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PRINCIPLED FAMILY CHIROPRACTOR

461 Kingsley Ave.
Orange Park, FL 32073

(904) 213-9805     Fax: (904) 213-9806

ASSIGNMENT OF INSURANCE BENEFITS AND DIRECTION TO PAY

I,
, hereby instruct and direct any insurance carrier that is providing insurance benefits on my behalf under any policy of insurance to make out a check to, and directly pay, Bracken Family Chiropractic for professional medical and rehabilitative services rendered to me. This includes a direct assignment of my rights and benefits under any such policy of insurance and may only be revoked with the express written consent of Bracken Family Chiropractic. This assignment of insurance benefits pertains to any and all professional services, including past services, provided by Bracken Family Chiropractic in relation to my health insurance and/or motor vehicle accident of ___________.

   (Date of MVA)

This assignment of insurance benefits is provided so that Bracken Family Chiropractic may attempt to collect any unpaid and overdue insurance benefits directly from the insurance carrier. This includes the assignment of any cause of action that might accrue against any such insurance carrier for its failure to pay insurance proceeds. Such assignment is given in consideration of professional medical and rehabilitative services.

I authorize any holder of insurance information about me to release such information to Bracken Family Chiropractic needed to determine the insurance benefits or to assist in the collection of payment for services. I authorize Bracken Family Chiropractic to contact the insurance company for an exact dollar amount of insurance benefits that are available under any policy of insurance that affords coverage, and to obtain any payout or check ledger reflecting insurance benefits that have been paid out on my behalf.

A copy of this agreement will be as valid as the original.

I have read and I do understand this assignment thoroughly.

______________________________________________
____________________

Patient’s Signature 



      Date









__

Signature of Legal Guardian (when patient is a minor child)
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