






AUTHOREAilON, ASSIGNMENT & RELEASE FORM

AUTHORIZATION AND ASSIGNMENT

In consideration of your undertaking to care for me, I agree to the folloring:

1. You are authorized to release any information you deem appropriate conceming my physical condition to any insurance
company, attomey or adjuster in order to process any claim for reimbursement of charges Incurred.

2, I authorize the direct payment to you of any sum I now or hereafter ow€ you, by my attomey, out of the proceeds of any
settlement of my case, and/or by any insurance company obligated to make payment to me or you based in whole or in part
upon the charges made for your services.

3, In the event any insurance company obligated by contractual agreement to make payment to me or to you for the charges
made foryour services refuses to make such payment upon demand by you, I hereby assign and transferto you the cause
of action that exists in my favor against any such company (the name(s) of which is believed to be correctly set forth under
pertinent data) and authorize you to prosecute said action in my name as you see fit and further authorize you to
compromise, settle or otherurise resolve said claim as you see fit. Howev€r, it ls understood that until a reasonable effort
has been made to collect the sums due from the insurance company or companies @ntractually obligated, you will refrain
lrom collecting the amounts owed, directly from me. I understand that whatever amounts you do not collect from
insurance companies proceeds, whether it be all or part of what is due, I personally owe and agree to pay to you.

4. ln addition to the above, I hereby waive the statute of limitations on collection and/or recovery in this State 
"t 

TX,

5. I further agree that this Authorization and Assignment is irrevocable and ongoing until all monies owed are paid in full.

6. This Authorization for Assignment will be in continual effect until revoked by both parties.

RECORDS RELEASE

I hereby authorize you to release to any information
including the diagnosis and records of treatment or examination rendered to me for all care dudng the period from

to -.

Date PatienUlnsured Signalure

Date Straff Signature

RELEASE FROM CARE

hereby understand that Dr. is releasing me from care, for my
accident dated and that I have reached D a pre-accident status or O maximum medical improvement. I
further understand that all expenses incurred lrom this accident are my responsibility or the insuranc€ company's and that all
expenses incurred after the date below will be my personal responsibility. I will make financial arrangements lor payment

directly.

Patient Signature

o

To

Date Staff Signature



MISSION CHIROPRACTIC & INJURY CLINIC, P.A.
Consent for Purposes of Treatment, Payment and Ilealthcare Operations

I , [Name of Individual] consent to MISSION
CHIROPRACTIC & INJURY CLINIC, P.A.'s ("the Practice's") use and disclosure of my
Protected Health Information for the purpose of providing treatment to me, for purposes
relating to the payment of services rendered to me, and for the Practice's general
healthcare operations purposes. Healthcare operations purposes shall include, but not be
limited to, quality assessment activities, credentialing, business management and other
general operation activities. I understand that the Practice's diagnosis or treatment of me
may be conditioned upon my consent as evidenced by my signature on this document.

For purposes of this Consent, "Protected Health Information" means any information,
including my demographic information, created or received by the Practice, that relates to
my past, present, or future physical or mental health or condition; the provision of health
care to me; or the past, present, or future payment for the provision of health care services
to me; and that either identifies me or from which there is a reasonable basis to believe the
information can be used to identify me.

I understand I have the right to request a restriction on the use and disclosure of my
Protected Health Information for the purposes of treatment, payment or healthcare
operations of the Practice, but the Practice is not required to agree to these restrictions.
However, if the Practice agrees to a restriction that I request, the restriction is binding on
the Practice.

I understand I have a right to review the Practice's Notice of Privacy Practices prior to
signing this document. The Notice of Privacy Practices describes my rights and the
Practice's duties regarding the types of uses and disclosures of my Protected Health
Information.

I have the right to revoke this consent, in writing, at any time, except to the extent that
Physician or the Practice has acted in reliance on this consent.

F

Description of Personal Representative' s Authority
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ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

I, , fpatient's name] acknowledge that I havereceived'
reviewed,@othetheNoticeofPrivacyPracticesofMSSIoN
CHIROPRACTIC & INJURY CLINIC, P.A., which describes the Practice's policies and

procedures regarding the use and disclosure of any of my Protected Health Information

created, received or maintained by the Practice.
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FOR OFFICE USE ONLY IF NOTICE NOT PROVIDED TO PATIENT

The practice has made a good-faith effort to obtain an acknowledgement of

@ I'xn rul J#:l$' : f T'il?i:',[:H::il3i:'ffih Ji .'
receipt for the following reasons (check all that apply):

! Patient Unavailable
I Patient PhYsicallY Unable

n Patient Unwilling

In an eflort to obtain the patients acknowledgement, the Practice has attempted to

provide patient with a Notice of Frivacy Practices in the following manner (check all that

applyl r

n
n

Personallv nMail DPhone Follow UP

Other:

Signature

Print Name of Physician

MISSION CHIROPRACTIC & INJURY

Date



,lqiuries,orcomp|aintssinceyour|asttrcetment:YES/NO

If yes please explain:
2. Where do you have Pain?
3.What makes the Paln worse?

4.What makes the Pain better?
5. What time of daY is the Pain worse?
6. What time of dny is the pain better?

A.M, tUiaaal, P.M. (circle) ihrt rnu rlcr. Yor laYa rYnptomr,
A.M, Midday, P.M. (circle)

Analog Pain Scale'Ratc how youfecl BEFORE your teotmcnt tday'

(C l r c l e thenumb€r tha lbes tdcsc r l bca )0  1  2  3  4 , . 5 .  6  7 -$  9 - " ' - [ 9 - - - -

No l-ow Moderate lntense ExcntclaunS

Paln Pain Pain Pain Pnin

PATIENTSIGNATURE: ---

iron oFFIcE usp oNLY*

lF/RussianC T L E

C T L E

C T L E

Ultrasound

blood llow - rcducc rP$ms
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t lvb
thcnr

-reilevc prlu - rcducc edema -
reduce nerve root lrdbtioo

lncreeoe blood ltow rcllev€ sptsms

Manual/
MechanicalTractlon , , ::

to: - uliiliiiffit - strcrches ltbrodc tlssue and rdbeelons

_*rl.r. ,LrrJlicreTse iotnt moblllty _restore claedclty and rtslliency

- r€8lorc normet sptne currve - stneDgthen myollgnrentous rttrchm€nts

CTLE lce /Heat  : :  ,  :  :  : r :
@ -lncrcrccblood 1ow -reducc sprsms

rclleve mugcle Ogii".* _rrtrx Tesue _ controls hemorrhages -elrstlc tlssuc

: il;;;;;*r"itio Ffrihrdc clrculrtion - decrcase metabollc rate

C T L E Therapeutlc exerciscs (One^on One) or (Group) '
to: - develop strcngtb ond endurence - lncrease moblllzatlon

S. See "S" above.

O. See t'O' above

P. See *Pt' above

A.

Range of Motion
ggl-itg! Thoracolumbar
Pre

Flexion-
Extension-
LLF -
RLF.-
LR--
RR --
Post
Flexion-
Extension-
LLF --
RLF..-
L R -

Examiner:
RR
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