


I request that payment of authorized benefits be made on my behalf.  I assign
the benefits payable for services to the physician or organization furnishing
the services and authorize such physician or organization to submit a claim to
my insurance carrier or Medicare for payment if needed.  I authorize any
holder of medical or other information about me to release to me upon request
and or an insurance carrier or any agency or Health Care Financing
Administration and its agents or the Social Security Administration or any
agency, group, or person (s) for and in consideration of services rendered and
to be rendered by the above and understand payment policy of the Loechinger
Chiropractic Clinic.  If this account goes to collection, I agree to pay all
collection and attorney fees.

Our office policy for late cancellations and or no shows:

● We ask that you give us at least 24 hours notice to avoid a possible
charge.

● If you no-show for your scheduled appointment, you may be subject to a
fee being charged to your account.

● After three no-shows you will be dismissed from the practice

Our return policy for unopened Supplements and Homeopathic Medicine is
30 days from purchase. Opened supplements and homeopathic drops cannot
be returned.

PRINT NAME: ______________________________________________

SIGNATURE: _______________________________________________

DATE:______________________________________________________

(Registration -revised 2/23/23)







LOECHINGER CHIROPRACTIC CLINIC

180-A East Spring Valley Road
Dayton, Ohio 45458

937-434-8700

Consent to use PHI

Acknowledgement for Consent to Use and Disclosure of Protected Health Information

Use and Disclosure of your Protected Health Information

Your Protected Health Information will be used by Loechinger Chiropractic Clinic or may
be disclosed to others for the purposes of treatment, obtaining payment, or supporting
the day-to-day health care operations of this office.

Notice of Privacy Practices

You should review the Notice of Privacy Practices for a more complete description of
how your Protected Health Information may be used or disclosed. It describes your
rights as they concern the limited use of health information, including your demographic
information, collected from you and created or received by this office, which will be given
to you at your initial visit.

Requesting a Restriction on the Use or Disclosure of Your Information

​ You may request a restriction on the use or disclosure of your Protected Health

Information.

​ This office may or may not agree to restrict the use or disclosure of your

Protected Health Information.

​ If we agree to your request, the restriction will be binding with this office. Use or

disclosure of protected information in violation of an agreed upon restriction will

be a violation of the federal privacy standards.

Notice of Treatment in Open or Common Areas

You will have the opportunity to talk to your Doctor and Staff members in private.
However, this practice provides treatment in open areas. If you have comments you wish
to make privately please inform the Doctor or Staff and we will accommodate your
request.

Revocation of Consent

You may revoke this consent to the use and disclosure of your Protected Health
Information. You must revoke this consent in writing. Any use or disclosure that has



already occurred prior to the date on which your revocation of consent is received
will not be affected.

By my signature below I give my permission to use and disclose my health information.

Patient or Legally Authorized Individual Signature Date

Print Patient’s Full Name Time

Witness Signature Date


