AUTHENTIC
LIVING
CEENIDE

Dr. Theresa M. Pigott

Holistic Chiropractor
Shamanic Practitioner
End-of-Life Doula

Today's Date:
Name: Home Phone: Cell Phone:
Address: City: State: Zip:
E-mail Address: Date of Birth: / /

mm dd yyyy

Male: D Female: D Marital Status: Number of Children:
Employer: Employers Address:
Work Phone: Can we contact you at work? Occupation:
Spouse’s Name: Date of Birth: / /

mm dd yyyy

Spouse’s Employer: Address:

How did you hear about us?

Is this the result of an auto accident? [ ] Yes [ INo  Work Related? [Nes [] No An accidental injury? [ JYes [[INo

Have you ever had chiropractic care? [ ves [ No Date of last care:

_ A fee of $25 will be charged for missed or cancelled appointment when we do not receive
(tnitial) 24 hours’ notice.

(Please be sure to read and sign back of form.)

570 Kirts Blvd * Suite 233 * Troy, Ml 48084 < 248-822-9253

www.Authentic-Living-Center.com * drtpigott@hotmail.com



Authorization and Assignment

AUTHORIZATION TO RELEASE INFORMATION: | authorize you to release any information you deem appropriate concerning

(Initial) my physical condition to any insurance company, attorney, or adjuster, in order to process any claim for reimbursement of
charges incurred by me because of professional services rendered by you, and | hereby release you of any consequences
thereof.

ASSIGNMENT OF PAYMENT: My attorney and/or insurance company are hereby requested to pay direct to the Authentic
(Initial) |iving Center, any monies due on my account, the same to be deducted from any settlement made on my behalf. Further,

| agree to pay the difference, if any, between the total amount of charges and the amount paid by the attorney and/or

insurance company. It is further understood that I, the undersigned, agree to pay the full amount of charges, should my

condition be such that it is not covered by my policy or if for any reason the insurance company and/or attorney refuses to

pay my claim.

MEDICARE ASSIGNMENT: | authorize any holder of medical or other information about me to be released to the Social
(Initial) Security Administration and Health Care Financing Administration or its’ intermediaries or carriers of any information
needed for this or a related Medicare claim. | permit a copy of this authorization to be used in place of the original and
request payment of medical insurance benefits either to myself or to the party who accepts assignment below.

CONSENT TO CARE FOR MINOR CHILD: | hereby authorize the attending doctor or a designated qualified associate to
(Initial) 3dminister chiropractic care, as deemed necessary to (name):

Son Daughter Other

Pregnancy Release - Female Patients Only

This is to certify that, to the best of my knowledge, | am not pregnant, and the attending chiropractor has my permission
to perform an x-ray evaluation. | have been advised that x-rays can be hazardous to an unborn child.

Date of last menstrual period:

Signature: Date:

Acknowledgment and Understanding

| hereby acknowledge that | am receiving health care services at the Authentic Living Center. | acknowledge that | have been
advised that the doctor providing the services is willing to wait for payment for these services, provided there continues to be
a reasonable chance that payment will be made either by the insurance proceeds or out of the settlement of a liability case.

While the Authentic Living Center is primarily a cash practice, | understand that there are times when an insurance company
my be involved, such as services provided due to an automobile accident, or a Medicare-related fall.

| understand that if it is determined either:
a) there is no insurance company obligated to pay for the services, or if the insurance company involved refuses to
acknowledge an assignment to the doctor, or make other provision for the protection of the interest of the doctor,
or
b) if a liability claim exists and my attorney refuses to agree to protect the interest of the doctor, or if | have not engaged
the services of an attorney;
then payment of services rendered by chiropractors at the Authentic Living Center will be made on a current basis and my bill
paid in full as soon as my liability claim is settled or the passage of three months from my last treatment, whichever occurs
first.

[1 1 grant permission to be contacted by Authentic Living Center by email.

[ | grant permission to be contacted by Authentic Living Center by text.

Signature (Parent or guardian) Date



