
 
 

 
INSURANCE RELEASE 

 
 
 
Date: ____________________________________________ 
 
Patient Name: _____________________________________ 
 
Responsible Party: __________________________________ 
 
 
 
The orthodontic treatment plan has been explained to me, and 
I authorize release of any information relating to the 
orthodontic insurance claim. 
 
Additionally, I hereby authorize the insurance benefits, to be 
paid directly to Frank A. DeQuattro, D.M.D. 
 
 
Signature: ___________________________________________ 


