Assignment of Benefits
Authorization for insurance payment assignment when applicable.
	Patient / parent name
________________________________
	Baby name
________________________________
	Date
________________________________


	Practice customization note
Clinical and legal wording should be reviewed by the practice owner and qualified advisors. This template is not medical, legal, billing, or compliance advice.


Assignment Statement
I authorize payment of insurance benefits directly to the practice for covered services provided to me or my child, when the practice submits claims on my behalf.
Authorization Details
	Patient name
________________________________
	Subscriber name
________________________________
	Insurance plan
________________________________

	Member ID
________________________________
	Effective date
________________________________
	Expiration / revocation terms
________________________________


Acknowledgement
I understand I remain responsible for amounts not paid by insurance as allowed by payer contract, law, and practice financial policy.
	Patient / parent signature
________________________________
	Printed name
________________________________
	Date
________________________________


Template note: Customize this form for your practice policies, state rules, payer requirements, HIPAA workflow, and legal/compliance review before use.
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