
Perez Chiropractic & Wellness, P.A. 
6116 N Central Expy Ste. 160 Dallas, TX 75206 

Health Insurance Portability & Accountability Act (HIPAA) Consent Form 
Release of Information: Your Protected Health Information (PHI) will be used by this office and/or disclosed to others for the purposes of 
treatment, obtaining payment, or supporting the day-to-day health care operations of this office. You should review the Notice of Privacy Practices 
for a more complete description of how you PHI may be used or disclosed. It describes your rights as they concern the limited use of health 
information, including your demographic information, collected from you and created or received by this office. You may review the Notice prior to 
signing this consent. You may request a copy of the Notice at the Front Desk. This office reserves the right to modify the Privacy Practices outlines 
in the Notice. 
Requesting a Restriction of the Use or Disclosure of Your Information: You may request a restriction on the use or disclosure of your PHI. It is the 
policy of this office that it will continue to provide treatment for a patient who restricts consent to use and disclosure of his/her PHI for the 
purposes of treatment, payment, or health care operation. Use or disclose of protected information in violation of an agreed upon restriction will 
be a violation of the federal privacy standards. 
Revocation of Consent: You may revoke this consent to the use and disclosure of you PHI. You must revoke this consent in writing. Any use or 
disclosure that has already occurred prior to the date on which your revocation of consent is received will not be affected. 

 
I, ____________________________________(print) acknowledge that I have reviewed the above information and  
___DO (or) ___DO NOT authorize this office to release information concerning my condition and treatment to my 
insurance company, attorney, or insurance adjuster for the purposes of processing my claim for benefits and payment of 
services rendered to me. I do understand that if I choose to refuse release of this information, that my PHI will be used 
within the office for purposes of my care, to those individuals designated by the doctor. 
 
Patient or Guardian Signature: X______________________________________________ Date: ____________________ 
 
 

Assignment of Benefits/Assignment of Cause of Action/Contractual Lien 
Our office will make every attempt to verify your policy benefits, however, this office and your insurance DOES NOT guarantee a quote of benefits 
for payment of services provided. Your insurance should pay claims within 30 days from the date in which it was filed. In the event that your 
insurance company does not pay in a timely manner, you may be asked to contact your insurance carrier. 
Irrevocable Assignment of Rights: I hereby assign 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 the such services, make demand for the 
payment, and prosecute and receive penalties, interest, court loss, or other legally compensable amounts owed 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 to assist in the 
prosecution of such claims for benefits upon request. To any insurance company providing benefits or settlement of a claim, for any treatment 
rendered by this facility/physician within 15 days following your receipt of such bill for services to the extent of such bills are payable under the 
terms of the policy. If my injuries are the result of negligence from a third party then I instruct the liability carrier to issue a separate check to pay in 
full all services rendered by this office. 

I instruct checks to be made payable to Perez Chiropractic & Wellness, and payment to be sent to 6116 N. Central Expy Ste. 160 
Dallas, TX 75206. 
This demand specifically conforms to Sec. 542.057 of the Texas Insurance Code, and Article 21.55 of the Texas Insurance Code, providing for 
attorney fees, 18% penalty, court cost, and interest from judgment, upon violation. In the event my insurance settlement proceeds are paid directly 
to my attorney, I hereby irrevocably instruct my attorney to withhold all such sums and amounts as are determined to be owed, due and payable 
on my account and remit payment of all such sums directly to the above names doctor and/or treating facility upon receipt of my settlement 
award(s). I waive my rights to claim any statute of limitations regarding claims for services rendered or to be rendered by this facility/physician, in 
addition to reasonable cost of collection, including attorney fees and court cost incurred.  
Limited Power of Attorney: I hereby grant the above names facility/physician the power to endorse my name upon any checks, drafts, or other 
negotiable instrument representing payment from any insurance company for treatment rendered by this office. I agree that any payment in 
excess of the charges for treatment rendered will by credited to my account or forwarded to my address. 
Rejection in Writing: I hereby authorize the above facility/physician to establish a PIP or UM/UIM claim on my behalf. I also instruct my insurance 
carrier to provide upon request of the provider, any rejections in writing as they apply to my lack of PIP or UM/UIM coverage. If my carrier is unable 
to provide said rejections in a timely manner, I acknowledge that I am entitles to minimum levels of coverage, as per section 1952.152 of the Texas 
Insurance Code, and further instruct my carrier to pay up to available limits directly to the facility named above. 
If your insurance company mails a check directly to you for our services, you must bring the misdirected check to our office within 48 hours. 
 

I, ____________________________________(print), in consideration of treatment rendered or to be rendered and for 
deferred payment, irrevocably and exclusively assigns, grants and conveys, to Perez Chiropractic & Wellness, a lien and 
assignment of any and all claims, causes of action, and right to any proceeds and/or benefits, including and Personal 
Injury Protection proceeds and/or benefits that the patient may have against any other person, entity, and/or insurance 
company for reimbursement and/or payment of the medical charges incurred with all the above rights, power, and 
authority. 
Patient or Guardian Signature: X______________________________________________ Date: ____________________ 

 



Perez Chiropractic & Wellness, P.A. 
6116 N Central Expy Ste. 160 Dallas, TX 75206 

Informed Consent for Treatment 
I hereby request and consent to the performance of chiropractic procedures, various forms of physical therapy, physical examination, x-ray studies, 
and/or any clinical services that are deemed necessary in my case to be administered by the doctor and/or any support staff employed or 
contracted by this office or clinic. I understand that, as with any health care procedure, complications are possible following chiropractic 
manipulation and/or manual therapy techniques. The risks of complications due to chiropractic treatments have been labeled as “rare” and 
include, but are not limited to, muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement of symptoms, fracture, 
disc injury, stroke, dislocations, and sprains. 
I understand that Chiropractic adjustments and supportive treatment is designed to reduce and/or correct subluxations, allowing the body to 
return to improved health. It can also be used to alleviate other symptoms through a conservative approach with hopes to avoid more invasive 
procedures. I further understand that, as with all healthcare treatments, results are not guaranteed and there is no promise to cure. I hereby 
acknowledge that if I do not keep appointments as recommended to me by my treating doctor, he/she has the right to terminate responsibility for 
my care and relinquish any disability granted me within a reasonable period of time. I further understand that there are other treatment options 
available for my condition, and that I have the right to a second opinion should I have concerns as to the nature of my symptoms and/or treatment 
options. If during the course of my care my insurance company requires me to take an examination from any other doctor, I will notify this 
facility/physician immediately. I understand that failure to do so may jeopardize my care. 

 
I, ____________________________________(print) have read the above consent and I have had any opportunity to ask 
questions regarding its consent. By signing below, I agree to the above-named procedures and intend this consent to 
cover my entire course of treatment for my present condition and for any future condition(s) for which I seek treatment 
with this office.  
 
Patient or Guardian Signature: X______________________________________________ Date: ____________________ 
  


