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Mo
White Rock Chiropractic
10677 %. Northwest Hwy Ste. 100
Dallas X, 75238 '

EIPAA Awareness Fom

T hiveread ot had the opportunity fo read the “Notice of Privacy Practices” as required by the Health Tnsurance
Poriability & Accountability Act of 1996 (HIPAA ). 1 vaderstand that T may have a copy or request to review the infor-
mation contained within these regulations at any time. _

Daic

Paticnt signature

Consent to Treat

1 hereby tequest and consent to the performance of ehiropractic and other chiropractic procedures; including various
modes of phrysical therapy and diagnostic x-rays on me by Dr. Parent or aity other licensed doctors who now or in the
future may provide treatment to me. I have had an opportunity to discuss with the doctor the nature and purpose of
chiropractic adjustments and procedures. T anderstand that results are not guaranteed, Iunderstand and am informed that,
as 1 the practice if medicine, in the practice of chiropractic there are some rigks to treatment. 1 do ot expect the doctor
to anticipate and explain all risks
of the procedures which the doctor {eels at the time, based upon the facts then known, is in niy best interest. T have read
the above consetit. 1 have also had an opportusity to ask questions about it's confents and by signing below Lagree to the
above named procedures. 1 intend this consent form to cover the entire course of treatment for my present condition and

any future conditions for witich T seek treatment.

Datg

Patient sipnatore

and complications, and I wish to rely on the doctor to excercise judgement in the course

‘Conusent o Treat a Minor

1 hiereby anthorize Dr. Larry Parent, D.C. and whomever he may flesiphate as assistants to administer chitopractic case as

deemed neeessary to my ., - .
Relationship Name of Child

Dated this .day of v .20

Signed: (Parent or Guardian)

Witness:




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

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

The undersigned patient and/or responsible patty, in consideration of treatment rendered or to be rendered and for deferred
payment, 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 /or benefits, including any Personal Injury Protection proceeds and/or
benefits that the patient may have against any other person, entity, and/or insurance company for reimbursernent 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 cencerning ray condition and treatment fo my
insurance company, attorney 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
payment for such services, make dernand 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, wherever o assist in the prosecution of such claims

for benefits upon request.

DEMAND FOR PAYMENT: To any insurance cormpany providiﬁg benefits of any kind te 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 under the terms of the policy. This demand specifically conforms to Sec. 542057 of the Texas Insurance Code, and
Article 21,55 ofthe Texas [nsurance Code, providing for attorney fees, 18% penalty, court cost, and interest from judgment,
upon violation, | farther instruct my carrier to make all checks payable to White Rock Chiropractic, and send to 10677 E.

Northwest Hwy, Ste. 100 Dallas TX 75238,

THIRD PARTY LIABILITY: If my injuries are the result of negligence from a third party, then Linstruct the liability carrier to
issue a separate draft ta pay in full‘all services rendered, payable directly te White Rock Chiropractic, and to send any and all

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 addition to reasonable cost of collection, including attorney fees and

court costincurred.

LIMITED POWER OF ATTORNEY: 1 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 insuranre company representing payment for
treatment and healthcare rendered by the physician/facility named above. 1 agree that any insurance payment representing
an amaunt in excess of the charges for treatment rendered will be credited to my/our account or forwarded to my/dur

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

REJECTION IN WRITING: ] hereby authorize the physician/clinic named above to establish a PIP or UM/UIM claim on my
behalf, 1 also instruct my insurance carrier to provide upon request to the provider/ctinic named above, any Tejections in
writing as they apply to my lack of PIP or Ul /UIM coverage. I allege that electronic signatures are not adequate proof of
rejection, and are invalid to establish rejection, and instruct nty carrier to provide only copies of my original signature

regarding rejection as evidence of rejection of PIP or UM/UIM. .

TERMINATION OF CARE: [ hereby aclnowledge and understand thatif1 do notkeep appointments as recommended to me
by my caring.doctor at this clinic, he/she has full and complete right to terminate responsibility for my care and relingquish any
disability granied me within a reasonable period of time. If during the course of my care, my insurance company requires me
to take an examination from ay other dactor, 1 will notify this physician/facility immediately. Tunderstand the failure to do s0

~ may jeopardize my case,

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

Date:

Print Name

Date:

Signature




o ~ White Rock Chiropractic
_ ‘ 106]7 F. Northwest Hwy, Suite 100
o Dallas, TX 75238

fFee Schedule .

TREATMENT fEES: '
98940 CMT Spinal 1-2 Reglons - $70.00 _ .
"93941 CMT Spinal 3-4 Regions ~ §6500 I -
L 98942 © CMT Spinal 5 Reglons < . $100.00 : :
98943 - CIMT Extra Spinal 1+ Reglons ) . $70.00
97535 Activitles of Dally Living Instevctlons $85.00
97112 B palance / Coordination/ Muscle Re-Education . $eo.co
., 97032 . Atfended Phototonic Stimulatien o o " $55.00
97039 Dyy Hydratherapy - - : . T 86500
83231+ Qffice V[srt/Teleheallh Visit . - . $65.00
9921225 Re-Bxam (Umited) T - ) 525000 . i .
. 8921325 " Re-Fxam {Expanded} : . 530000 | )
99714-25 . - . - Re-Exam {Delailed) . . $350.00 : B .
. 59215-25. T, Re-Bxam {Comprehensive) A - 540000 :
A4556 Elecirodes - 52000
- A9273 ' Ice Pack M 520.00
9714059 . Manua! Therapy 1:+ Regitns (35 min each} . - $80.00
| 97124 Massage Theragy (15 min each) - . $50.00
9920225 Nav/ Patlent £xam (Expanded) ) $400.00
. 99203495 New Patlent £xam {Detailed) . $450.00
. 99204-25 New Patient Exam {Comprehensive) $506.00 ‘
. 99105-25 N, patient Exam {Comprehensive / Complex] $550.00 _
- gsos0 Spedal Reports {Narrative] ) $150,00 . i
89080 _,. RepertPrepacation o : §20.00
97014 Eleclfical Muscle Stimulatlon - ) "' §55.00
97010 . Application of lce / Beat Packs - $30.00
87012 . Mechanlcal Traction $55.00
57116-59 Thecpéutlc Fercses 7 £80.00 T
57035 Uittrasound : . £55.00
“%-RAY FEES: - . . -
| 72040 Cervical Spine 2-3views | $195.00 .
- 72070 ThoraclcSpine 2 views - . $185.00
72100 . LuinbarSpine 23 views - $185.00
72052 - Cervical Spine  Davis Serles . . 530000 © - :
72050 "Cervical Sping 5 views . 526000 ' . .
72020 ° Stngle Spinal View -~ .~ ' LT se000
71160 Rib Serles Vviews . - . $160:30 .
1 73030 - Shoulder Serles 2views - L , 516500 - .
1. 73080 Elbow Sefes  2vlews .- . - ' 7 414000 :
Cpue WiistSeries 3 views o $160.00
73130, - Hand Series -3 vlews : . : 514000 - : '
73140 .-+ FlngerSeries  2views . . ‘ " $110.00 -
73510 Hip Secles = 2viewrs . $160.00 .
. 73560 KneeSerles ° 2vlevis ; - §135.00. T ’ ) .-
73610 - ‘AnkleSeries 3 views _ . . 16000 ’ :
i 736206 - Foot Serles - 2vlews . $130.00 ool
73660 . ToeSerles  2views ' T . suooa
The fees outllned above are representatwe of charges that may be incurred for semces at Whlte Rock Chil‘op!’al:tlc i3 serviceis
prowded thatis not. reﬂected in the.list above, you will be notlﬁed of such charge ifyou have anyquestmns regarging the meaning of
any / a!i of the above tgrms please have thé doctor exp]am ﬁ to you - . .
’ -PAT!L\TT SIGNATURE M - DATE: M




