
 
 
 

MAIN OFFICE: 5609 J STREET, SUITE C    SACRAMENTO, CA 95819    (916) 453-8696     FAX (916) 453-8715 
FOLSOM OFFICE: 1561 CREEKSIDE DRIVE, SUITE 130    FOLSOM, CA 95630 

ROSEVILLE OFFICE: 1451 SECRET RAVINE PARKWAY, SUITE 150    ROSEVILLE, CA 95661 
 

 
I authorize the physicians and extenders of Capital Allergy and 
Respiratory Disease Center to perform such diagnostic procedures 
and/or treatment, as they deem necessary.  I authorize my insurance 
carrier, or its intermediaries, to make payment directly to Capital Allergy 
and Respiratory Disease Center for my medical benefits otherwise 
payable to me for medical services rendered.  I understand that I am 
required to provide proof of insurance for each and every office visit and 
am financially responsible for all charges whether or not paid by my 
insurance carrier.  I authorize Capital Allergy and Respiratory Disease 
Center to release any medical information necessary to process and 
secure payments for charges to my insurance carrier or its 
intermediaries. 
 
 

__________________________ __________________________ 
Signature     Date 


