
Dennis R. Gutzman, MD, PA 
Certified by the American Board of Orthopaedic Surgery 

2424 Babcock Rd., Ste 201 
San Antonio, TX 78229 

210-616-0462, fax:210-616-0467 
 
 

CHANGE OF INSURANCE 
 
Please Print 
 
Today’s Date: __________________ 
 
 
Patient: 
_______________________________________________________________________ 
 
Guarantor Name (if patient is a minor)________________________________________ 
 
Patient’s Date of Birth: _______________________ 
 
Patient’s SSN:  ________________________ 
 
 
As of  _______________ I no longer have insurance for Dr. Gutzman to file a claim. 
 
As of ________________ I have a different insurance company and I am requesting Dr. Gutzman to file 
a claim with the following insurance company:  
 
Insurance Company: __________________________________________________ 
 
ID# ______________________________ Group # __________________________ 
 
Insured: ___________________________relationship to patient:  Self    Spouse   Child 
 
My assignment of benefits I originally signed will be in effect for the insurance company mentioned 
above.  
 
 
__________________________________________________________________________________ 
Patient’s Signature        Date Signed 
 
 
__________________________________________________________________________________ 
Witness By         Date Signed 
Change of Insurance Form 02/01/08 


