REQUEST FOR MEDI CAL | NFORNMATI ON

DATE: POLI CY NUMBER:

| NSURED S NANME:

AUTHORI ZATI ON

| hereby authorize to:
(I nsurance Conpany Nane)

Provide the reasons for the rated policy

Rel ease nedical information to ne

Rel ease | ab results to me

Rel ease nedical information and lab results to
t he designated nedi cal professional bel ow

Nanme and address of person to whom nedi cal information should be
sent:

This authorization will expire six nonths after recei pt by CPS
| nsurance Servi ces.

DATE: SI GNATURE:

CPS Ron Viola Insurance Services, Inc.
PO Box 6250

Los Osos, Ca 93412-6250
800-640-7770


Ron Viola
CPS Ron Viola Insurance Services, Inc. 
PO Box 6250
Los Osos, Ca 93412-6250
800-640-7770




