HIGHLAND CHIROPRACTIC
AUTHORZATION AND CONSENT FOR MEDICAL TREATMENT, PAYMENT GUARANTEE, AND
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

GENERAL CONSENT FOR MEDICAL TREATMENT: As a patient of HIGHLAND CHIROPRACTIC,
| understandthattheclinichas anobligationto provide screeningand emergency medicaltreatment
whenappropriate andto provide appropriate care andtreatment of all patients. | hereby authorize the
clinic, andits affiliated physicians and other licensed providers to order and/or provide direct and
indirectservicesin effortsto diagnose andtreat diseases, disorders, injuries or other conditions. |
understandthatthe providers will actin good faith to provide quality care and treatment. However, a
specific cure orresolution cannotbe promised. My patientrightsinclude my participationinmy care
plans andtreatment options. | may revoke this consentfor generaltreatment. Additionalinformed
consentshallbegivenformedical procedures ortreatmentsforwhich | needtospecifically consent.

REASSIGNMENT OF BENEFITS AND PAYMENT GUARANTEE: | authorize the clinic to billmy insurance
company or other designated third-party payer forthe services provided as related to my care. |
acknowledge that the clinic will file claims on my behalf as a courtesy and that |, as guarantor ofthe
account,remainresponsible forpaymentofservices. | acknowledge thatl amalsoresponsible for
deductibles, co-insurance amounts, co-paymentamounts, and non-covered services. |/we agree to pay
the established rates of the clinic for all services rendered for the patient named below. | also
acknowledge that | am aware that the clinic may have policies for financial counseling and assistance.

RELEASE OF MEDICAL INFORMATION FORTPO AND EMERGENCY CARE: | do hereby authorize the
clinictorelease medical or otherinformation to any insurance company or third-party forwhich
reassignmentofmybenefitshasbeenmadeforamedicalservice. lunderstandthatmyinformation
may be released by law for any business activity related to the treatment, paymentand operation
(TPO) related to my care. | also authorize the healthcare providers of the clinic to release medical and
otherinformation to otherhealthcare providers or facilities as needed foremergency treatment or
continuity of care. Unless otherwise restricted bythe me, as patientorguardian, healthinformation
may also be released to immediate family members who are actively engaged in the management of
my care. Inall other cases, | understand that | will be required to authorize the release of protected
health information (PHI) for any other reason.

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT OF RECEIPT: By signing this form, |
acknowledgereceiptofthe notice of privacy practices of the clinic. Ournotice of privacy provides
information about how we may use and disclose your protected health information. We are required
by federallawto obtain youracknowledgementthatyouhavereceivedthis Notice. If youhave any
questions aboutournotice of privacy practices, please contactus atthe abovetelephone number.

THE UNDERSIGNED CERTIFIES HE/SHE HAS READ AND UNDERSTANDS THE ABOVE INFORMATION AND
AUTHORZATION.ITALSO CERTIFIES YOUHAVERECEIVED OURNOTICE OF PRIVACYPRACTICES AND PATIENT
RIGHTS. THIS AUTHORIZATION/ACKNOWLEDGEMENT REMAINS IN FORCE UNTIL SUCH DATE THATIT IS
REVOKED ORREPLACED.

PatientName: Date of Birth
Signature: Date:
Parent/Guardian Signature: Date:

Relationship of Signer to the Patient: [J Parent/Guardian [ Spouse [IGrandparent [1OtherRelative



