AUTHORIZATION TO OBTAIN PIP

BENEFITS PAYOUT INFORMATION

Name of Insurer: ______________________


PIP Policy Number: ____________________
Name Of Insured: ______________________ 

Date Of Accident: ______________________

I, (_______________________), hereby authorize and direct [Ins Co. Name][(________________________) to send to Barnes Family Chiropractic, 4302 Del Prado Blvd. Cape Coral, Fl 33904 (239)541-3434, fax (239)541-2555, an accounting of payouts made under all claims submitted for payment under the above referenced policy relating to the automobile accident occurring on the above referenced date as those payouts occur. 

___________________________________       _______________________________

Signature of Insured                                                      Date Signed

Address of insured

