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Authorization for Professional Liability Insurance  

 
I______________RN/LPN/CNA gives my consent to All American Healthcare Services 
Inc. to take $89 from my paycheck as the annual payment for my individual Professional 
Liability Insurance. All American Healthcare Services Inc. can go ahead and do the 
needful. I willing to provide additional information or documentation required for this 
process. 
 
Signature: ________________ 
 
Date: ____________________ 


