Authorization and Releases For Minor
Elizabethtown Family Chiropractic
1077 Dairy Lane, Elizabethtown PA 17022
Dr. Keith Yocum
Phone: 717-367-5777            Fax: 717-367-0556


Name _________________________________________________ Case# ______________________________________
Consent for Treatment of Minor
I hereby authorize Dr. Keith Yocum and whomever he may designate as his assistant(s), to perform diagnostic test, including but not limited to radiographs, and to administer treatment as he deems necessary to my
(indicate relationship to child) _______________________ (child’s name) ____________________________________

Guardian’s Signature ____________________________ Date ____/____/____ Witness _______________________

X-Ray/Medical Records Release
I hereby authorize Dr. Keith Yocum and whomever he may designate as his assistant(s), to perform diagnostic test, including but not limited to radiographs, and to administer treatment as he deems necessary to my
(indicate relationship to child) __________________________ (child’s name) ________________________________


Authorization to Release Medical Information
[bookmark: _GoBack]I have requested the release of records of (patient’s name) ___________________________________________ which are a part of the records at (facility) _____________________________________ I hereby request and authorize you, employees and agents to furnish to the person(s) listed below or anyone designated in writing by them, all copies of records and reports, including copies of x-rays and photo static copies, abstracts or excerpts of all records and any other information they may request relating to any examination, treatment or opinion concerning any condition that I may have had in the past now have, or may have in the future.
Please Forward this to: (name) __________________________________________________
(address) __________________________________________________________________________________________________
	
Patient’s Signature ____________________________________ Date ______/_______/______ Witness______________________

Authorization to Release Medical Information
I, the undersigned patient am directing my attorney, __________________________________, to pay any outstanding bills out of my settlement and, in effect, protecting any such balance. I hereby make and declare the instructions herein contained to be irrevocable. I fully understand that I am directly responsible for all medical bills and this agreement is made solely for the doctor’s additional protection and consideration of his awaiting payment. I further understand that such payment is not contingent on any settlement, judgment or verdict by which I may eventually recover said fee. I have been advised that if my attorney does not wish to cooperate in protecting the doctor’s interest, the doctor will not await payment but, will require me to make payment on a current status.
	
Patient’s Signature ____________________________________ Date ______/_______/______ Witness______________________
