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Consent to Treatment and Privacy Policy

| authorize Dr. Elizabeth Eyles to perform chiropractic adjustments, treatments and procedures. |
further consent to examinations, consulting services, and diagnostic procedures rendered in
conjunction with the adjustments, treatments, and procedures.

Release of Information

Dr. Elizabeth Eyles may disclose information from the patient’s records to doctors, hospitals, or
others for continuous care and to any third party who requires that information in order to fulfill an
obligation benefiting the patient.

Responsibility for Payment

i acknowledge my responsibility to and agree to pay in full for the professional services rendered. |
understand that if the doctor may bill my health insurer for the services, such billing does not
relieve me of my responsibility to pay for the services. | agree that any balance greater than 60 days
outstanding will be charged to the credit card | have placed on file. If such charges do not process, 1
agree to pay for any costs incurred as a result of sending my bill to a collection agency or any other
legal action as well as 1.5% interest per month on any money owed for service rendered.

informed Consent of Risks

| understand that chiropractic care, as with any health intervention, has inherent risks. These risks,
though rare, could occur ranging from a minor aggravation of current condition to serious
conditions such as cerebral vascular accidents. | also understand that the doctor is not liable for
any problems that might arise if | decide not to follow the treatment in which he prescribes. |
understand and am informed, that, as in the practice of medicine, in the practice of chiropractic
there are some risks to chiropractic care, including but not limited to sprain and strain, fractures,
dislocations, and general aggravations of inflammatory conditions. | understand that | wiil have an
opportunity to discuss with the doctor and/or other office personnel the nature and purpose of the
chiropractic procedures | will receive. | understand that the doctor will perform an examination in
order to minimize any risk of care, however, | do not expect the doctor to

be able to anticipate and explain all risks and complications. | therefore wish to rely on the doctor to
exercise judgment during the course of the procedure which the doctor feels at the time, based
upon the facts as then known, is in my best interest.

Medicare Patients Authorization and Assignment of Benefits

| authorize payment of government benefits to Lake in the Hills Family Chiropractic who accepts
assignment for services covered by Medicare. | also understand it is my responsibility to pay for all
other services which Medicare does not cover.

| have read, or have had read to me, the above consent and reviewed the information herein and
represent that the same is true, correct and complete. | understand that the doctor is relying upon
the information in rendering treatment. By signing below, | agree to the procedures. | intend this
consent form to cover the entire course of care for my present condition(s) and for any future
condition(s) for which ! seek care.

Patient Signature: Date: i /




