnformation

request authorizatlon for the lnsurance

company to
have payment made payable to the Guam Community Health Centers (Northern

R;;il];ffinitv n""itt center or southern Region community Health Center)

ln lieu of reimbursing me for services rendered on my behalf. I also a.uthorize the

r"f""r" of .V p"rron-"l medlcal health information to any agents or third party

payers whlch ire needed to determine any benefits related to services provided

to me by the Guam Community Health Centers'

Print Name of Patient or Authorized Representative:

Signature of Patient or Authorized Representative:
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