Access Wellness Center 2850 Johnson Ferry Road, Suite 150 Marietta, GA  30062

770-518-8786

 Release and Authorizations

Authorization for Treatment: I present myself or child for whom I am guardian for diagnostic procedure(s) and treatment, as may be ordered by the physician, her assistants, or her designee.  I am aware that practice of Chiropractic is not an exact science and I acknowledge that no guarantees have been made as to the results of examination and treatment by the center.

Informed Consent: I acknowledge I have been provided and have signed an Informed consent relative to the procedures being considered.

Payment of Services: I understand I am financially responsible for all charges and fees related to the services rendered to me by this office.  

Notice of Privacy Practices: I hereby acknowledge that I have received a copy of the office’s Notice of Privacy Practices.

Valuables: I (we) understand that the office is not responsible for valuables and personal property brought to the facility.

Married or Dependent Patients: I hereby consent to the release of any patient-related or financial information about me to my Spouse (if married) or to my Parents (if a dependent child).

Non Pregnancy Verification: I hereby notify all concerned, that I neither suspect nor know positively at this time that I may be or am pregnant.  I release this clinic from any and all damages that may arise from any and all procedures of a diagnostic or treatment nature, with reference to the possibility of pregnancy.  Date of Last Menstrual Period _______________.

Consent to Treatment of a Minor Child or Ward:  I hereby authorize the doctors in the office of Dr. Susan H. Starr to administer treatment, as they deem necessary to my son/daughter/ward.

Release of Records:  Pursuant to Title 31, Chapter 33 of the official Code of Georgia*, I request that my health records and/or x-rays, or a copy thereof be sent to:






Dr. Susan H. Starr






2850 Johnson Ferry Road, Suite 150






Marietta, GA  30062

I understand that I am responsible for any costs incurred in copying or mailing these records.  *As of May 19, 1998, records must be released to the patient or anyone designated by the patient to receive them.  Failure to release records when written request is provided is a misdemeanor under OCGAS 31-5-8, per Joint Secretary of Examining Boards, Mr. William G. Miller.

Patient or Guardian Name (please print) ____________________________________________
Signature ________________________________________ Date _________________________

Witness_______________________________________  Date _________________________
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