COOPER CHIROPRACTIC CENTER

1005 W. COLUMBIA ST. * SOMERSET, KY  42503 * 606-679-1166

ASSIGNMENT OF INSURANCE BENEFITS:

I hereby authorize payments to be made directly to Cooper Chiropractic which will be credited to my account upon receipt, of all benefits which may be due and payable under insurance coverage. I authorize utilization of this application or copies thereof for the purpose of processing claims and effecting payments.  I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  I further acknowledge that this assignment of benefits does not in any way relieve me of liability and that all services rendered me are charged directly to me and that I am personally responsible for payment.

AUTHORIZATION TO RELEASE MEDICAL RECORD INFORMATION:

Cooper Chiropractic is hereby authorized to disclose all or any part of the medical records, prepare reports and forms to assist in making collections from the insurance companies, organizations, or agencies as may be responsible for payment of services rendered by Cooper Chiropractic.  
SPECIFIC AUTHORIZATIONS:

Cooper Chiropractic may use my name, address, phone number, e-mail or clinical records to contact me with birthday cards, reminder post cards, promotional material and other health related information.  Phone calls may be made to my home and messages left if needed regarding appointments or my health information.  When I choose to have my photo taken, give a testimonial, or when I refer someone for chiropractic care I give permission for my name, photo or testimonial to be used within the office or on promotional material to be used outside the office.
I understand and have been provided with a Notice of Information Practices that provides a more complete description of information uses and disclosures.  I understand that I have the following rights and privileges:  The right to review the notice prior to signing this consent, the right to object to the use of my health information for directory purposes and the right to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment or health care operations.
POLICIES:

1.  All 1st adjustment charges are payable when services are rendered.

2.  X-ray film is the property of this office

I understand that if I suspend or terminate my care at this office, any outstanding charges for professional services rendered to me will be immediately due and payable.  I agree that I will be responsible for all attorney and legal fees if legal action becomes necessary to collect this amount.  I authorize Cooper Chiropractic to obtain a credit report if deemed necessary.

The undersigned certifies that he/she has read and understands each of the above paragraphs and is the patient or responsible party with the power to execute this document and accept these terms.

Date: ______________
Print Name of Patient: ___________________________________________________
Signature of Patient or (if minor) Parent/Guardian: _____________________________________

CONSENT TO EVALUATE AND ADJUST A MINOR CHILD:
I,______________________________________, being the parent or legal guardian of ____________________________, have read and fully understand the above terms of acceptance and hereby grant permission for my child to receive chiropractic care.

Date: _______________

Signature of Parent/Legal Guardian: _____________________________________________

PREGNANCY RELEASE:

This is to certify that to the best of my knowledge, I am not pregnant.  I give permission to perform an x-ray evaluation.  I have been advised that x-ray can be hazardous to an unborn child.  Date of last menstrual period: _______________________

Date: ________________

Print Name of Patient: ______________________________________

Signature of Patient or (if minor) Parent /Guardian: __________________________________________
