Anthony D. Vertino, Psy.D. 
1440 Renaissance Drive – Suite 250A

Park Ridge, Il 60068
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Assignment & Release

I hereby authorize payment directly to Anthony D. Vertino, PsyD PC of all insurance benefits or fee for service payments otherwise payable for services rendered.  I agree that I am financially responsible for all charges, whether or not paid by insurance, for all services rendered on behalf of myself or my dependents.  I authorize the above provider to release any information required to secure insurance payments.  I authorize the use of this signature on all insurance submissions.

Signature of Responsible Party:  





 Date:  










