Wathan Chiropractic, LLC
Dr. Angie Wathan    Dr. Sherri Campbell    Dr. Jay Brammeier
504 Maurer Street                                                                 2109 Cedarwood Drive, Suite 200     

Wilton, IA 52778                                                                   Muscatine, IA 527961
Form:  Consent for Purposes of Treatment, Payment, and Health Care Operations

I consent to the use of disclosure of my protected health information by Dr. Angie Wathan, Dr. Sherri Campbell and/or Dr. Jay Brammeier for the purpose of diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct health care operations of Dr. Angie Wathan, Dr. Sherri Campbell and/or Dr. Jay Brammeier.
I understand that diagnosis or treatment of me by Wathan Chiropractic, LLC may be conditioned upon my consent as evidenced by my signature on this document.

I understand I have the right to request a restriction as to how my protected health information is used or disclosed to carry out treatment, payment of health care operation of the practice. Wathan Chiropractic, LLC is not required to agree to the restrictions that I may request.  However if Dr. Angie Wathan, Dr. Sherri Campbell and/or Dr. Jay Brammeier agrees to the restriction that I request, the restriction is binding on Dr. Angie Wathan, Dr. Sherri Campbell, Dr. Jay Brammeier and Wathan Chiropractic, LLC.

I have the right to revoke this consent, in writing, at anytime, except to the extent that Wathan Chiropractic, PC or Dr Angie Wathan or Dr. Sherri Campbell or Dr. Jay Brammeier has taken action in reliance on this consent.

My “protected health information” means health information, including my demographic information, collected from me and created or received by my physician, another health care provider, a health plan, my employer or health care clearinghouse.  This protected health information relates to my past, present, or future physical or mental health or condition and identifies me, or there is a reasonable basis to believe the information may identify me. 

I understand I have a right to review Wathan Chiropractic LLC’s Notice of Privacy Practices prior to signing this document.
The Wathan Chiropractic’s Notice of Privacy Practices has been provided to me.

The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information that will occur in my treatment, payment of my bills or in the performance of health care operations of Wathan Chiropractic, LLC.

The Notice of Privacy Practices for Wathan Chiropractic, LLC is also provided at 504 Maurer Street,  Wilton, Iowa.

The Notice of Privacy Practices also describes my rights and the duties of Wathan Chiropractic, LLC with respect to my protected health information.

Dr. Angie Wathan, Dr. Sherri Campbell and/or Dr. Jay Brammeier reserve the right to change the privacy practices that are described in the Notice of Privacy Practices.
I may obtain a revised notice of privacy practices by calling the office and requesting a revised copy may be sent in the mail or asking for one at the time of my next appointment.

_______________________________               ________________________________
Signature of Patient or Personal Representative                     Name of Patient or Personal Representative
_____________________________________                       _____________________________________

                         Witness                                                                           Date
Picture I.D. Present? (Circle)       Yes           No
Wathan Chiropractic

     504 Maurer Street                                               2109 Cedarwood Drive, Suite 200

     Wilton, IA 52778                                                 Muscatine, IA 52761

Authorization and Assignment

To Sherri Campbell, D.C. and Angie Wathan, D.C. and Dr. Jay Brammeier
Financial Policy

It is our policy that all services rendered are charged directly to you. The patient; and that you are ultimately responsible for all payments, regardless of whether or not this office accepts insurance assignment. 

Authorization to Release Information

You are authorized to release any information you deem appropriate concerning my physical condition to any insurance company, attorney, or adjuster in order to process any claim for reimbursement of charges incurred by me as a result of professional services rendered by you, and I hereby release you of any consequence thereof.

Assignment of Cause of Action

In the event any insurance company is obligated by contractional agreement to make payment to me or to you for the demand by you, I hereby assign and transfer to you the cause of action that exists in my favor against any such company (the name(s) of which is/are believed to be correctly set forth under pertinent date below) and authorize you to prosecute said action either in my name or your name as you see fit and further authorize you to compromise, settle or otherwise resolve said claim as you see fit.  However, it is understood that until all reasonable efforts have been made to collect the sums due from the insurance company (or companies) contractually obligated, you will refrain from attempts and efforts to collect the amounts owed directly from me.  I understand that whatever amounts you do not collect from insurance proceeds (whether it is all or part of what is due); I personally owe you and agree to pay in a current manner.

Authorization to pay directly to doctor

To _____________________________________________________________


(Name of Attorney and/or Insurance Company)

In consideration of the chiropractic services rendered and to be rendered by him, I authorize and direct payment to the doctor names above of any sum I now or hereafter owe him by you, my attorney, out of proceeds of any settlement of my case, and/or by any insurance company obligated to reimburse me for the charges for his services or otherwise obligated to reimburse me for the charges for his services or otherwise obligated to make payment to me or him based in whole or in part upon the charge make for his services.

Acknowledgement and understanding

I hereby acknowledge that I am receiving (or about to receive) health care services at the Wathan Chiropractic, LLC and that I have been advised that the doctor(s) providing the services is/are willing to wait for payment for these services, provided that there continues to be a reasonable chance that payment will be made either by insurance proceeds or out of the settlement of a liability claim.

I understand that if it is determined either:

A.  That there is no insurance company obligated to pay for the services, or if the insurance company refuses to acknowledge an assignment to the doctor(s) or make other provisions for the protection of the interest of the doctor(s), or

B.  If a liability claim exists, and my attorney refuses to agree to protect the interest of the doctor(s), or if I have not engaged the services of an attorney;

C.  Medicare, other insurance, government supplements, the provider agrees to accept the charge determination of the Medicare, other insurances, or government supplements carriers at the full charge.  The patient is responsible for the deductible, co-insurance and non covered services.  Medicare, other insurances, government supplements determine the co-insurance and the deductible amount;

Then payment for services rendered by the doctor(s) at Wathan Chiropractic, LLC will be made on a current basis and my bill paid in full as soon as my liability is settled or the passage of three months from my last treatment, whichever occurs first.

____________________________________________________     Date:  __________________
(Patient’s Signature)                                                                              
                                                                                      Witness: ______________________
