RESPONSIBLE PARTY NAME

LAST:________________________________FIRST:_______________________________M.I._______

ADDRESS:________________________________CITY:_________________________ZIP:__________   

HOME PHONE:(    )_________________________CELL/WORK:(      )___________________________

SEX:    M      F                BIRTHDATE:__________________________________________AGE:_______

EMPLOYER:_________________________________________EMPLOYER PHONE:_______________

NAME OF SPOUSE:___________________________________ BIRTHDATE:_____________________

SPOUSE EMPLOYER:____________________EMPLOYER PHONE:____________________________

EMERGENCY CONTACT:___________________________________PHONE:_____________________

PATIENT NAME IF OTHER THAN RESPONSIBLE PARTY

LAST:______________________________FIRST:__________________________________M.I._______

PATIENT BIRTHDATE:________________________________AGE:____________

INSURANCE INFORMATION

INSURANCE COMPANY:_____________________________________GROUP #:__________________

INSURED NAME:_____________________________________POLICY#_________________________

FINANCIAL POLICY 

I GIVE PERMISSION TO DR. JARED C NOLZ TO ADMINISTER TREATMENT AND PERFORM SUCH GENERAL PROCEDURES AS HE MAY DEEM NECESSARY IN THE TREATMENT OF MY CONDITION.

I ASSIGN ALL INSURANCE BENEFITS DIRECTLY TO DR. JARED C. NOLZ FOR SERVICES RENDERED. I AUTHORIZE THE USE OF MY SIGNATURE ON ALL INSURANCE SUBMISSIONS. THE ABOVE NAMED DOCTOR MAY USE MY HEALTH CARE INFORMATION AND MAY DISCLOSE SUCH INFORMATION TO THEIR INSURANCE COMPANY(IES) AND THEIR AGENTS FOR THE PURPOSE OF OBTAINING PAYMENT FOR SERVICES AND DETERMINING INSURANCE BENEFITS OF THE BENEFITS PAYABLE FOR RELATED SERVICES. I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES INCURRED INCLUDING ANY UPAID BALANCE WHETHER OR NOT PAID BY INSURANCE. THE UNDERSIGNED AGREES TO PAY AND AUTHORIZES NOLZ CHIROPRACTIC CLINIC PC TO BILL THEIR ACCOUNT FINANCE CHARGES AS DESCRIBED ABOVE. IN THE EVENT IT BECOMES NECESSARY FOR NOLZ CHIROPRACTIC CLINIC PC TO INCUR COLLECTION COSTS OR INSTITUTE SUIT TO COLLECT ANY AMOUNT DUE UNDER THIS AGREEMENT. THE UNDERSIGNED PROMISES TO BE RESPONSIBLE FOR CHARGES INCURRED, TO PAY ALL ADDITIONAL COSTS, CHARGES, COLLECTION FEES AND EXPENSES, INCLUDING REASONABLE ATTORNEY’S FEES AND COSTS, IF INCURRED FOR THE COLLECTION OR OTHERWISE AND SUBMITS TO JURISDICTION AND VENUE IN LINN COUNTY, IOWA.

SIGNATURE:___________________________________________DATE:___________________________

PRINTED NAME:________________________________________

