FLORIDA CHIROPRACTIC CLINICS, INC.
5290 Seminole Blvd. Ste. A & B
St. Petersburg, Fl. 33708
Ph: (727) 398 - 2988 / Fax: (727) 398 - 5025

POWER OF ATTORNEY AND MEDICAL RELEASE
POWER OF ATTORNEY TO ENDORSE CHECKS AND/OR TO SIGN ANY PIECE OF PAPER WHICH WILL
ENHANCE OR EXPEDITE PAYMENT TO PROVIDER FOR SERVICES RENDERED, INCLUDING BUT NOT LIMITED
TO A RELEASE OF MEDICAL RECORDS AND ASSIGNMENT OF BENEFITS/AUTHORIZATION TO PAY.
Know by all these present that: The undersigned has made, constituted and appointed, and by these presents does hereby make,
constitute and appoint FLORIDA CHIROPRACTIC CLINICS, INC and any of it’s duly authorized agents and employees as and
to be the undersigned’s true and lawful attorney for and in the undersigned’s name, place and stead to endorse any and all checks,
drafts, money orders which are made payable to the undersigned alone or to the undersigned and the said FLORIDA
CHIROPRACTIC CLINICS, INC. which checks, drafts or money orders are made payable for services which have been made by
FLORIDA CHIROPRACTIC CLINICS, INC. at the request or with the knowledge and approval of the undersigned and /or the
maker of the check, draft, or money order.
Furthermore, the undersigned allows FLORIDA CHIROPRACTIC CLINICS, INC. or any of it’s agents to sign any paper that will
be necessary to enhance, expedite, and /or allow payment to said provider. This may include affidavits of non-ownership of vehicles,
insurance forms and other statements.
The undersigned by these presents does give and grant the said FLORIDA CHIROPRACTIC CLINICS, INC. as attorney the full
power and authority to do and perform all and every act whatsoever requisite and necessary to be done in and about the premises as
fully to all intents and purposes as the undersigned might or could do to personally present insofar as the endorsing and cashing of said
checks are concerned as well as any other document.

MEDICAL RELEASE
A photocopy of this document shall be sufficient to authorize any person having records of medical treatment, services, or supplies
pertaining to me to release true copies of same to FLORIDA CHIROPRACTIC CLINICS, INC. or any insurer providing coverage
to me in connection with the processing of any claim for benefits made by me or by the assignee herein. A photocopy of this
document shall be as binding as an original signature page.
The undersigned does hereby ratify and confirm any and all actions taken by the said attorney in accordance with this special power
and which the said attorney shall do or cause to be done by virtue of these presents.

ASSIGNMENT OF BENEFITS
I, _________________________________________ Hereby authorize ______________________________________
(Name of Insured/Patient)
(Name of Insurance Carrier)
to make medical benefits payments otherwise payable to me for services rendered by FLORIDA CHIROPRACTIC CLINICS,
INC. but not to exceed the charges of those services, payable to mailed directly to:

FLORIDA CHIROPRACTIC CLINICS, INC.
5290 Seminole Blvd. Ste. A & B
Seminole, Fl. 33708
Furthermore, I hereby IRREVOCABLY ASSIGN to FLORIDA CHIROPRACTIC CLINICS, INC. the rights and benefits under
any policy of insurance, indemnity agreement, or any other collateral source as defined in Florida Statues for any service and or
charges provided by FLORIDA CHIROPRACTIC CLINICS, INC..
IN WITNESS WHEREOF the undersigned have hereunto set their hands, this _________ day of _______________, 200___.

______________________________________________________
PATIENT’S SIGNATURE

___________________________________________
PATIENT’S NAME ( PLEASE PRINT)

INSURANCE POLICIES AND GUIDELINES

The purpose of this letter is to let you know how our office works in the handling of your
insurance claims. We do this to eliminate any questions, and to inform you of all of our policies
in advance to better enable us to serve your health care needs effectively. In this way, policies
can be followed as intended.
We itemize all of our procedures. The reason for this is to let the insurance company
personnel know exactly what was done on each of your visits, what was not done, and why. In
reporting to insurance companies, we are responsible to them on your behalf to accurately inform
them as to your condition, status, complications, exacerbations, unusual circumstances, etc....,
that would affect your recovery and journey to your optimal health. We are responsible for
letting them know how long we anticipate your care will be , to what frequency. All of this
involves a tremendous amount of staff and professional time and expense. However, we do this
as a courtesy service to you: it lessens the burden of having to communicate with the insurance
company, it lessens the responsibility and threat regarding when insurance will no longer cover
your care, and it makes care a far easier process. All we ask is your cooperation. Our usual
procedures and their costs are listed separately, and a copy can be provided when asked.
Because we itemize and document every procedure in accordance with the insurance
protocol rather than just describe what is being done as an “office visit”, the charges per visit may
vary in costs, especially when multiple services are rendered. For various reasons, we know
that there are a lot of charges that will not be paid, such as maximum dollar amount, limits per
visits, procedures that the policy does not cover or deem as medically necessary, etc; We expect
to receive denials on claims, as it is the nature of the insurance industry. However, we are still
going to bill for everything we do, whether we get paid back or not, so that we can adequately
document and communicate our visit procedures with these companies.
Different insurance companies cover different procedures and in different amounts.
Some companies pay 100%, some pay 60%. Some patients under their policy will have $0
deductible and some will have a $1000 deductible. We only make you aware of this as you may
see multiple patients paying different amounts for their care.
WE ACCEPT ALL PATIENTS REGARDLESS OF THEIR CONDITIONS OR
FINANCIAL ABILITY TO PAY! This policy allows us to care for all people based on THEIR
needs.
We do want you to know that you will be held responsible for your DEDUCTIBLE and a dollar
amount toward your patient portion of the balance. If you have a special financial situation that
makes it difficult or impossible for you to meet this requirement, simply speak with the Doctor or
the FRONT DESK MANAGER and arrangements in some form will be made so you can receive
the care you need at a fee you can afford.

_______________________
Printed Name

_________________________
Signature

______
Date

FLORIDA CHIROPRACTIC
CLINICS
PATIENT AND DOCTOR AGREEMENT
When a patient seeks chiropractic health care and we accept a patient for such care, it is
essential for both parties to be working towards the same objective.
Chiropractic has only one goal. It is important that each patient understand both the
objective and the method that we will be using to attain it. This will prevent any
confusion or disappointment.
ADJUSTMENT: An adjustment is the specific application of forces to facilitate the
body’s correction of the vertebral subluxation. Our chiropractic method of correction is
by specific adjustments to the spine.
HEALTH: A state of optimal physical, mental, and social well-being, not merely the
absence of disease or infirmity.
VERTEBRAL SUBLUXATION: A misalignment of one or more of the 24 vertebra in
the spinal column which causes alteration of nerve function and interference to the
transmission of mental impulses, resulting in a lessening of the body’s innate ability to
express it’s maximum health potential.
We do not offer to diagnose or treat any disease or condition other than to correct
vertebral subluxations. However, if during the course of a chiropractic spinal
examination, we encounter non-chiropractic or unusual findings, we will advise you. If
you desire advice, diagnosis, or treatment for those findings, we will recommend that you
seek the services of a health care provider who specializes in that area.
Regardless of what the disease is called, we do not offer to treat it. Nor do we offer
advise regarding treatment prescribed by others. OUR ONLY PRACTICE OBJECTIVE
is to eliminate a major interference to the expression of the body’s innate wisdom. Our
only method to achieve this is specific chiropractic adjustments to correct vertebral
subluxations.

I, ___________________ have read and fully understand the above statements.

ACKNOWLEDGEMENT OF RECEIPT
OF
NOTICE OF PRIVACY PRACTICES

I acknowledge that I was provided a copy, or had the opportunity to
read, the NOTICE OF PRIVACY PRACTICES (located in the waiting
room) and that I have read them or declined the opportunity to read them
and understand the NOTICE OF PRIVACY PRACTICES. I understand that
this form will be placed in my patient chart and maintained for six years.

__________________________________
Patient Name (please print)

_____________
Date

_______________________________________________
Parent, Guardian or Patient’s legal representative

__________________________________
Signature

THIS FORM WILL BE PLACED IN THE PATIENT’S CHART AND
MAINTAINED FOR SIX YEARS.

