








ASSIGNMENT OF BENEFITS: I request that payment of insurance benefits, be made on my behalf to White Rock ENT, 
Jennifer A. Jordan, M.D. for any services provided to me. I authorize the release of any medical or other information 
necessary to determine these benefits or the benefits payable by my insurance carrier. A copy of this authorization will be 
sent to my insurance carrier if requested. The original authorization will be kept on file at White Rock ENT.




