
Downs Chiropractic, lnc.
James E. Downs,0.C., D.A.B.C.O.
Boord Certified in Chiroproctic Orthopedlcs

PO Box 696 . 459 Prospect St.

Torrington, CT 06790
TEL (860) 482-s479, FAX (860) 482-767s

I NSURANCE AUTHORIZATION AND ASSIGN M ENT

SIGNATURE ON FILE

lAcKNowtEDGE my current health insurance carriers are as follows:

Group #:

2l

lD #: Group #:

tD #: Group #:

IAUTHORIZE my primary insurance carrier, to make
direct payment to Dr. Downs according to my individuat insurance plan. I understand that I am
responsible for any portion not covered by that plan.

I AUTHORIZE my doctor to act as agent in assisting me to obtain payment as wetl as to release
any necessary information regarding my treatment to the above-named insurance carrier.

I AUTHORIZE the release of any medical or other information necessary to process this claim. I

also request payment of government benefits either to me or to the party who accepts
assignment below.

Authorization is applicable to all services rendered until specifically revoked. Copies of original
may be utilized.

Name
Please prlnt

Signature Date


