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AUTHORIZATION FOR CARE OF MINOR

I HEREBY AUTHORIZE THIS OFFICE AND ITS DOCTOR(S) TO ADMINISTER CARE AS THEY SO DEEM NECESSARY TO MY
SONDAUGHTER/WARD (UPON APPROVAL OF PARENT OR GUARDIAN].

SIGNED: : WITNESSED: DATE

{ REALIZE THAT | AM RESPONSIBLE FOR ALL FEES CHARGED BY THIS OFFHCE AND 1| AGREE TO PAY FOR ALL SERVICES PROVIDED. '
X-RAYS REMAIN THE PROPERTY OF THIS OFFICE.

SIGNED: DATE
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Bayside Chiropractic PLEASE PRINT
Dr. Leslle M Bryan
11280 # A Hwy 31 Name

Spanish Fort, AL 35527
File#

Telephone Communication Preferences

Location Number Can we call you here? Can we leave a message?
Home O Yes 0 No O Yes O No
Work U Yes U No O Yes UNo
Cell UYes CNo O Yes 0 No
Other O Yes ONo O Yes 0 No

Mail Communication Preferences - PERSONAL OFFICE USE ONLY!

May we send mail to your home address? {For example, Birthday Cards, Promotional Cards, Newsletters, etc)
If no, please provide an Alternate mailing address below. 0 Yes ONo

Other than you, your insurance company, and health care providers involved in your care, whom can we
talk about your health care information? {Check all that apply)

Name Telephone
(1 Spouse
0 Caretaker
{1 Child
g Parent
{1 Other

Do you have any health information that you would like to be kept confidenrial from any person or parsons?
If s0,please specifically describe the information and person or persons below:

| acknowledge that | have been given the opportunity to request restrictions on use and/or disclosure of
my protected health information.

| acknowledge that | have been given the oppaortunity to request alternative means of communication of
my protected health information.

Patient or personal Representative Signature Date

Printed Name Relationship to Patient Relationship to Patient



INFORMED CONSENT TO CHIROPRACTIC ADJUSTMENTS AND CARE

[ hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures.
Including various modes of physical therapy and diagnostic x-rays, on me (or on the patient named below for whom I am
legally responsible) by the doctor of chiropractic who now or in the future treat me while employed by, working, or
associated with, serving as back-up for the doctor of chiropractic named below, including those working at the ciinic or
office listed below or any other office or clinic.

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with office or clinical
personnel the nature and purpose of chiropractic adjustments and other procedures. | understand that results are not
guaranteed.

| understand an am informed that, as in the practice of medicine, in the practice of chiropractic there are some
risks to treatment, including, but limited to: fracture, disk injuries, strokes, dislocations and sprains. | do not expect the
doctor to be able to anticipate and explain all risks and complications. | wish to rely on the doctor to exercise judgment
during the course of the procedure which the doctor feels at the time, based upon the facts then known, is in my best
interests.

| have read, or have had read to me, the above consent. | have also had an opportunity to ask questions about
its content, and by signing below | agree to the above-named procedures. |intend this consent form to cover the entire
course of treatment for my present condition(s) and for any future condition(s) for which | seek treatment.

To be completed by patient: To be completed by patient’s representative. If necessary, e.g., if patient is a
minor or is physically or mentally incapacitated:

Print Patient’s Name Print Name of Patient

Patient’s Signature Print Name of Patient’s Representative

Date Signed Signature of Patient’s Representative
As

Relationship or Authority of Patient’s Representative

Date Signed
To be completed by Dactor or staff;
Name and address of clinic/office: Print name(s) of doctor(s) treating this patient:
Bayside Chiropractic
Dr, Leslie M Bryan Dr. Leslie Bryan
11280 #A Hwy 31 Dr. Crystal Wachtel
Spanish Fort, AL 36527

Witness to Patient’s Signature Date



ASSIGNMENT OF BENEFITS &
HIPPA RELEASE FORM

Please check any and all insurance coverage that may be applicable in this case:
»Major Medical “Worker’s Compensation =Medicaid *Medicare *Auto Accident

=Medical Savings Account & Flex Plans *Other

Name of Primary Insurance Company:

Name of Secondary Insurance Company:

AUTHORIZATION AND RELEASE: | authorize payment of insurance benefits directly to the
chiropractor or chiropractic office. | authorize the doctor to release all information necessary to
communicate with personal physicians and other healthcare providers and payors and to secure the
payment of benefits. | understand that | am responsible for all costs of chiropractic are, regardless of
insurance coverage. | also understand that if | suspend or terminate my schedule of care as
determined by my treating doctor, any fees for professional services will be immediately due and
payable.

The patient understands and agrees to allow this chiropractic office to use their Patient Health
Information for the purpose of treatment, payment, healthcare operations, and coordination of
care. We want you to know how your Patient Health Information is going to be used in this office
and your rights concerning those records. If you would like to have a more detailed account of our
policies and procedures concerning the privacy of your Patient Health Information, we encourage
you to read the HIPPA NOTICE that is available to you at the front desk before signing this consent.
If there is anyone you do not want to receive you medical records, please inform our office.

Patient Signature: Date:

Guardian Signature Authorizing Care: Date:




