
Lechene Chiropractic, PC

616 Hileman Street
Altoona, PA 16602

814-943-3033

RELEASE OF INFORMATION/FINANCIAL
I authorize and direct that payment be made directly to Lechene Chiropractic for any and all insurance benefits or reimbursement for services rendered. I authorize the release of any information concerning my health and health care services to my insurance company, pre-paid health plan, or Medicare. I understand that there is no guarantee that my insurance companies or pre-health plan will cover or pay for all my charges. Notwithstanding denial, reduction of benefits or failure to pay for any reason, I understand that I am responsible for all remaining charges. All co-payment and deductibles are due at the date of services rendered.

I understand if I opt to be a self-pay patient that I am responsible for all charges. Payment will be due in a timely manner specified by Lechene Chiropractic.

_____________


_______________________________________________

Date




Signature of patient or person acting on patient’s behalf

INFORMED CONSENT

I authorize the procedure of any necessary chiropractic treatments such as chiropractic manipulation/adjustment (CMT), physiotherapy and diagnostic tests, for my condition(s).  I understand and I am informed that, as is with all healthcare treatments, in the practice of chiropractic there are some risks to treatment, including, but not limited to, muscle spasms, aggravating or increase in symptoms, lack in improvement of symptoms, fractures, disc injuries, strokes, dislocations and sprains.  I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, and is in my best interests.   I understand the above information and understand it is my responsibility to inform this office of any changes in my medical status or contact information.  I intend this consent to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek chiropractic treatment.  

_____________


________________________________________________

Date




Printed name of patient and/or person acting on patient’s behalf






________________________________________________






Signature of patient or person acting on patient’s behalf

