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Whri.te Rock
Chiropractic

INFORMACION DEL SEGURO MEDICO POR FAVOR IMPRIMA
Nombre del paciente Fecha
Direccion del paciente Fecha de nacimiento de la paciente
Relacién del paciente con el asegurado: __ Yomismo __ Coényuge _ Nifio ___Otro
M F U
Nombre del titular de la péliza Fecha de nacimiento del asegurado Sexo asegurado

Direccidn del Asegurado

Compaiiia de seguro de salud Identificacién de miembro Grupo #

Direccién de Reclamos de Seguro Médico

Ntimero de teléfono del proveedor
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White Rock Chiropractic
10677 E. Northwest Hwy Ste. 100
Dallas TX, 75238 '

BIPAA Awareness Fom

} have tead or had the opportunity fo read the “Notics of Privacy Practices” as requived by the Health Insurance
Portability & Accountsbility Act of 1996 ( HIPAA). 1 understand that | may have a copy or request to review the tnfor-
mation contafned within these regulations at any time.

Date

Paticnt signature

Consent o Treat

1 hereby request and consent to the performance of chiropractic and other chiropractic procedures; inclhuding various
¢ x-Tays on me by Dr. Parent or any other licensed doctors who now or in the

modes of physical therapy and diagnosti
firfure may provide treatment to me. I have had an opportunity to discuss with the doctor fhe nature and purpose of

chiropractic adjustments and procedures. [ understand that results are not guaranteed. 1 understand and am informed that,
a5 in the practice if medicine, in the practice of chiropractic there are some rigks to treatment, T do not expect the doctor
to anticipate and explain afl risks and complications, and I wish o rely on the doctor to excercise judgement in the course
of the procedures which the doctor feels at the {ime, based upon the facts then known, is in my best interest, T have read
the abave consent. | have also had an opportunity to ask questions about it’s contents and by signing below Lagree to the

above named procedures. 1 intend this consent form to cover the entire conrse of treatment for my present condition and
any future conditionsfor which 1 seek treatment. : : .

VDatB

Paticot signature

Consént to Treat a Minor

1 heriby authorize Dr. Larry Parent, B.C. and whomever he may fesignate as assistaots to administer chiropractic care as

deemed necessary to my ] , _ .
Relationship Mame of Child

Dated this day of L

Signed: (Parent or Guardian)

Witness:




White Rock Chiropractic :
10677 E. Northwest Hwy. Ste 100 Dallas, TX 75238

:

Assignment of Benefits: Assignment of Cause of Action: Contractual Lien

The undersigned patient and/or respensible party, in consideration of treatment rendered or to be rendered and for deferred
paytnent, irrevocably and exclusively assigns, grants and conveys, to Larry W, Parent, DC, a lien and assignment of any and all
claims, causes of action, and right ta any proceeds and for benefits, incloding any Personal Injury Protection proceeds and/for
benefits that the patient may have against any other persen, entity, and/or insurance company for refmbursement and/or
payment of the medical charges incurred with all the following rights, power, and authority:

RELEASE OF INFORMATION: You are authorized to release information concerning my condition and treatment to my
insurance company, attorrey or insurance adjuster for purposes of processing my claim for benefits and payment for services

* rendered to me.

IRREVOCABLE ASSIGNMENT OF RIGHTS: You are assigned the exclusive, irrevocable right to any cause of action that exists
in my favor against any insurance company for the terms of the policy, including the exclusive, irrevocable right to receive
paymen for such services, make demand in my name for payment, and prosecute and receive penalties, interest, court cost, or
other legally compensable amounts owned by an insurance company in accordance with Article 21.55 of the Texas Insurance
Code to cooperate, provide information as needed, and appear as needed, wheraver to assist in the prosecution af such claims

for benefits upon reguest.

DEMAND FOR PAYMENT: To any insurance company providing benefits of any kind to me/us for treatment rendered by the
_ physician/facility named above within 5 days following your receiptof such bill for services to the extent of such bills are
payable undej the terms of the policy. This demand specifically conforms to Sec. 542.057 of the Texas Insurance Code, and
Article 21.55 of the Texas Insurance Code, providing for attorney fees, 18% penalty, court cost, and interest from judgment,
upon violation. I further instruct my earrier to make all checks payable to White Rock Chirepractic, and send to 10677 E.

Northwest Hwy,, Ste, 100 Dallas TX 75238.

then | instruct the liability carrier to

THIRD PARTY LIABILITY: If my injuries are the result of negligence from a third party,
and to send any and all

issue a separate draft to pay in full all services rendered, payabile directly to White Rock Chiropractic,
checks to ta 10677 E. Northwest Hwy., Ste, 100 Dallas TX 75238.

STATUTE OF LIMITATIONS: [ waive my rights to claim any statute of limitations regarding claims for services rendered or to
be rendered by the physician/facility named above, in additon to reasonable cost of collection, including attorney fees and

court cast ineurred.

LIMITED POWER OF ATTORNEY: [ hereby grant to the physician/facility named above power to endorse my name upon any
checks, drafts, or other negotiable instrument representing payment from any insurance company representing payment for
treatment and healthcare rendered by the physician/facility named above. | agree that any insurance payment representing
an amount in excess of the charges far treatment rendered will be credited to my/our account or forwarded to my/our

address npon request in writing to the physician/facility named above.

REJECTION IN WRITING: ] hereby authorize the physician/clinic named above to establish aPIP ar UM/UIM claim on my
behalf 1 alse instruct my insurance carrier to provide upon request to the provider/clinic nared above, any rejections in
wwriting as they apply to my lack of PIP ar UM/UIM coverage. ] allege that electronic signatures are not adequate proofof
rejection, and are invatid to establish refection, and instract my carrier to provide only copies of my original signature

regarding rejection s evidence of rejection of PIP or UM/UIM. -

TERMINATION OF CARE: [ herehy acknowledge and understand that if1 do not keep appointments as recornmended to me
by my caring.dactor at this clinic, he/she has full and complete right to terminate responsibility for my care and relinquish any
disability granted me within a reasonable petiod of tme. Ifduring the course of my care, My insurance company requires me
to take ani examination from ay other doctor, [ will notify this physician/facility immediately. [ understand the failure to do so

_ may jeopardize my case.

Signature of Patient and/or Responsible Parties:
1 declare under penalty of perjury that the forgoing is true and correct [CPRG: Sec. 132.001(a)]

Date:

Print Name

Date:

Signature




‘White Rock €hiropractic
_ ‘ 10677 E. Northwest Hwy, Suite 100
SR - Dallas, TX 75238

. : ‘-‘ - -

| . _ o Fee Schedule . . : . N
TREATMENT FEES: . ' - .
98940 . CMTSpinal 1-2Reglons - sr000 B
‘93941 ChATSpinal 3-4 Reglons * ’ $85.00 * B -
93942 * CMTSpinal 5 Regions ~ - , $100.00 '
93843 - T Extez Spindl 1+ Reglons . $70.00
97535 Activitles of Daily Living Insteuctions $85.00
97112 _ Dalance / Coordination/ Muscle Re-Educatlon . 580.00 ’ L . -
97032 . Attesded Phototonic Stimulation e P © $55.00 C - ]
97039 Dry Hydrotherapy - - - . T 855.00
93211 Cffice Visit / Teleheaith Visit - - $635.00
9521225 Re-Exam (Umited] ~ T - ) $250.00 . N )
. 9921325 " Re-Exam {Expanded) . 830000 . .
99214-25 . - . - Re-Fxam (Detailed) . ) $350.00 : . .
. 9921575, . Re-Fxam(Comgprehensive) <L - _$400.00 ' .
A4556 Electragdes . $20.00
- A9273 : Ice Pack - 520,00
§7140-59 . Manval Therapy 1+ Regions {15 min each) .~ . T $80.00
97124 Massage Therapy (15 min each) - $50.00
99202-25 Nev/ Patient Exam {Expanded) $400.00
| 9920335 New Patlent Exam {Detailed) $450.00
| 99204-25 News Patient Bxam {Comprehensive) $500.00 :
- 99205-25 NéWPatient‘Exam{Comprehensive/Cnmplex) $550.00
93080 Speclal Reparts [Narratjve) ) $150.00 ’
93080 _,. ReportPreparatioh o . $20.00
97014 Electrical Muscle Stimulation - B ' §56.00
97010 - Application of lce / Heat Ratks - $30.06
97012 . Me'chanlcalection ) $55.00
57110-59 Therapéutic Exerclses ) $80.00 T
57035 Ultrasound - : $55.00
“X-RAY FEES: : ] . . '
[ 72040 - Copvical Spine 2-3views £195.00 .
- 72070 Thoracls Spine 2 Views - : $185.00
72100 . tujnbarSpine 23 views _ B $185.00
72052 . Cervical $pine  Davis Serles . : sapo.oe -~ ¢ :
7i050 "Cervical Splae Sviews . . 5260.00 ’ . R
72020 SingleSpinalVlew - =~ e $60.00
S o7ide Rik Serles Zviews . . | 3150100 ‘
73030 - Sheulder Serles 2vlews - o )  $165.00 .o .
4. 73080 ElhowSerfes 2views .. . - T S140,00 .
- 73180 WiistSerles 3 views - 316000 .
73130, - Hand Series ™3 views : . © 514000 : '
73140 . --- FlogerSerjes  Zviews ’ " $310.00 S
73510 Hip Secies - 2vlews _ 5160.00 A :
73560 _KneeSerles © 2views ' - $135.00. o : . .-
73610 - AnkleSeries 3 views - S16000 L ;
73620 Foot Serles - 2views . Si13000 BTN
73660 . ToeSeries 2 viewss ' . A . Fugeo T ’
The fees outlined above are representatjve of charges that may he incurred for services at White Rock Chirepractic. If3 sérviceis
provided thatfs not.eflected.in the.Jist abave, you will be notified of such charge. I you have any-questions regarding the meaning of
any / 3!l of the ehove terms, please have th& doctor explain ftoyou. - , B N
| PATIENT SIGNATURE: oo e CDATE: e o T
N u' N . - . - oL M . -




