Authorization for Case Review

Here at Howell Chiropractic we take a holistic approach to each patient’s health care.  It is our desire that each patient receive optimum health care evaluation.  This means that it may be necessary to have another specialist, through consultation with the doctor, review your case for their opinion.  This may be in the form of previous existing records from other health care providers or current findings in our office.  Your signature acts as a release to obtain those records.  In this way, we can deliver high quality care to you, our patient.

By signing below I agree to let the doctor consult with other physicians or specialists for review of my health condition.

Name: ___________________________________   Date: ________________________

Patient/Guardian 

Signature: ________________________________   Witness: ______________________

THE PURPOSE OF OUR CHIROPRACTIC CENTER IS TO SUPPORT EACH INDIVIDUAL IN ACHIEVING THEIR OPTIMUM HEALTH AND TO EDUCATE THEM SO THAT THEY MAY UNDERSTAND HEALTH AND CHIROPRACTIC AND IN TURN EDUCATE OTHERS.
I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  Furthermore, I understand that the Doctor’s Office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to the Doctor’s Office will be credited to my account on receipt.  I, the undersigned, certify that in the event I (or my dependent) have insurance coverage I assign directly to Dr. Howell all insurance benefits.  However, I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for payment.  I also understand that if I suspend or terminate my care and treatment any fees for professional services rendered me will be immediately due and payable.

I hereby authorize the Doctor to treat my condition as deemed appropriate.  It is understood and agreed the amount paid the Doctor, for X-rays, is for examination only and X-ray negatives will remain the property of this office, being on file where they may be seen at any time while a patient of this office.  The Doctor will not be held responsible for any pre-existing medically diagnosed conditions, not for any medical diagnosis.  The patient also agrees that he/she is responsible for all bills incurred at this office.  In condition of the services to be rendered to this patient, I agree to pay this account for this occasion of services at Howell Chiropractic in accordance with its regular rates and charges for service and goods at the time rendered.  Delinquent account shall bear interest at the maximum legal rate.  Should the account become delinquent and be referred to a collection agency or attorney, I shall pay all reasonable collection expenses, court cost and a reasonable attorney fee.
Name: ____________________________________    Date: _______________________

Patient/Guardian

Signature: __________________________________  Witness: ____________________

