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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: _____/_____/_____ 

PFSOHistory









Release of Information Authorization Form       Case No:   ________________________

          

I hereby authorize Tuck Chiropractic Clinics and its affiliates, employees and agents collectively to release information.
        

Information to Be Used or Disclosed • The information covered by this authorization includes:

 Healthcare and Financial records

 Healthcare records include examination findings, diagnoses, treatments, lab/imaging results and health information gathered from

other sources on my behalf.

Healthcare records

Financial records

Purposes of Disclosure • Information listed above will be disclosed for the following purposes:

 All of the following

To assist in coordination of healthcare (ordering of lab/imaging studies, obtaining second opinions, transferring care, honor         

records requests from other healthcare providers per the patient’s request)

To assist in obtaining payment for healthcare provided by Tuck Chiropractic Clinics

Persons to Whom Information May Be Disclosed • Information described above may be disclosed to:

 All of the following  Guardian/Parent  Other Healthcare Providers as described above

 Personal Attorney  Secondary/Insurance Carrier

 Primary Insurance Carrier  Spouse

 Release to: _______________________________

Right to Terminate or Revoke Authorization
I understand that I have a right to revoke this authorization by providing written notice to Tuck Chiropractic Clinics. However, this authorization may not be revoked if

Tuck Chiropractic Clinics, it’s employees or agents have taken action on this authorization prior to receiving my written notice. I also understand that I have a right to

have a copy of this authorization.

Potential for Redisclosure
Information that is disclosed under this authorization may be disclosed again by the person or organization to which it is sent.  It may not be possible to ensure your

right to the protection of the privacy of this information once Tuck Chiropractic Clinics discloses it to another party.

Rights of the Individual
You may inspect or copy information used or disclosed under this authorization.  You may refuse to sign this authorization.  I understand that my treatment,

payment, enrollment or eligibility for benefits will not be conditional on whether I sign the authorization.

I prefer these records be released:

 Any of the following Directly to me Sent by mail Note: _________________

Sent by fax Sent by e-mail By phone

_______________________________________  ______________________________________  _____/_____/_____

Name of  Patient                          Signature of Patient                           Date 

_______________________________________  ______________________________________  _____/_____/_____

Name of Witness   Signature of Witness   Date 

If applicable, Legal Representatives sign below • By signing this form, I represent that I am the legal representative of the Member identified

above and will provide written proof (e.g., Power of Attorney, living will, guardianship papers, etc.) that I am legally authorized to act on the

Member’s behalf with respect to this authorization form.

_______________________________________  ______________________________________  _____/_____/_____

Name of Legal Representative  Signature of Legal Representative  Date 

_______________________________________  ______________________________________    _____/_____/_____

Name of Witness   Signature of Witness   Date

Expiration Date of Authorization
This authorization is effective one year from the date signed unless revoked or terminated earlier by the patient or the patient’s

personal representative.
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