




AUTHORIZATION AND ASSIGNMENT 

TO __________________ D.C. 

In consideration of your undertaking to treat me, I agree to the following: 

Authorization To Release Information 

You are authorized to release any information you deem appropriate concerning my physical condition to any insurance 
company, attorney or adjuster in order to process any claim for reimbursement of charges incurred by me as a result of 

professional services rendered by you, and I hereby release you of any consequence thereof. 

Assignment of Cause of Action 

In the event any insurance company is obligated by contractual agreement to make payment to me or to you for the demand 
by you, I hereby assign and transfer to you the cause of action that exists in my favor against any such company (the 

name(s) of which is/are believed to be correctly set forth under pertinent data below) and authorize you to prosecute said 
action either in my name or your name as you see fit and further authorize you to compromise, settle or otherwise resolve 

said claim as you see fit. However, it is understood that until all reasonable efforts have been made to collect the sums due 
from the insurance company (or companies) contractually obligated, you will refrain from attempts and efforts to collect the 
amounts owed directly from me. I understand that whatever amounts you do not collect from insurance proceeds (whether 
it be all or part of what is due), I personally owe you, and agree to pay in a current manner. 

Authorization to Pay Directly to Doctor 
To 

(Name of attorney and/or insurance company) 

In consideration of the chiropractic services rendered and to be rendered by him, I authorize and direct the payment to the 
doctor named above of any sum I now or hereafter owe him by you, my attorney, out of the proceeds of any settlement of 
my case, and/or by any insurance company obligated to reimburse me for the charges for his services or otherwise 
obligated to reimburse me for the charges for his services or otherwise obligated to make payment to me or him based in 

whole or in part upon the charges made for his services. If my current policy prohibits direct payment to the doctor, then I 
hereby also instruct and direct you to make out the check to me and mail it as follows: 

c/o 

Acknowledgement and Understanding 

I hereby acknowledge that I am receiving (or about to receive) health care services at the Back Pain Center Chiropractic 
Offices, and that I have been advised that the doctor(s) providing the services is/are willing to wait for payment for these 
services, provided that there continues to be a reasonable chance that payment will be made either by insurance 
proceeds or out of the settlement of a liability claim. 
I understand that if it is determined either: 

(a) That there is no insurance company obligated to pay for the services, or if the insurance company involved
refuses to acknowledge an assignment to the doctor(s) or make other provisions for the protection of the interest
of the doctor(s); or
(b) If a liability claim exists, and my attorney refuses to agree to protect the interest of the doctor(s), or if I have
not engaged the services of an attorney;

then payment for services rendered by the doctor(s) at the Back Pain Center Chiropractic Offices will be made on a 
current basis and my bill paid in full as soon as my liability claim is settled or the passage of three months from my last 
treatment, whichever occurs first. 
Dated the_______ day of _____________ , 20 ___ _ 

(Patient's Signature) 

(Witness) 





T H E 

BACK PAIN 
C E N T E R 

Co nsent to use PHI 

Acknowledgment for Consent to Use and Disclosure of Protected Health Information 

Use and Disclosure of your Protected Health Information 
Your Protected Health Information will be used by The Back Pain Center, 

or may be disclosed to others for the purposes of treatment, obtaining 
payment, or supporting the day-to-day health care operations of this office. 

Notice of Privacy Practices 
You should review the Notice of Privacy Practices for a more complete description of 
how your Protected Health Information may be used or disclosed. It describes your 
rights as they concern the limited use of health information, including your demographic 
information, collected from you and created or received by this office. I have received a 
copy of the Notice of Patient Privacy Policy. ___ Patient Initials

E-mail and Texting Correspondence Disclosure
We send all appointment reminders and other communication via e-mail and phone
correspondence. We also offer text messaging appointment reminders. I understand that
certain charges may apply according to my phone carrier contract. I understand I can
opt in or out of e-mail or text communication anytime. ___ Patient Initials

Requesting a Restriction on the Use or Disclosure of Your Information 
• You may request a restriction on the use or disclosure of your Protected Health

Information.
• This office may or may not agree to restrict the use or disclosure of your

Protected Health Information.
• If we agree to your request, the restriction will be binding with this office. Use or

disclosure of protected information in violation of an agreed upon restriction will
be a violation of the federal privacy standards.

Notice of Treatment in Open or Common Areas 
Describe and Notify private areas available upon request 

Revocation of Consent 
You may revoke this consent to the use and disclosure of your Protected Health 
Information. You must revoke this consent in writing. Any use or disclosure that has 
already occurred prior to the date on which your revocation of consent is received will 
not be affected. 

By my signature below I give my permission to use and disclose my health information. 

Patient or Legally Authorized Individual Signature Date 

Print Patient's Full Name Time 

Witness Signature Date 

1796 West Causeway Approach
Mandeville, LA 70471

985.626.1671
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