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Authorization to Release Billing Information

901 Montgomery Street

Decorah, IA 52101
Date of Request _________________

Account # _____________________

Patient Name ________________________________  Date of Birth ________________

I give authorization for the following person(s) to gain information about my account at WinnMed.

Name ________________________________________________________________

Relationship to Patient ___________________________________________________

Phone Number _________________________________________________________

Name ________________________________________________________________

Relationship to Patient ___________________________________________________

Phone Number _________________________________________________________

Name ________________________________________________________________

Relationship to Patient ___________________________________________________

Phone Number _________________________________________________________

This authorization expires one year after the signed date.  After that time, you will need to fill out a new authorization form.
Patient or Legal Guardian signature __________________________________________

Date ______________________
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