
 
 
 

ACCEPT ASSIGNMENT AUTHORIZATION 
 
 
 
 

NAME ___________________________            D.O.B____________ 
 
 
 
______I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO BE MADE TO  
JOSHUA SULLUM M.D. 
 
 
 
 
 
 
 
_______________________________        ___________________  
               Signature of patient                                                                         Date                                   


