Craig P. Gindele, D.C.
Assignment and Release
I, the undersigned, certify that I (or my dependent) have insurance coverage with
__________________________, _____________________________, and 

________________________________ and assign directly to Craig P. Gindele, D.C.

all insurance benefits and all insurance benefits, if any, otherwise payable to me for services rendered in this office. I further authorize payment to be made directly to Craig P. Gindele, DC for all services rendered in this office. I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to release all information necessary to secure payment of benefits and process this claim. I authorize the use of this signature on all insurance submissions.

____________________________________________________________________________________        

Patient or legal guardian Signature


         

Date

It is understood and agreed that the amount paid to the Doctor is for examination only and the x-ray negatives (where applicable) will remain the property of the office, being on file where they may be seen by appointment wile a patient in this office. X-ray copies and copies of patient treatment records are available upon written request (copy fees are posted), at lease 7 working days advance notice is required for written/document copies and X-ray copies.
I understand and agree that health and accident insurance policies are an arrangement between the insurance carrier and myself. The doctor’s office will prepare any necessary reports and forms to process claims and any amount authorized will be paid directly to the Doctor’s office and will be credited to my account. If I suspend or terminate my care, any fees for professional services rendered me will be immediately due and payable. I hereby authorize the Doctor to treat my condition, as he deems appropriate through the use of manipulation throughout my spine. The Doctor will not be held responsible for any pre-existing medical condition, nor for any medical diagnosis.

____________________________________________________________________________________        

Patient or legal guardian Signature


         

Date

HIPPA ACKNOWLEDGMENT FORM:

I have received the Notice of Privacy Practices and I have been provided an opportunity to review it.

____________________________________________________________________________________        

Patient or legal guardian Signature


         

Date
