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I hereby authorize any physician or staff member under Dr. Geoffrey C. Ellington, D.C. in their discretion, to disclose any and/or all information in my medical records to any person, corporation, or agency which is responsible for determining the necessity, appropriateness, or other matters (including, but not limited to, disability and financial matters) related to my treatment under Dr. Geoffrey Ellington. 
________ Initial here.

I have had the opportunity to review Dr. Geoffrey C. Ellington’s HIPAA Policies and obtain a copy of same if I should request one. 

________ Initial here.

I request that any and all insurance benefits be made on my behalf to any treating physician(s) under Dr. Geoffrey C. Ellington for any and all services provided to or for me by any physician or staff member under Dr. Geoffrey C. Ellington.

_______ Initial here. 

In the event that a form(s) needs to be completed or medical records released, related to my treatment under Dr. Geoffrey C. Ellington, by any physician or staff member under Dr. Geoffrey C. Ellington, I understand that a fee may be charged prior to the services rendered. I understand that the agency(s) or person(s) requesting the service(s) may not cover the fee(s) and that I am responsible for any fee not paid or covered. I understand that I will be notified of the fee(s) prior to the services rendered.

______ Initial here. 

I understand that I am financially responsible for the balance on my account or any fees associated with my treatment under Dr. Geoffrey C. Ellington that my insurance does not cover. I also understand it is my responsibility to be familiar with what my insurance policy covers and any requirements it may have as far as referrals, deductibles, co pays, etc. In the event my balance is not paid and is turned over to a collection agency, I understand I am responsible for any and all fees including the balance due as well as any costs associated with the collection of the monies owed.  
______ Initial here.

I understand there will be a $25 fee applied to my account should I not cancel 24 hours in advance or do not show up for a scheduled appointment. 

______ Initial here.

Please list anyone to whom you wish your information not be released to: (enter N/A if none)
________________________________________________________________________

This is in effect until revoked by me, the patient, or another responsible party designated by me, in writing. 

(Please list alternate person here)__________________________________________

(Relationship)________________________________

I have read, understand and agree to all the above.

_______________________________________________

______________________
Patient/Responsible Party Signature



             Date





      
