Authorization and Releases
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
I, the undersigned, herby authorize Dr. Keith Yocum and whomever he may designate as his assistant(s) to perform diagnostic tests, including but not limited to radiographs, and to administer treatment as is necessary.
I, also, certify that no guarantee or assurance has been made to the results that may be obtained.
I understand and agree that health and accident insurance policies are an arrangement between and insurance carrier and myself. Furthermore, I understand that this office will prepare any necessary reports and forms to assist me in making collections from the insurance company and that my amount authorized to be paid directly to this office will be credited to my account upon receipt. I permit this office to endorse remittance for the conveyance of credits to my account.

HOWEVER, I CLEARLY UNDERSTAND AND AGREE THAT ALL SERVICES RENDERED TO ME ARE CHARGED DIRECTLY TO ME AND THAT I AM PERSONALLY RESPONSIBLE FOR PAYMENT.
	

[bookmark: _GoBack]Patient’s Signature: __________________________________ Date: ______/_______/______ Witness: ______________________

Authorization to Release Medical Information
I authorize Dr. Keith Yocum to release any medical information pertinent to my treatment plan to ______________ or an authorized representative for review. This authorization for release of information shall remain valid for the term of my coverage under my current policy. I certify that all this authorization form.
	

Patient’s Signature: __________________________________ Date: ______/_______/______ Witness: ______________________

Request for Payment of Benefits to Provider of Care

I hereby authorize the ________________________________ Insurance Company/Insurance Administrator to pay by check, and for it to be mailed directly to:
Elizabethtown Family Chiropractic

Patient’s Signature: __________________________________ Date: _____/_____/_____ Witness: __________________________


