
LOREN S. FUNT, MD 
SUSAN L. SAFYAN, MD 

ASHLEY KITTRIDGE, DO 
NICOLE E. FUNT, MPAS, PA-C 

MT. LEBANON DERMATOLOGY ASSOCIATES, PC 
 

607 Washington Road - Lower Level - Mt. Lebanon, Pennsylvania 15228 
Telephone: (412) 563-0217 

Fax: (412) 668-0606 
 

NAME __________________________________________________ 

DATE OF BIRTH __________________________________________ 

 

DATE ___ / ___ / ___ 

*I authorize the release of any medical information necessary to process insurance 

claims, and the release of information back to my physician. 

 

SIGNED ____________________________________________________________ 

I request that payment of authorized Medicare benefits by made either to me or on my 

behalf to the name of the provider of the service and (or) supplier for any services 

furnished to me by that provider of service. 

 

I authorize any holder of medical information about me to release to the Health Care 

Financing Administration and its agents any information needed to determine benefits 

payable for related services. 

 

I request that payment of authorized Medigap benefits be made whether to me or on my 

behalf to the provider of the service and (or) supplier for any services furnished to me by 

that provider of service and (or) supplier. 

 

I authorize any holder of Medicare information about me to release to my Medigap 

Insurer any information needed to determine these benefits payable for related services. 

 

NAME ________________________________________ DATE ________________ 

SIGNATURE ___________________________________________________________ 


