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and surgical expense benefits allowable. and otherwise payable to me und
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if my current policy prohibits direct payment to doctor, then 1 hereby authorize you to make the check
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THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY.

A photocopy of this Assignment shall be considered as effective and valid as the original.
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[ also authorize the release of any information pertinent to my case to any insurance company, adjuster
or attorney involved in this case.

Signature of Policyholder Witness

Signature of Claimant
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