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TO:

ASSIGNMENT OF BENEFITS
(LTNDER CALTFORNTA STATE TNSURANCE CODE #10133)*

(Insurance Co.)

Telephone Number:
Date

*This offrce holds an assignment/lien on
this case for services rendered. Any set-
tlement of this claim without honoring
this assignmenUlien will cause you to be
responsible to this office for payment.

You are instructed to pay directly to the below named doctor at hislher oflice for all professional ser-
vices rendered tCI me by his/her ofticc.

This instruction to you is an assignment of my rights under medical coverage to the extent of this bill.

Any sum of money paid under this assignment shall be credited to my account and I shall be person-
ally liable for any unpaid balance to the doctor. Also, I am personally liable for any unpaid accounts
for hospital, diagnostic and consultant services.

Pay to Iloctor:

Patient's Name:

Martin Geoffrreys, DC
24863 Del Prado '

Dana Poinl CA92629

Signature:

Address:

Witness: Policy Number:

ACKNOWLEDGMENT OF INSURANCE COMPANY

This insurance company hereby acknowledges receipt of the above instruction and agrees to mail pay-
ment of medical coverage benefits of the policy direct$ to the oflice of and to the order of the doctor
only.

Ilate: Authorized Signature:

Nots If this acknowledgment is not signed and returned to the ofrice of the doctor witbin seven (7) days, and if
the patient continues under treatment after seven (7) days, it will be assumed and relied upon that the company has

agreed to and acknowledges medical coverage and payment dircctly to the doctor.

Keep this copy attached tc patient's chart. Do not send out bill or medical report until insurance com-
pany sends back signed copy. Call company in s€Yen (7) days if no respohse.



MISSED APPOINTMENT POLICY

We want to thank you for choosing us as your chiropractic health provider. In
order to provide you and our other patients with the best optimal spinal care, we
requesi that you follow our guidelines regarding broken and/or canceled
appointments. Please remernber that we have reserved appointment times
especially for you. Therefore, we request at least 24 hour notice in order to
reschedule your appointment, This will enable us to offeryour cenceled time to
other patients that desire to get their treatment completed. When you cancel your
appointment at the last minute, everyone loses--you, the doctor and other patients
that would like to have utilized your appointment time.

Since our ollice does not charqe for cenceled appointments, please realize how
important it is to kcep your reserved time. However, we do chare, e a $15.00 feo
should you not call us to cnncel. Any *np Sglgg" will be charged the additional fee.

Tharrk you for your consideration of our policies and for the opportunity to be your
chiropractic oflice of choice.

Signature

Date
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