CONSENT TO TREAT

| hereby request and consent to the perfermance of chiropractic adjustments and cther chiropractic procedures
including various modes of physical therapy, and if necessary, diagnostic imaging on me (or the patient named
below, for whom | am legally responsible): by the chiropractic physician and/or anyone
weorking in this office authorized by the chiropractic physician. | further understand that such chiropractic services
may be performed by ProActive Chiropractic & Wellness and/or any other licensed Doctor of Chiropractic who may
treat me now or in the future at this office. | have had an opportunity to discuss Dr. Jason Allen and/or with other
office or clinic personnel the nature and purpose of chiropractic adjustments and other procedures. | understand that
results are not guaranteed. | understand and am informed that, as in the practice of medicine and all healthcare, the
practice of chiropractic carries some risks to treatment; including, but not limited to: fractures, disc injuries, stokes
(CVA), dislocations and sprains. | do not expect the physician to be able to anticipate and explain all risks and
complications. Further, | wish to rely on the physician to exercise judgment during the course of the procedure which
the physician feels are in my best interests at the time, based upon the facts then known. | have read, or have had
read to me, the above consent. | have also had an opportunity to ask questions about its contents, and by signing
below, I agree to the treatment recommended by my physician. | intend this consent form to cover the entire course
of treatment for my present condition(s) and for any condition(s) for which | seek treatment at this facility.

To be completed by the patient or patient's representative, if necessary (Ex: patient is a minor or is physically or
mentally incapacitated:

Print Patient's Name:

Signature of Patient/Representative:

Date: / /

NO SHOW POLICY

There is a 24-hour cancellation/no show policy. You will be charged $20 if a canceliation occurs within 24 hours of
the scheduled appointment or if you do not show up at all. There will be a $40 cancellation fee for a second
occurrence and a $60 cancellation fee and removal as a patient if it happens a third time. By signing below, |
acknowledge that [ will be charged per this policy for failure to comply.

Signature of Patient/Representative:

FOR INSURANCE PATIENTS ONLY

| understand that | am financiaily responsible for all charges for service to me, including the balance remaining after
payment of possible insurance benefits. If deductible has not yet been reached on current insurance policy, 1, the
patient, will be responsible for the allowable amount for services rendered at the time of the appointment. Any
remaining balance on your account will be bitled to you once the account is processed through the billing company. |
authorize the release of any medical information to my insurance company needed to process claims.

Signature of Patient: Date: } /




How dia W Weav abput R Betive?
AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Developed for Texas Health & Safely Code § 181.154{d)
effective June 2013

sections that apply to your decisions relating to the disclosure
of protected health information, Covered entities as that term is
defined by HIPAA and Texas Health & Safety Code § 181.001 must
obtain a signed authorization from the individual or the individual's
legally authorized representative to electronically disclose that indi-
vidual's protected health information. Authorization is not required for
disclosures related to treatment, payment, health care operations,
performing certain insurance funciions, or as may be otherwise au-
thorized by taw. Covered entities may use this form or any other
form that complies with HIPAA, the Texas Medical Privacy Act, and
other applicable laws. Individuals cannot be denied treatment based
on a failure to sign this authorization form, and a refusal to sign this
farm will not affect the payment, enrollment, or eligibility for benefits.

Yocia] Security Numbev: - e

NAME OF PATIENT OR INDIVIDUAL

Last First Middie
OTHER MAME(S) USED

DATE OF BIRTH Month Day Year,
ADDRESS

CiTY STATE Zip
PHONE ( )

ALT. PHONE (____)
EMAIL ADDRESS (Qptional): '

THORIZE THE FOLLOWING TO DISCLOSE THE INDIVIDUAL'S PROTECTED HEALTH

REASON FOR DISCLOSURE
(Choose only ane option bel

on Name O Treatment/Contineifig Medical Care

e = e O Personal

ity tate plode O Billisg7or Claims
Phone ( ) Fax ( ) Cl.~fhsurahce
WHO CAN RECEIVE AND USE THE H INFORMATION? ~B Legal Purposes
Person/Organization Name / L Disability Determination
Address - i O School
City State . Zip e __ O Employment
Phone { ) _Fax ( ) 0 Other

O Past/Present Medi
O Operation Reports
O Diagnostic Test Reports
0O Radiology Reports & Imzges

O Lab Results

O Consultation Reports

O EKG/Cardiology Reports
O Other

O All heaith information O History/®
O Physician's Orders 0O Pati
O Progress Nates ischarge Summary
O Pathology Reports Billing Infarmation

Your initials are re

Me| ealth Records (excluding psychotherapy notes)
fug, Alcohol, or Substance Abuse Records

ifed to release the following information:

Genetic Information (including Genetic Test Results)
HIV/AIDS Test Results/Treatment

-

EFFECTIVE TIME PERIOD. This authorization is valid untii the earlier of the occurrence of the death of the individual; the Individual reach-
ing the age of majority; or permission is withdrawn; or the following specific date {optional): Month Day _ Year

RIGHT TO REVOKE: | uncerstand that | can wilhdraw my permission at any time by giving written notice stating my intent to revoke this au-
thorization to the person or organization named under "WHO CAN RECEIVE AND USE THE HEALTH INFORMATION.” | understand that
prior actions taken in reliance on this authorization by entities that had permission to access my health information will not be affected.

SIGNATURE AUTHORIZATION: | have read this form and agree to the uses and disclosures of the information as described. | un-
derstand thal refusing to sign this form does not stop disclosure of health infermation that has occurred prior to revocation or that
is otherwise permitted by law without my specific authorization or permission, including disclosures to covered entties as provid-
ed by Texas Health & Eafety Code § 181.154(c) and/or 45 C.F.R. § 164.502(a)(1). | understand that information disclosed pursu-
ant to this authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal or slate privacy laws.

SIGNATURE X

Signature of Individual or Individual’s Legally Authorlzed Representative DATE

Printed Name of Legally Authorized Representative (if applicable):
If representative, specify relationship to the individual: O Parent of minor

O Guardian [ Qther

A minor individual's signature is required for the release of cerlain types of information, including for example, the releasa of information related to cer-
tain fypes of reproductive cara, sexually transmitted diseases, and drug, alcohol or substance abuse, and mental health treatmant (See, e.g., Tex. Fam,
Code § 32.003).

SIGNATURE X

Signature of Minor Individual DATE
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