
... UntName: _____________ _ Datlt: _ ________ _ 

Pleue ..:curaIe1~ marie the areas 

"'~ you """" symptoms 

, 
CONSENT TO TREATMENT: 



Patient History 
Welcome to Hatmaker Chiropractic 

Today'IO':, _ __ _ 

Api 1:, ____ _ 

S~: Zip,, __ _ _ 

Mari~1 SWuS: S M D Other, _____ _ Cd_ 
"" Dale of Birth; 

""""'""" ~~w""_~' ~ Employer RaIDC: and IIIi<nss: 

CIo5cst Family Mm.bcr. pboDc: 

C .... '~;"A_, 
I",,,,,,,,,,,, Y N 

Hove )'011 eva- boen \() onod:Jcr doctor for tIIis problem?' _ __ _ - ,-------
Have)'Oll been IreaItd ..,.adlitupab befo.d, __ _ 

EmliI: ____ ________ Can .... roWl)'OII $p<ICial *""OUIItmIeII1S and Newsleners? Yes No 

LlSTCOMPLAINTS;,-;:::;-::=========:-__ _ 
· Dale wben 'J"""""" r"" ..,.....t:d 
II UIt oondition? OJob ~1IIod OA .... Relal<4 Otwm. injury Chn DOtber ...... ___ or,... .. 

Did it begin: Gtadu.ot?__ Sud<kn1_ Slowly 0""'" time? _ tio&I ... .., Iho ft,.... __ 
How oft~n do you experience !he 'ymplOms7 

Describe bow !he injwy OCCIlll'ul 

WhIt makes symplOnU worte7'~========== Whlulives ~Iidohyrnploms? 

T)'peofJ>ain: 

C Oull 

CNumb 

(lActIm. 

0""" ____ _ 

Does Ibe poin radiale inlo!he q;sororm(l e yes e ND 

If )'ft, where doe!; il radiate?, ___ ________ _ 

, 

Pain Sale: pluse mart 

o~ ___ "----,, 
No pain Seven: poin 



How h.as 'his affoct<:d )OOr Ure? 
Have you missed wO<t? ___ • ______ _________ _ 

Has Ibc quah!)' or yow ""'lIt boen affcacd? 

Cjrrk 9nf 

YES NO 

YES NO 

"~'~::~~~;;;:===============================-~~~;---c.. you won. wIth the pUI? YES NO 
Ate yoa 8bIe ' 0 do II'l II hold cbores1 _ ______________ YES NO 

HIS Ibis prOOIcon intmmd " 'jtll ,..,.. IOCiaI ~fe' _ ___________ YES '0 

lias iI interi«ed with sporIdina Ii .... willll'amily and frimds? ________ YES NO 

Has iI interfered IO'idt )'W" ~iooIalllCtivitiet (E>;en:ix. Hobbies, Golf. Tennis. ""' . ,) YES NO 

Has ~ affected)'OW' life ill &ll)'0Iber WI)'? ____________________ _ 

P(£ASE LIST ALL SURGERIES VOU HAVE HAD: 

T". ..... , ____ "'"~, _ ____ _ 
T"., _________ _ , _ _ __ """", _____ _ 

PLEASE LIST ALI. PREVIOUS ACCIDENT'S AND FAUS: 

~~. =-===-====-'== .,_ W .... , _____ _ 

'''"'''' 
PLEASE LIST ANY MEDICATIONS "NOOR VITAMINS YOU TAKE ON A REGULAR BASIS: 

-'-====== '"'"""'---- """~'-=== \I,'UI;_ F........,cy' _ ___ ___ """"_ 

DISABILITY; 

00 you have • pennantfII disability mine? __ _ DIde=Ivcd _ _ ___ _ 

Cl-IECK ANY Of nlE FOlLOWING YOU II" VE OR HAVE HAD: 

"~- 00 . - -Oil" fed. DI ......... m ..... ~ 
0A0 ... 

, - ",- ~~ ~ 

",... ~ on, ... . ',io, """'" -~ OA. ~ ~ ~ 

My_,..._0<01-,. .... __ .. _ot? 

" 



X-RAY COMI'IRMI\110N 

This i5 10 C(IIltinn 1"-1 r hive been advised by this oftic. WI x.mys """ be ~ 10 an """""' .hikl AI this 

lime. loth. best of my mowledgl<. I .... I>Q( ~nL r consrnt IOrad~i<: pictures if""=-Y. 

r uD<lcntand the intbmwJon COOUoincd within this furm and guarantee thi, fmn ....... compleled romaIy m>d 10 tile 

best of my kMwlcd&e. 

(., lJlt(ll'l<,O.CTIC INfOitu W cm."SF.NT TO lllFA T 

1 I>c",by req ... st IlIId <X>/lSCJl( 10 the perl"onna_ of chiropraccic adju<lmenlS and Oilier chirornctic procedu",s. 

includina vat"'" mode. of plIYlicor therapy and diagnostic x ..... y$. on me (or Oil the pali.m named below. for wllom 

I om legally ""ponsibre) by lhe doctors of chi~ic II thi' taciti.y. 

[ undemand and am informed 1ha~ as in \hoe practice of medi<:ine. in the practice of chiropractic tbere ..,.., SOme ri.ks 

10 trWrneIlI. incilldi", but not limiled 10. Iixtun;s. disc iqjllries. strotes. dislo<:alions and spr1Iins. [do ntll ex~1 

the doctor 10 be able 10 lnIic:ipale and clQ)lain III rUl. and complic::uions, and I .. ~ 10 ",Iy on me doctor 10 uen:i$C 

judgment <Iurin& the oowse of the procoduno wflich the doctor feels II the time, Imcd "JIOI1 the facta tIICfI kno ....... iI 

in my bC$I interests. I lIftCIMtond dill ,..,..,Itt are I>Q( luataftleed. 

J !>I ... reIId, or !>I", bad A!!IId 10 me. the oboo.aI: oomcnt I ...... abo bad In oppomatily 10 ask qllC:Slions about its 

"""!tnt, and by sienina below II;J:I'ee 10 Ihe abovo-oamed procedures. I inIend 1hB CIDIlSCftI. furm 10 00_ the enlin: 

oowse oflreatmenl for my prnoem condition and lOr any fiIIlre condilion(s) for .. hic:b I ....... 1falfnenl. 



I undenIand ond ~ thai beahll and aecidenl iAAl!"aIlC<' policies are an .....-ang.ment between an im..,.,.~ carrier 

and myself. fll'1llcnnore. J WIdcnIand thailht Docu:n Office will ~ any D<OeSSIII}' rq>OfU aod form, 10 uslsl 

.... in rnakin& colled;"" from the insurma: compIlIly and 11m any anIO',,11 a .. dnized 10 be: ,.id directly 10 !he 

Doc!or', OffICe .. ill be: credited 10 Illy ICCOUnI on rcceipL Howe....".. I elearly IIIIdtrsIand and IIgrt'e Ihat al15tl'\lices 

rendered me are c:hIrceddireo;llylO .... and tIIIIIIIl ant poosooaIly ~bIe forpo)'Dlelll. I abowdeiiila"d !hal if I 

$II!(l<fId or l ...... inaIe ~ any ....., for professional ........ iccs rendtt-ed "'" wiU be: immedialcly due and ,.yable. 

I hcrdIy ....morm tile DocIor 10 _ my a:wIition lIS he deem. appup iau: through use of manipulotion IhrotJ&houl 
my spine. II is lIlIdetsIood and ~ tile IlIlO\IIIl paid 10 !be Doctor fno- X.qys is lOr euminalion only. ond the X. 

ray ""&IIi'" will remain the pnlpCf1y oflhis offICe. be:iDg on file wbm: they .... y be: ...... It any lime .. bile. paliem 

of this office. The pIlimt abo oeree:s WI he/she is rcspomible fOf IU bills iDcun'ed II this off .... The Doc:IOf will 

not be: Mid rcspomiblc for any prc.exiSling medically diagnosed coodiliom, nor fOf any medical diagnosis. 

",,'------
Pali.m Signalure 

Guardian ..... Spouse's 

Signalure AulllooV.ing C""" ___________ __ _ "'"----



H ATMAKER 
Cl-UROPRACTIC 

102 1 'I" St., SIt. l Oll, C_I.,.stoa, TX 17551 
P: (~)7~ F: (~)7f6.6894 

PATIENT CONSENT FORM 

for !he purposes oIltit ConsMI Form. "OII\c:e' shaI refer b; Hatmaker Chiropractic 
I unde!sIand!hat some of my heanh 1IfoIlilablll'8)' be used IIrIdfa"disdosecl by !he Oftice kI cany out ~ 
paymen~ or ileaflh ClJUI operations, and that for a moUl ~ ~ of sud! uses and disclosures 1 &hooJd refer 
kI the 0IIce', privacy ~ etltiIIed, 'QJr PrPiacy Pla.::Iioos.· 1 WldersIand IhaII may re¥iew hs pri¥acy notice lit Illy 
tine j:rior signing this kIrm. 

1 ~ that 0\I8r1iue Ihe ot!ioe's privacylDdials may I'IGIId tl ctIange illlaXll!.lMce Mh law a-d that if J wish D 
obtain I ~ of !he IIOtice as 18Vised, 1 can eaI hi 0Ii:lI!I tJ requesI SId! copy. 

J ~ that J may reqlleSl ~ on how my information is used ordisOOwl tl carry out ~tment payment 
or IleI/II en operations, am .... , can abo rede hs Can$enI il, but onIytJlIII uI8nt I\at hi 0I&le has not !allen 
ICtion il_1ICe Ihe~ and IIso proyided thai J do to i1 writing. 

I Ulidei stand !hat for my pittEctioc I, IrIt requests tl --.:I my t..-. i1fonnation or b.:cess my I!llldiClJlIeCDnIs rrusI 
be made il wriIing. 

--......... '----------------
Signat1n:-----____________ Oa!s: _L..1_ 



PARTIAL ASSIGNMENT OF THE CAUSES OF ACTION, ASSIGNMENT OF PROCEEDS 

CONTRACTUAL LIEN & AUTHORIZATION 

rA$~ Go" 'Assignment 1I..ie<I' - Revised C6-1~) 

PurpoM TheflOlO5"rJhs~ il lO~""abilyaflhea&:e1O "*'<I..,.Charges~i'om.ari:::uJPa!e'1- """"""di9!. I~1O 
""Joboing..:l ~ al l'ayer$. ~ 

PO/IiIII AssigMlOft! of IhI ca_ of AcIioft. AssigMlOfll of Proceeds. and ComrIctuaI lien. 1 hereb1 ...... 10 II'Ie 0Ib, maar.,t)IllI1CIed by 
law. 001 rrif 10 ... _ rJ..,. CfIarges. aI af my rQ'is, _. rod benI!!ts I8aIiIg 10 ." Pa)oe<. ird.dng dwllimiI "'I'1i1C 10 /tOCI!i¥e 
F'I!:>c:eeds i'om." Pore<.- Go" n",~. rod ." rod II caJSe!I af Idicn Il0l1 rrio1i ha¥e ~ .. , P3)'lI' _ Go" i'I ... u.n .... "" 10 
~Ol.dICIIMS af ldim_n"""""",Go"i'I"'a&:e·I_ . ..:I"'Ii1CIOMIIIoGo"~"'" suo:tI(:II.IIeSrJdon ..... 0IIice 
..... it I ....... ~. CQl'Cra:ullionlO"" otrir.e ...... respe<:11O..,. O\;rge$. 1 fI.tItI!r<..rob'!'is ~ 10 ...... 1 seano:I inBest ..... 
!he ~I" aNe l.OIibm CoIrrnM:iII coo. rod iwetIy <in!cI "" 0IIlce 10 Iiio !he Iom'(s) IKIfIl'IIIy _ ...... "" seaeIary 01_ 0"" ~ 
qrof iI ortIof 10 perled sudllien. C<::nsi!WIt oriIIll'Iese ~. 1 hereb1 <in!cI .. , n .. P.,.... 10 pay Ihe I'ro:;:eedo (b;dy ll. ~l!Idy ll • 
..:I exctJsiveIy in !he """'" af .... 011100 10 !he e>:IenI af..,.~, 

$po<:iio OAc:IioIIIOAlIy AIIDrnoy I Rotoin. SucI> .. 1n _can. In ......... l1'l<I1_ MeO"lTICftab:neysIO ....... i'lo:::IIding fnf 
~ 11'Inbr~ (n ... OIIiathQl:)yteqJes!s)ea::h IIIomeylop:O¥ide immedoIordoo 1O .... 0IIlce ~.., """-ls _ by 
... *"""'. II pro'IlOfy P*I' ... cte in-U QI 01 sudll'ro:;:eedo • ..:110 p:O¥ide • UI ~ af suo:tIl'ro:;:eedo 10 .... 0IIi00. I ........ Ilol !he 
~ 01." ~ ~ b7'" *""'" iltl pay..,. Ch3rges, 

0II!er Dildos .... AuttIoriution. 1 hereb1 <in!clal PoyeJ 10 '*-10 Ihe 0IIlce." pri'Ie<j i"i<:<miIjon regan:I1g..., """""9" 1 "'"I' have 
incWog fIiItIouI limiI!he _ oI h......-.ge. ... .,.."...,piIid hJSl.-, rod !he amntrJ .. ,~-. ld'r:M!rod dired h C&:oeIO 
'*-fnf iIIcmIaIioo~ "" -... O" priwtlO""1 case(' ), i>:t.<WIg_IimiII<:OPfol my Char\IM rod '<:OPfoll'is~1O 
II Paym iI ortIoflOfaciiIaIo cttoodm rJ..,. ~ 

1IiKdIan ...... -.. &!::ep • ......, iI" ........ IP, til ~ WI I'lOl be rro:w:i6ed C< _ ...,.. ... ~, riIefI 
Q'J/'Wf rJ .... 0IIi00. 1 hortti<t re>dI.e. "'!he 0IIi00·.",......, ... WInS rJ fnf ~ siopJCI doctrT"oI!ris, t:U orfylO'" _ fuse IIlmS o::tIkI 
IIIt! ... _ aflis ~ 1...,:ee!'IM iIIid1..:1-.:yprl)'risiDn 01 tisol.ssiglmoltil~ .........,b' ... ~rJ ... ~.m 
itefesI!I af !he 0I!i00 and..,..... Hooo<eY!r, stw:Ud ." prtI'I'isian af lis ......... , .. i be b.n:IlO be invaIid.1egaI Go" " .. l<>ceaIJIe, Go" b' fnf reason 
""""" 10 be ~ Gt'lll1y paI\J ......". II .. poo1io::m rod pv,;sions af too ......... ' .. i shal. "heo~ :1:. I. feI'I'\aOl ilUlI:;ro::oo rod e/Ieo:t l1is 
A$sigrmonIWI be~ ........ Iaws rJ!he$tale 'O'hefe .... OIIiceillccaed. rodil ~in!hetwol:1 w1'1e<e h Cl'llce ~ k:c*d ... ..., 
a::ticn bawd ~ tis ~ 1 """'b7""""" 10 pn:naI;.ris<idion and ven.oe 0I .. , 00I.J'I in said twoI:1 and 'II>ive II oI:jodioI~ _ '" 
~ j.risdicIicrI. _. Go"bIIll ~ .. sudllem\ is de&>eol by l;Jo', I fl.tltl!r<wa'oell1y staMe rJ .......... iONd\ may OW)' iI ." 
Idicn bawd ~ tis ~ 



HATMAKER 
CHIROPRACTIC 

PRIVACY NOTICE 

THIS NOTIC!: DESCRr8ES IIcm MEDICAL rNFORMATION 
USED AND DISCLOSED AND HOW YOU CAN G£T 
INf'ORMATrON. PLfASE REVIEW I T CAREF1JL.LY. 

Effective Date: 04/04/2003 

ABOUT YOU 1-IA Y 8£ 
ACCESS TO THtS 

(must be on Or after the date of first printinq or publication) 

treatment, paym(!nt, 
phrases a re defined 
follows : 

~ .. ~, ~ 
health care 

45 erR S 

Treat_nt. Tr" .. tment _ .. ana the proVJS101l, coordination, or •• wag_ent 
of health care lind related services by one or .. ore health c .. re 
prov-iders, including the coordil>atJon or ... nageooent of health core by .. 
health c .. re provider .. Jtll .. third plutY i consultat1on bet .... en h .. aHh 
c .. re providers relaCing to .. p<ltient ; or ehe reter" .. l of a p"Ucnt for 
health c.ore [COlO one health C .. re provider to "nother. 

Pa .... "nt. Til" .. ctiviti,.s u"dert.tke n by us to obt .. ln or provlde 
r e .iaburse.llent for the prov,isJoll of health c" re. Such activities 
include without li.tnit dete rmination~ of eli'l i bility Or coverage 
(including coordination of benefit~ or the dete.,.inaUon of co~t 
sharin'l amounts); adjudication or ~ubrO<jation of health benefit cla ims; 
billing, claims and practice management, collection activities, 
obtaining P" ...... enl under a contract for rein~urance (inCluding stop-lo~s 
insurance and e~ce8S of loss insurance), and rela ted health care data 
processing, analysis and aggregation; provider accreditation; review ot 
health care services "ith respect to nedi~l necessity, coverage under 
a health plan, app r opriateness of care, or justification of charge s; 
and contacting your """loyer, or you through your ~loyer, for reaSOnS 
consistent with this parag-raph including- without liMit to obta in 
current g-roup benefits and effective d a tes . ror the purposes of this 
Privacy Notice, activities underta ~en to properly oblain or provide 
reimbursement _y include without U . it disclosures to accountan t s , 
attorneys , "",nag-ement consultants, financial consultants, organizations 
providing data ag-gregation and other like services , p"ofessional 
associations, and other siaihr entities, including their a'lent s and 
subcontractors , "here confidentiality is e xp"essly ag-reed to or 
normally in f erred . Such activities shall also include disclosures to 
state and federal agencies , official~ , and employees for the purpOses 
of enforce ment of , and oversi'lht o~er, payer respon~ibilities and 
oblig-ations. 

45 Cf1I. ~ 164.501 and . 520Ib) (1) liiil 
for which our practice may use or 

di5close ror example, our practice !lay us e or 
di5cloSe protected inConoation for the pUrpOses of (1) Conduct!nq 
trainin'l proqrams in which students, trainees, or practitioners in 
areas of health care learn under supervision to practice or improve 
their skills a~ he alth care providers , 12) providin'l appointment 
relninders to patient ~, (3) provldinq treatment alternatives Or other 
health-relat ed benefits and services that may be of inte rest to 
patients, and (4) contacting pa t ients to r a i s e f unds . 

.. 



!n addition to those operetions listed ebove, our or!lce aay .end you 
~lcx:.e c.ords .os _11 as bicthday eerds to I"O'Jr .ttention by .. 11 .. hlch 
.. y include the ectual doote of your birthdoy. furthermore, for tho •• 
~tlents who Indicate who referred theJI to our clinic, our office NY 
send you MThank You 8 cerds to the referrinq person. OUr office elso 
re<juh.rly disburses n_Ietten, specl .. l off .. rs, foHo .... up surveys and 
.. 111n95. Our current end 

_." •• 0< __ y request 
protected info ..... ion 

uS .,ith .0 fe" nUllber, 
':~~'o, con5entinq 

e) U •• , and disclosure, required by lsw . 

::;:::';;~~ protected 
p r.quest • 

.. a your spouse cone .. cta our 
info .... tion to th~. 

b) uses .nd disclosures for public health activitiea. 

c) Disclosures about victi~s of abuse , neqlect or domestic violence. 

d) Use •• nd di,closur.s tor he .. lth ovetaiqht .. ctivities . 

e) Disclosur •• tor judici.l .nd aa.inlatrative proceedinqs. 

t) Disciosures for llw enforcement purposes . 

q) uses .. nd disclosur •• about decedents. 

hi U ..... nd dilcloaur •• for cadaveric oeqan, eye or tiss ..... donootion purpo .... 

i) U ••• end dieclosur •• for r ..... rch pueposes. 

j) U ... and di.clo.ur., to eveet .. aer i ous theea t to heelth or saf.ty. 

k) U •• and di.clo.ur •• for .peci .. lized govecoment functiona. 

1) 01lcl0.ur •• for workeu' oc.pe05etion. _t Happen! If Other La .. i . HOr. Raatricti ... Yb.an Feder.l Law? 

In the e~ent oth.r l.w becomea DDr. reatrictive than Fedaral Law with re.pect to 
uaeS and di.clo.urea ot your protected Info .... tion, our practice will include 
deacription. of the DDr. 'trinoent require.ents In thia privacy notice. 

All Othar U ••• ( D ... o1 ... u .... R!quir. Your Written Authori~tiDD 

All other u ... and disclosures besides those liated henin and those which. require 
an opportunity to .. or .. or object (see 45 CrR 164 . 512) will only be .. de with your 
written authorization. Once auch authorization is granted, you aake revoke it .t 
any ttae sa pro .. idecl by and subject to 45 CrR 164 . 508(b) (5) . 

Your Rights and II"" to I" ..... i • • Yho .. Rights 

Under Feder.l Law, you h.ve the followinq riqhta . 
will need to ,end a written request to the at t ention 
clinic. 

To e"ereia .. your ri9h~s, 
ot the Privacy Officer of 

You heve the riqht to request reatrictions on certain uaea .md disclo.uru ot 
protected health info .... tion sa provided by s 16( . 522(a) . Pleue note ho_ver that 
under rederel Law . our cUnic is not required to agree to .0 r.quested 
restr i ction. You hav. the rioht to receive conf ident ial communication. of protect.d 
health information ea provid.d by .nd SUbject to 45 CrR S 164.S22(bl.You have the 
right to in,pect end copy prot.cted health information aa provided by Ind ,ubj.ct 
to 45 cn • 164.524.You have t he right to am .. nd protected he.lth infonLat1on e. 



provided by and subjeet to ~5 CFR s 16(.526.You lIav .. the right to recei"e a<) 
accounting ot dhclosures of protected health lnfo.--tion as pro"idad by and 
subject to 45 CFR , 16(.528.You ha"e the right to obtain a copy ot this pri"acy 
notice. 

Duties ot Cu. Clinic 

OUr clinic 11 r"quired by la .. to ..... inU.in the privacy of your protected infor_tion 
end to pro"ide you with notice at OUr leqel duUM and pri .. acy practices concerning 
your protected InfOrlUtlon. OUt clinic 15 required to abide b\, the co. ...... of thi, 
prhacy notice currently in etfecl. OUr clinic re''' .. ''es the right to chenge the 
tera5 of our notice end to make new notice pro"lslons "ff"cti .. " lor all protected 
inforlUtion that our cliniC .. intains . Th" re"ised notice will be mad" e"allable 
at the front desk at Our clinic for your inspection or copyinq. 

eo-plainta 

Our clinic ~lcc.es any suqqestions for &mending our pd"acy puctices. If you 
beHeve that your privacy rights have been violated, you lUI' file a oc.plaint with 
the Priv,"Cy Officer of OUr clinic and to th" Secretary of Health and H ..... n 
Services . To file a ccaplaint .. ith Our Clinic ' s Priv .. cy Officer, slllply requeet 
.. nd cOlllplete '" copy of our privacy complaint lorlll. .. nd submit it to our Privacy 
Ollicer. No individual aay be retaliated aq"inst for filing such a complaint. 

Acknowl!dq"'nt of Reoeiet 

We are required by law to aa1ntain the privacy of and to provide indlvidual~ with 
thi' notice cf Our le9.1 dutiea and privacy pr"ctices .. ith respect to protected 
health information aa aanda~ed by the fed"r .. l Health Insurance Accountability .nd 
Portability hct and the Te,.as Medicsl Pr ivacy Act . If you have any objection to 
this fcrn, p l ea.e speak with our compliance officer in person or by phone at our 
main phone number 1409)7(O.E800 . 

Siqnature belOI< h only acknowledgement that you r eceived thh Notic" of our 
Privacy Practice., 

Print N,..., _______ ____ Signature, _____ _____ """, ___ _ 



AUTHORIZATION, ASSIGNMENT & RELEASE FORM 

AUTl-IORIZATlON AND ASSIGNMENT 

In oonsideralion of your I¥Idertaking 10 care for me, I agree to the following: 

1. You are authorized to relaasa any infoonation you deem appropriate oonoemng my physical coodiIion \0 any insurance 
COO¥JiIIlY, attorney or adjuster in ordef \0 process any claim for reirrtlursement 01 chaJ;jes Incurred. 

2. I aulhorize the direct payment to you of any sum I now or hereafter CNI8 you, by my attorney, out 01 the proceer:Is 01 any 
settlement 01 my case. aOOlor by any insurance company obigated \0 make payment to me or you based ... whole or In part. 
upon the charges made for your services. 

3. In !he event any insurance company obligated by contractual agreement \0 make payment \0 me Of \0 you for !he charge$ 
made for your services refuses \0 make $I.ICh payment upon demand by you, I hereby assign and transfer \0 you the cause 
of action that exists In my favor against any such company (the name(s) of v.t1ich is believed \0 be correctly set IoI\t1 under 
pertinent data} and authorize you to prosecute said action in my name as you see rrt and further autrortze you \0 
oompromise. S(l1tSe or otherwise resolve said dam as you see fit Howevet, R is understood thatl.l:1lj a reasonable effort 
has been made to collect the suns due lrom the insurance ~ or C>::lIl1Wlies oontractually obligated, you wiI refrain 
lrom ooIIecting the amounts owed. directty lrom me. I understand that whatever amol.l:1ts you do not coIect from 
insurance C>::lIl1WliH proceeds, whether ~ be all or pari 01 ""'at is due. I pe-rsooally owe and agree 10 pay 10 you. 

4. In addition \0 the abolle, 1 herebywaivto the statute 01 limitations on collection aOOlOl" recovery in this Slate 01 ___ _ 

5. I further agree that this Authorization and Assignmenl is irrevocable and oogoing until all monies owed are paid in full. 

6. This Authorization for Assigrvnent wil be in contiouaI effect I.I:1IiI revoked by both parties. 

Patianlllnsured Signature 

RECORDS RELEASE 

To _________ , I hereby authorize you \0 reteaS(l to ____ _______ any information 

including the dagnosis and records 01 treatment or eKamination rendered to me lor al care durilg the period from, ___ _ 

"'---

0." Patienlllnsured Signature 

0." Staff Signature 

RELEASE FROM CARE 

I, hereby understand that Dr. is releasing me from care, for my 
aooident dated and that I have reached 0 a pre-aocideot status or 0 maximum medical improveme<1t I 
further understand that al e~ses Incurred from this acci(Ient are my respOnSibility or the insurance company's and that an 
expenses inc\Jrred after the dale beIoY.t wi. be my personal respoosi:lilily. I win make filancial arrangements for paym&nl 
diractty. 

Patient Signature Date Staff Signature 

........... 


