








Breen Chiropractic Center, P.C.
Robert W. Breen, D.C.

Authorization & Assignment

      I authorize Robert W. Breen, D.C. to release any information deemed appropriate 
concerning my physical condition to any insurance company, attorney, or adjuster in order to 
process any claim for reimbursement of charges incurred by me.  I authorize the direct payment 
to you of sum I now or hereafter owe you by my attorney out of the proceeds of any settlement 
of my case, and by any insurance company obligated to make payment to me or you based in 
whole or in part upon the charges made for your services.  I understand that whatever amounts 
you do not collect from insurance proceeds (whether it is all or part of what is due) I personally 
owe you.  Our Notice of Privacy Practices provides detailed information about how we may use 
and disclose this protected health information & is available by request for review.  You have a 
legal right to review our Notices of Privacy Practices before you sign this consent, and we 
encourage you to read it in full.  I, the undersigned do hereby appoint Robert W. Breen, D.C. 
authority necessary to endorse and cash my checks, drafts or money orders which are payable 
to the undersigned or as co-payee with this clinic when said payments are due to services 
rendered on behalf of the undersigned by this clinic.

      I understand and agree that health and accident insurance policies are an agreement 
between an insurance carrier and me.  I clearly understand and agree that all services rendered
me are charges to me and that I am personally responsible for payment.  I also understand that 
if I suspend or terminate my care and treatment, any fees for professional services rendered me
will be immediately due and payable.  I will be responsible for any costs of collection, attorney’s 
fee or court costs required to collect any monies owed.

Patient or Guardian 
signature:______________________________________Date:_________________

Informed Consent

      I hereby authorize the physician and staff at the offices of Dr. Robert W. Breen, D.C. to 
treat my condition as deemed appropriate.  The doctor will not be held responsible for any pre-
existing medically diagnosed conditions.  I certify that the information provided in this paperwork
is correct to the best of my knowledge.  I will not hold my doctor or any staff member of the 
offices of Dr. Robert W, Breen, D.C. responsible for any errors or omissions that I may have 
made in the completion of this form.  Chiropractic is a system of health care delivery and 
therefore, as with any health care delivery system, we cannot promise a cure for any symptom, 
condition or disease as a result of treatment in this office.  An attempt to provide you with the 
very best care is our goal, and if the results are not acceptable, we will refer you to another 
provider who we feel can further assist you.

Patient or Guardian 
signature:______________________________________Date:_________________






	1stPageNewPtForm
	2ndPageNewPtForm
	3rdPageNewPtForm
	4thPageNewPtForm
	5th Page WarrenAuth&Assign(HIPAA)
	6thPageNewPtForm
	NewPatientForms

