
 

I authorize my health/auto/workmans comp. insurance benefits be paid  

directly to the physician. I understand that I am financially responsible  

for any balance. I also authorize Family Chiropractic & Sports Rehab or  

insurance company to release any information required to process my 
claims. 

 

     Date:     

 

     Date: 

       

 

X
Patient Print Name

X
Patient Signature


