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Succasunna Chiropractic and Spine Rehab 
Dr. Ralph Lindel 

 

2023 PATIENT INSURANCE/HIPAA FORM 
 

 

Name: ____________________________________ 

Primary Medical Doctor:  ______________________         

Insurance Co: _______________________________    ID#   __________________________________ 

Policyholder Name:  __________________________    Date of Birth: ___________________________ 

Relationship to patient:  ______________________ 

 

If we are submitting insurance forms on your behalf, please provide us with a 
new copy of your insurance card as well as photo ID such as, driver’s license, 
student ID or work ID.   
 
Your insurance policy is a contract between you and your insurance carrier. 
Please contact your insurance company with any questions regarding your 
benefits.  You are responsible to pay any deductibles, copayments or co-
insurance required at the time services are rendered.   
 
 
 

HIPAA-Health Information Portability Accountability Act 
 

I authorize Succasunna Chiropractic and Spine Rehab and, Dr. Ralph Lindel, and/or any other covering provider 
and/or staff member to act on my behalf in regards to claims processing or payment activities as it relates to 
services rendered in our office.  I also authorize the use of my name as it relates to Recalls, Newsletters, 
Mailings and/or Patient Referral Board.  I also authorize any messages relating to the above to be left on 
voicemail or email address provided below.    
 
Phone # to leave messages:  _______________________   email  address: ______________________ 

Patient Signature :  ______________________________ Date: _______________________________ 

 

 



 

AUTHORIZATION TO TREAT AND EXAMINE 

I hereby authorize Dr. Lindel at Succasunna Chiropractic and Spine Rehab to examine and treat me (or my 
child) as he determines appropriate through the use of chiropractic manipulation of the spine, contiguous 
structure and adjunctive therapy. The doctors will not be held responsible for any pre-existing medically 
diagnosed conditions, nor for any medical diagnosis 
 

Patient's Name (print) _________________________ 

____________________________________________    Date: ________________ 
Patient's Signature /Parent or Guardian  

 
RECORDS RELEASE 

To: Succasunna Chiropractic and Spine Rehab 
223 Route 10 East 

Succasunna, NJ 07876 
I hereby authorize Dr. Lindel at Succasunna Chiropractic and Spine Rehab to obtain x rays, medical records 
and/or other medical information pertinent to any diagnosis and treatment relating to myself.  
 

Patient's Name (print) ________________________________________ 

Patient's Signature/Parent or Guardian __________________________   Date _____________ 

 

ASSIGNMENT OF BENEFITS TO OUR OFFICE 
 

I hereby request (insurance company name) _____________________ to make Direct Payment to Dr. Lindel 
at Succasunna Chiropractic and Spine Rehab at 223 Route 10 East, Succasunna, NJ 07876.  
 

I authorize the reimbursement from my insurance company to Dr. Lindel and/or covering doctor based on 
any benefits due me under a contract I have with my medical insurance, personal injury and/or workman's 
compensation.  
 

I am herein noticed that an insurance company based on its own policies and guidelines may make 
determinations of medical necessity different from the doctors at Succasunna Chiropractic and Spine Rehab. 
I acknowledge that I have been noticed that the insurance company may not fully reimburse for my 
chiropractic care regardless of the doctors participation in these plans. I agree to be personally responsible 
for payment of any services rendered to me or my child by Dr. Lindel at Succasunna Chiropractic and Spine 
Rehab that are not reimbursed by my insurance company.  
 

I authorize Dr. Lindel to release any information pertinent to my care at Succasunna Chiropractic and Spine 
Rehab to any insurance company, utilization company or attorney that may request records.  
 

Patient's Name (print) ________________________________  

 Patient's Signature __________________________________    Date _________________ 


