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ASSIGNMENT OF BENEFITS:
Your signature is necessary for us to process any insurance claims and to ensure payment of services rendered. I authorize release
of all medical information necessary to process my insurance, workman’s compensation or personal injury claims or that is pertinent
to my medical care. assign all medical benefits to which I am entitled to the above named physician or clinic. This agreement will
remain in effect until all money owed to the above named physician or clinic is paid in full. In addition to the above, I hereby waive
the stature of limitations on collection and/or recovery in this state of Alabama.

CANCELLATION AND NO-SHOW POLICY:
We take this subject very seriously as this can make a difference between responding to treatment or not. We require a 24 hour
notice in the event of a cancellation. THERE IS A $20 CHARGE FOR CANCELLATION OR NO-SHOW WITHOUT
PROPER NOTICE. For worker’s compensation and personal injury cases, documentation of any missed appointment is forwarded
to your case manager and/or primary physician. This charge will not be covered by your insurance, worker’s compensation or personal
injury cases, and IS YOUR RESPONSIBILITY.

STATEMENT OF FINANCIAL LIABILITY:
I understand that I am fully responsible for the payment of this account, and hereby assume and guarantee prompt payment of all
expenses incurred. I understand that I am responsible for payment of office charges AT THE TIME OF SERVICE. I understand that
unless otherwise indicated below, I hereby request and authorize DSS to bill my insurance policy/policies for all services provided
to me. I authorize payment to DSS for all such services. I acknowledge that the fees charged by DSS are considered to fall within
the “usual, customary and reasonable” range by most insurance companies. Since your policy is an agreement between you and your
insurer, DSS will not enter into any dispute between you and your insurance company. When you begin treatment with DSS, our
billing department will call your insurance company to verify that you do have valid insurance coverage. However, that verification
is only a confirmation of a valid policy and not a guarantee of coverage. DSS recommends that each patient call and verify their
own insurance coverage and benefits by calling member service with their insurance.

ALTERNATE BILLING / PAYMENT INSTRUCTIONS:
o By checking the box to the left, I hereby direct DSS TO NOT bill my insurance company for services provided to me and instead
I agree to pay all fees for services furnished to me. I further understand and agree that I will be required to provide a down payment
prior to receiving the services based on my estimated financial responsibility. DSS does offer a medical discount plan (ChiroHealth
USA) for patients that wish to become a member to receive discounted services.

PERMISSION TO RELEASE MEDICAL INFORMATION:
(HIPPA ACKNOWLEDGEMENT)
I authorize DSS to release information from my medical record or from the person for whom I am legally responsible, to my/their
insurance company, other third party payers or their reviewing agencies, as reasonably necessary to expedite claim processing. This
authorization is valid for every visit to DSS until written notice revoking it is provided. I release DSS of all responsibility or liability
for loss of confidentiality through access and/or copies of records release, or other information disclosed in compliance with this
authorization.

I have read all of the above and understand/agree to all provisions therein regarding responsibility for payments and release of
information.

                                                                                             Signature of Patient                                            Date

                                                                                             Signature of Parent or Guardian (if a minor)     Date

                                                                                             Signature of Witness                                          Date


