Wendy Winograd, DSW, LCSW

116 Weston Avenue

Chatham, NJ 07928

201-919-0108

Name of Patient:  ______________________________________

Health Insurance Claim Number (HICN):  _________________

 I request that payment of authorized Medicare benefits be made either to me or on my behalf to Wendy Winograd, DSW, LCSW  for services furnished to me by the provider. I authorize any holder of medical information about me to release to the Centers for Medicare & Medicaid Services and its agents any information needed to determine these benefits or the benefits payable for related service.

_______________________________________________

                              (patient signature)

_______________________

               (date)

