Authorization For Care & Financial Obligation

Pfister Family Chiropractic LLC
205 N Main ST
Eureka, KS 67045
(620) 583-5060

I hereby authorize the Doctor to work with my condition through the use of adjustments to my spine, as
he or she deems appropriate. | clearly understand and agree that all services rendered me are charged
directly to me and that | am personally responsible for payment. | agree that | am responsible for all bills
incurred at this office. The Doctor will not be held responsible for any pre-existing medically diagnosed
conditions nor for any medical diagnosis. | also understand that if | suspend or terminate my care, any
fees for professional services rendered me will become immediately due and payable. | hereby authorize
assignment of my insurance rights and benefits (if applicable) directly to the provider for services
rendered. | understand and agree that health and accident insurance policies are an arrangement
between an insurance carrier and myself. | understand that the Doctor’s Office will prepare any necessary
reports and forms to assist me in collecting from the insurance company and that any amount authorized
to be paid directly to the Doctor’s Office will be credited to my account on receipt.

Signature Signature
(Patient or Legal Representative) (Witness)
Printed Name Date

Pfister Family Chiropractic LLC



