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chiropractic centers

Patient Name: Date of Birth:

Patient Authorization for Use and Disclosure of Protected Health Information

At times it can be convenient to allow another person, such as a spouse, access to your protected health information (x-ray
reports, medical records, bills and payment records with our office, etc.). Without a signed authorization in place, we are unable
to discuss anything about your health care, health needs, treatment, or account balances with any person, even your spouse who
could also be a patient. To enable someone (or multiple people to speak with us about your protected health information, you
may sign below.

By signing, | hereby authorize Eriksen Chiropractic Centers to use or disclose protected any and all protected health information
it has (medical records, account records, X-ray reports, etc.) to only the following people:

Name: Relationship:

The authorization will expire on: [| Indefinitely (until notified in writing) or [ Specific date of expiration:

You may revoke this authorization, at any time, in writing, by sending a request by mail to Eriksen Chiropractic Centers,
415 Cardinal Drive, Elizabethtown, KY 42701, except to the extent that your physician or the physician's practice has
taken an action in reliance on the use or disclosure indicated in the authorization.

The protected health information disclosed pursuant to this authorization may be redisclosed by the recipient and may no
longer be protected by the federal privacy regulations.

Printed Name: Signature Date

If signed by anyone other than the patient, please write a description of the signer’s authority to act for the patient:

Communication Preferences:

Please select one from each category that apply:

Work Phone: Written Communication:
11t is okay to mail detailed information to my home address

11t is okay to leave a detailed message . .
y g (1 Please only mail statements and bills to my home address

[ Please just leave a call back number
[J Please do not call me at work if possible

Home phone:
Cell Phone: [11t is okay to leave a detailed message
[ 1t is okay to leave a detailed message [1Please just leave a call back number
"1 Please only send appointment reminders (1 Please do not call me at home if possible
11 do not have a cell phone. 11 do not have a landline at home

Email:

O It is okay to leave a detailed message

[ Please only send appointment reminders
[J I do not use email

Appointment Reminders: Our computer systems will send out automated text messages
and emails, reminding you of your upcoming appointments!
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Consent to treatment:

I hereby give consent for treatment for myself, or the named minor child, by the doctors and staff of Eriksen
Chiropractic Centers

Printed Name: Signature Date Relationship to patient

Financial Responsibility Statement

Thank you for choosing us as your health care provider. We are committed to your treatment being successful. The
following is a statement of our Financial Policy, which will inform you about the financial aspect of treatment at our
offices.

Insurance

We may accept assignment of insurance benefits. However, we do require your deductible and copayments be paid at
the time of service. Your insurance policy is a contract between you and your insurance company. We are not a party
to that contract. Please be advised that insurance companies often provide us with incorrect information regarding our
patient’s benefits. We do our best to discover what benefits your insurance provides and to then advise you of the
amount we expect you will owe out-of-pocket in the form of co-pays, co-insurance, and/or deductibles. However, all
services rendered are ultimately the financial responsibility of the patient to pay regardless of what the insurance
company has indicated they will cover and regardless of what Eriksen Chiropractic Centers and its employees have
indicated they believe insurance company will cover. We encourage you to verify your own benefits with your
insurance company prior to incurring charges at our offices.

This office will work with your insurance company and/or attorneys in order to facilitate payment of your bills.
However, you are still responsible for any and all unpaid portions after settlement. If you, the patient, discontinue care
for any reason prior to being released by your doctor, your bill will be due in full at that time.

I authorize any and all insurance benefits to be paid directly to the Eriksen Chiropractic Centers. | understand that |
am fully responsible for any unpaid account balances including, but not limited to, co-payments, co-insurance, and
deductibles. Accounts not paid in full within 30 days may be subject to a finance charge of up to 12% annually. In
addition, should my account become delinquent and referred to a collection agency, | understand that I will be
responsible for the account balance plus all costs incurred in collecting the balance.

I have read the Financial Policy. I understand and agree to this Financial Policy.

Printed Name: Signature Date Relationship to patient

HIPAA Notice of Privacy Practices

[J I would like a printed copy of your HIPAA Notice of Privacy Practices Copy given by:
11 do not want a printed copy at this time. | understand I can view it on your website on in the office whenever | wish or request
a printed copy at a future date.




