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I authorize_____________________________to pay for surgical and/or medical benefits 
directly to Orsel S. McGhee 617 West Moore Avenue Suite B Terrell, TX 75160 I 
understand that I am financially responsible for any charges not covered by this 
assignment. A photostatic copy of this assignment is as valid as the original. 
 
 
Signed_____________________________________________        Date_______________ 

 



Orsel S. McGhee MD 

 


