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Patient Nantel D.⑥ .B,:

Before this ofFice begins any health ttre operations we Fequire you to read and sign this fornl statin=that yotl

懇nderstand the below item. Ifyou reFtlse to sign this fom the doctor reserves the righttO rettse care.

AE目菫浸固理題週腱盤By signing below you autho百 zed this o鏑 ce/provider to corllplete a consuttn轟 on and ex8撻ination

On the above.

AuTHOR12AT10N FOR X“ RAYり田Ttt REロコSE:By signing below yott have cleciared,lo the best oFyoIIrよ nぃ″ledge,

that there is■ o chance yotl are pregnant at this ttnle. 醸y signing belov′ you have deciared tllat yoll have no k■ own
li:■ :tations that wollld be fontraindi(■ ted for all x‐ 餡y evaluation.By signing beto、 γ yotl consentto the taking o『 x‐ Fa野

if there is a deteFInined tteed.

▲rttncnwI FTHEMttT AF AC電 14種詢eFNT nF nFNFFITt・ By sigrling beloM′ you have ack‐novttedgecl that yoll are llltty

responsible ror atl seFViCeS rendered. By signittζ  be101V you Fttrthered ack■ owiedge understtnding that your health

and accidentinsurance ittF●=11.atton,olicies are an arttignmellt beヽ
veen you and yotli carrier′ 倉nd that you rttay be

required to pay soFne Or a1l ofthe fees charged to your account. 3y signing belo、 v yolt hereby assigtt beneFits to paid

dire載ly to this ofrtce/provider byメ )uF third‐ party payerサ e,3・ insuttnce company,attorneys,etc.By signing below

yO磯 agree that this is a non‐ rescindablt agreemept and falltlre to ltlltilithis obligatlon unil be considered a breach of

oontttct beatreen yotl and this ottce.

鐘幾壺堅調脳画皿劇鵬融圏饉躙幽腱壼測凛 By Sittittg below ttu acknowた dge and agree thatthe CMS‐ 1500

11ealth insurance C181m Fol“I Box 12tend 3ox 131″ ili stttle'Sigllature on F:le'`.Box 12 Reads as ibilows:`'PAT:8NTS

OR AtFr霧 ORIZED PERSON'S SICNATURE I authorize the release of any IIledical o■ other infolIIlation necessa場 ″to

process this clair輸 .I also request payttent of governntent beneFits either to r■ yseif orto the patt who accepts

ass電陣ment below."Box 13 Reads as follows:・ :NSURED'S OR AUTHORIZED PERSON'S SICNATURE l alltho轟 ze

pattent oF ntedical beneFtts to the undersigned physitian or supplier fo,services described below."

AFFttnWE_コ LAEMFttT AF‖n‐rF n『 pprvArV'裁▲錮 fFeo we are vew collcerned tvith protecting your persottnel

health inforttation.There ntay be tirnes our ofFIce ntay tteed lo contFnct you regardillg ottce ttitttterS. 8y signiv疑 二below

you have alltho薇zed this offtce to contact you For ofrtce related lnatters in the follotving lttetnner:phone‐
1辞ork‐ ho鋪o or

lnobile.e・ mal1 3nd ttgular mall.Messages nlay be left on an anstttering device/v01Centall,o「 wれ h the pe埓 o綺

answering your phone‐ home‐wo「k‐rnobile.Also in t■ ccordanCe tvith the Health lnsurance Portabilitv and

Accountabilitv act of 1996(HIPAA),updated septelllber 23,2013,thi5 0ffiCe is obl180S tO Supply you、
νith a oopy ofthe

offlce p轟 vacy policies and procedllres ttpon reqttest.This docll,lent outiines the use and lintitatiOns ofthe dis(losttre

ofyour pettonal hettith inforttation and your rights tts a patient By signing below yoll have acknowledged thttt vo0

have bectl offered a copy ofthis doCulllent

鸞憚欝慰憚爾鞭睦鷲il鷲盤懺朧購鷲篤眺驚
)ro■odures.

欄瀾鸞 i瓢潜選翼∫  構椰事懸群鞭敬書薯:d

Signarurc af Patient:

Signature of Parent or Crrardlan:


