


 

UNIVERSITY CHIROPRACTIC AND WELLNESS 

 

 
 

INSURANCE AUTHORIZATION AND RELEASE 
I authorize payment of insurance benefits directly to the chiropractor or chiropractic office.  I authorize the doctor to 

release all information necessary to communicate with personal physicians and other healthcare providers and payers and 

to secure the payment of benefits.  I understand that I am responsible for all costs of chiropractic care, regardless of 
insurance coverage. I also understand that if I suspend or terminate my schedule of care as determined by my treating 

doctor, any fees for professional services will be immediately due and payable. 
 

Patient Signature:_________________________________________ Date:_____/_____/_____ 

Guardian's Signature Authorizing Care:________________________ Date:_____/_____/_____ 

 
PRIVACY NOTICE 

The patient understands and agrees to allow this chiropractic office to use their Patient Health Information for the purpose 
of treatment, payment, healthcare operations, and coordination of care.  We want you to know how your Patient Health 

Information is going to be used in this office and your rights concerning those records.  If you would like to have a more 
detailed account of our policies and procedures concerning the privacy of your Patient Health Information we encourage 

you to read the HIPAA NOTICE that is available to you at the front desk before signing this consent.  If there is anyone 
you do not want to receive your medical records, please inform our office.    
 
Patient Signature:_________________________________________ Date:_____/_____/_____ 

Guardian's Signature Authorizing Care:________________________ Date:_____/_____/_____ 

 
 

RECORDS RELEASE AUTHORITY 

I, ___________________________________, hereby request that ___________________________________ provide: 

_____a copy of the report for my MRI/CT scan and/or any other radiological tests 
_____a copy of all my medical notes pertinent to the treatment of my _____________________________________ to 

 
Dr. Matthew S. Hitchner at University Chiropractic and Wellness. 

 

Patient Signature:_________________________________________ Date:_____/_____/_____ 

Guardian's Signature Authorizing Care:________________________ Date:_____/_____/_____ 

 

NO-SHOW APPOINTMENT POLICY  
We work hard to see patients on time.  If you are unable to keep your appointment, please call us 12 hours in advance if 
you need to reschedule or cancel your appointment so we can offer the time reserved for you to someone else who needs 

it.  Generally, we cannot fill appointment spots with less than 12 hours notice.  We will charge a $25 missed appointment 

fee for missed or cancelled appointments with less than 12 hours notice.  
 

Patient Signature:_________________________________________ Date:_____/_____/_____ 

Guardian's Signature Authorizing Care:________________________ Date:_____/_____/_____ 

 

 


