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Signature and Acknowledgment 
 

 
 
 
Patient Name: ____________________________________          DOB: ____/_____/________ 
 
 
Privacy Practices 
 
I have received this practice’s Notice of Privacy Practices written in plain language.  The Notice provides me with the 
uses and disclosures of my protected health information that may be made by this practice, my individual rights, how 
I may exercise these rights, and the practice’s legal duties with respect to my protected health information. 
 
I understand that this practice reserves the right to change the terms of its Notice of Privacy Practices and to make 
changes regarding all protected health information resident at, or controlled by, this practice.  I understand I may 
obtain this practice’s current Notice of Privacy Practice’s upon written request. 
 

Initials ______ 
Terms of Acceptance 
 
By signing, I acknowledge that I have read and understand this agreement and I will not hold Dr Case or his staff 
liable for any and all injuries sustained on the premises whether unintentional, accidental, or “acts of God” or any 
other classification of injury. I understand that with any adjustment or therapy, there is a risk of muscle soreness, 
stiffness, ache, headaches, pain, dizziness, and other symptoms after treatment and that this is common with 
chiropractic. I have been advised of these side effects and would like to continue with treatment. I have read all of the 
terms of acceptance. 
 

Initials ______ 
Financial Policy 
 
I understand that my insurance is an arrangement between myself and my insurance company, NOT between Case 
Family Chiropractic and my insurance company.  I request that Case Family Chiropractic prepare the customary 
forms at no charge so that I may obtain insurance benefits.  I also understand that if my insurance company does not 
respond within 60 days, or if I suspend or terminate my schedule of care as prescribed by Dr. Case, that fees will be 
due and payable immediately.  I hereby assign all insurance benefits that may arise to Case Family Chiropractic.  A 
photocopy of this authorization shall be considered effective and valid as the original.  I understand that should the 
status of my account become delinquent, any charges resulting from the collection of said account are incurred by me.  
I have read, or have had read to me, the above consent.  I have also had an opportunity to ask questions about its 
content, and by signing below I agree to the above-mentioned procedures.  I intend this consent form to cover the 
entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.  I 
understand that some or all services provided for me might not be covered by my contract benefits.  I understand that 
all services rendered me are charged directly to me and I am personally responsible for payment.  By signing below, I 
acknowledge that I have read and accepted the financial policy of Case Family Chiropractic. 
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I have read and understand the Privacy Practices, Terms of Acceptance, and the Financial Policy. These documents 
have been provided to me and any questions have been answered to my satisfaction. 
 
 
Signature: ________________________________________            Date: ________________ 
 
 
Relationship to patient (if signed by a personal representative of patient): ______________________ 
 


