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ASSIGNMENT OF BENEFITS AND RELEASE OF INFORMATION

I AUTHORIZE SUHEIL J MUASHER, MD TO DISCLOSE COMPLETE INFORMATION CONCERNING HIS MEDICAL FINDINGS AND TREATMENT
OF THE UNDERSIGNED FROM THE INITIAL OFFICE VISIT UNTIL THE DATE OF THE CONGLUSION OF SUCH TREATMENT, TO THOSE
INDIVIDUALS WHO, IN SUHEIL J, MUASHER, MD SOLE DETERMINATION, ARE REQUIRED TO RECEIVE SUCH INFORMATION FOR THE
FURFOSE OF MEDICAL TREATMENT, MEDICAL QUALITY ASSURANCE AND PEER REVIEW.
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