CONSENT TO TREATMENT

RELEASE OF INFORMATION

RESPONSIBILITY FOR PAYMENT

Consent to Treatment


I authorize Dr. Tina Nagle to perform chiropractic adjustments, treatments and procedures upon

                                                           (patient's name).  I further consent to consulting services and diagnostic procedures rendered in conjunction with the adjustments, treatments and procedures.

Release of Information


Dr. Tina Nagle may disclose information from the patient's records to doctors, hospitals or others for continuous care and to any third party who requires that information in order to fulfill an obligation benefiting the patient.

Responsibility for payment


I acknowledge my responsibility to and agree to pay in full for the professional services rendered.  I understand that if the doctor may bill my health insurer for the services, such billing does not relieve me of my responsibility to pay for the services.


I have read and reviewed that information herein and represent that the same is true, correct and complete.  I understand that the doctor is relying upon the information in rendering treatment.

Dated                                         Signed                                                                      

