


do not diagnose illnesses or prescribe medical or pharmaceutical treatment. It is my choice to receive massage therapy and 
I have provided accurate information concerning all past and current health conditions. I further agree to report any 
changes in my health should they arise.  
I have read the above policy of Genesis Chiropractic and fully  
understand that I am responsible for the payment of my account.      Initial________________ 

Right of Refusal 
We reserve the right to refuse service to anyone at any time without explanation. 

Notice of Privacy Practices Acknowledgement (HIPAA) 
We keep a record of the health care services we provide to you. You may ask to see and copy those records. You may ask 
to correct those records. We will not disclose your records to others unless you direct us do so or unless the law authorizes 
or requires us to do so. You may also see your records or get more information by contacting a Genesis Chiropractic staff 
member. Our Notice of Privacy Practices describes in more detail how your health information may be used and disclosed 
and how you can access your information. A copy of said Notice is available upon request.  

Authorization to Bill Insurance  
In consideration of your undertaking to care for me, I agree to the following: 
1. You are authorized to release any information you deem appropriate to any insurance company, attorney, or

adjuster to process any claim for reimbursement of charges incurred.
2. I authorize the direct payment to you of any sum I now or hereafter owe you, by my attorney, out of the proceeds

of any settlement and/or 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.

3. In the event any insurance company obligated by contractual agreement to make payments to me or to you for
services rendered refuses to make such payment upon demand by you, I hereby assign and transfer to you the
cause of action that exists in my favor against any such insurance company and authorize you to prosecute said
action in my name as you see fit and further authorize you to compromise, settle or otherwise resolve said claim
as you seem fit. I understand that whatever amounts not collected by the insurance company’s proceeds, whether
it is all or part of what is due, I personally owe and agree to pay you.

4. In addition to the above, I hereby waive the statute of limitations on collection and/or recovery in the State of
Washington.

5. I further agree that this Authorization and Assignment is irrevocable and ongoing until all monies owed are paid
in full.

6. This Authorization will be in continual effect until revoked by both parties.

Consent for Electronic Communications (Text/Email) 
I authorize Genesis Chiropractic Rehabilitation NW to communicate with me via text message and/or email for 
appointment reminders, billing, or treatment information. I understand that while reasonable safeguards are used, 
electronic communications may not be fully secure.  

I have read and I understand the above content including the payment policy, cancellation policy, massage therapy 
notice, right of refusal, notice of privacy practices, authorization to bill insurance, and consent for electronic 
communication. I agree to comply with all that is stated above. 

_______________________________________ 
Patient Name (printed)  

_______________________________________ _________________________ 
Patient Signature (if minor, parent or guardian) Date 














