I hereby authorize payment of dental benefits otherwise payable to me directly to
pDaniel P. Malloy, D.D.S.

Signature (Insured Person)

Date
Signature is valid until revoked by me.

tt***************************t******************t******t*******t******i****i**i***

I hereby authorize the release of any information relating to insurance claims. I
understand that I am responsible for all costs of dental treatment.

Signature (Patient or Parent)

Date



