
 

 

 

 

ASSIGNMENT OF BENEFITS 

I authorize, Dr. Chris W. Daugherty D.C. to release to__________________________________ 

__________________________ any medical information necessary to process this claim.  

I also request payment of benefits be made directly to Dr. Chris W. Daugherty D.C. 

 

Signed:_______________________________________________________________________ 

Printed Name:__________________________________________________________________ 

Date:_________________________________________ 

Claim #:_______________________________________ 

Policy #:_______________________________________ 

*If going through an Attorney please fill out the following: 

Attorney’s Name:___________________________________________ 

Firm Name:____________________________________________________________________ 

Address:______________________________________________________________________ 

Phone:______________________________________ 

NOTE: If the company’s policy is to send payment directly to the patient, we requested that the 
check be made payable to both Dr. Chris W. Daugherty  and the patient.  


