A Tozer Eye Center

Randall K. Tozer, M.D.
Eye Physician and Surgeon

Diplomate American Board of Ophthalmology
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AUTHORIZATION AND RELEASE

I authorize the release of any information including the diagnosis and the records of any treatment or examination rendered to
me ot my child during the petiod of such cate to third party payors and/or other health practitioners. I authotize and request

my insurance company and/or Medicare to pay the doctor insurance or Medicare benefits otherwise payable to me.

I understand that my insurance carrier may pay less than the actual bill for services. I agree to be responsible for payment of all

services rendered on my behalf or my dependents. I also understand that I will be billed a fee for any returned checks.

Signature of patient or parent, if minor
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