                                                                   Patient Name_________________

                                                                               Date _________________

Hirsch-Starr Chiropractic 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.

Authorization for Release of Information: I authorize this office to disclose all or any parts of the patient’s medical record to listed insurance companies, government agencies, the patient’s employer or any agency conducting reviews concerning Worker’s Compensation care and any review agency which conducts practice utilization review under an agreement with the patient’s employer or other payment source.  I also understand that I may revoke this authorization by providing written notice to the practice. 

Medicare/Medicaid Patient’s Certification: I certify that the information given by me in applying for payment under Title XVIII and XIX of the Social Security Act is correct.  I authorize said provider to release any and all information necessary regarding the treatment and services provided as stated below.

Assignment of Benefits: I hereby authorize payment directly to the office by my insurance company(s).  In the event an overpayment is made from more than one insurance company, I understand the overpayment will be sent to the appropriate payer.

Insurance: The office will file your insurance as a service to you.  If our office does not hear from your insurance company within 30 days, we request your help in contacting your insurance company to resolve the payment delay.  The insurance plan is a contract between you and your insurance company.  We must hold you responsible for any balance due.

Payment of Services: I understand I am financially responsible for all charges and fees related to the services rendered to me by this office.  I further understand that payment in full is expected upon receipt of the first statement, which may include co-payments, deductibles and any services not covered by insurance. 

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).

Referrals: Should your insurance require a referral, it is solely your responsibility to obtain a current referral for office visits.  Please do not ask our receptionist to call your primary care physician to obtain the referral for you.  You must bring a referral to our office on the day of your appointment.  

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/Guardian Name (please print)__________________________________________
Signature___________________________________Date _________________________

Witness____________________________________Date _________________________

