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• I hereby instruct and direct my insurance company to pay by check made out and mailed to Tuck Chiropractic Clinic.

• I authorize the release of information by any media pertinent to my case to any insurance company, adjuster, or attorney involved in this 
 case, and verification of employment.

• I also authorize the doctor to initiate a complaint to the Insurance Commissioner for any reason on my behalf.

• I understand that I am financially responsible to Tuck Chiropractic Clinic for all charges incurred and not covered by the insurance, 
 workers compensation and any collection, thirty-three and one third per cent (33 1/3%) attorney fees, interest and/or cost accrued in 
  trying to collect this account.

• I understand any balances over 90 days are subject to accrued interest of 1.5 percent per month.

• I have read all information on this sheet and have completed the above answers. I certify that this information is true and correct to the 
 best of my knowledge. I will notify you of any changes in my status or the above information.

Cell. Carrier: ____________

new patient info form

Signature: ____________________________________________    Date: ______________

Signature: ____________________________________________    Date: ______________

Parent (if minor):____________________________________________     Date: ______________

HIPAA Compliance Acknowledgement of Receipt

We respect our legal obligation to keep health information that identifies you private.  We are obligated by law to give you notices of our privacy practice.  
We protect your health information and what rights you have regarding it, if we need to disclose your health information outside of our office for these 
reasons we will ask for your written permission.  If you would like a copy of this policy please feel free to ask for one.

I acknowledge that I have reviewed this policy and that I was offered a copy of the “Notice of Privacy Practices”.



Legal Name:  ________________________________________    Date: _____/_____/_____ 
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