1781 W 9000 S West Jordan, UT 84088

Alta Vista Chiropractic

Tel: (801) 562-5600  Fax: (801) 255-7104

REGISTRATION

Patient Last Name rst Name Middlellnit
Street Address
City State Zip
Home Phone Work Phone Cell Phone
Sex M F Age Birth date Single Married Widowed Separated Divorced
Social Security # Email
How did you learn about this clinic?
Relationship to Insured Self Spouse Child Other
Condition/ lliness Related To lliness Employment Auto Other
Company Name Occupation
EMPLOYER Address Phone Full-time Part-time
City State Zip Years Employed
Name
POLICY First Name Middle Initial Last Name
HOLDER Birth date / /
INFORMATION | Employer Name
PATIENT Please list any and all insurance and/or emplogedéthcare plan coverage you or your spouse mag hav
INSURANCE Insurance Company or Health Care Plan Name
INFORMATION | Policy/Group #: Effective Date:
Name of Insured: ID #:
Please list any and all coinsurance and/or emplbgaéth care plan coverage you or your spouse @eag h
SECONDARY Insurance Company or Health Care Plan Name
INSURANCE Policy/Group #: Effective Date:
INFORMATION | Name of Insured: ID #:
Insured’s Date of Birth: / /
Areyour present symptomsor conditionsrelated to or the result of an auto accident, work-related injury
or other personal injury someone else might belegally liablefor? Yes No Your Initials:
MEDICAL If you answered yes, please fill out accident djeftirm, available at the front desk.
AND LEGAL Pregnant Yes No Pacemaker Yes No Family Physician
INFORMATION [ Person to contact in emergency (Name and Phone #)
Attorney Telephone:
Address
LEGAL ASSIGNMENT OF BENEFITSAND RELEASE OF MEDICAL AND PLAN DOCUMENTS

In considering the amount of medical expensebé incurred, |, the undersigned, have insuramc#oa employeg
health care benefits coverage with the above cagdipand hereby assign and convey directly to ¥ista Chiropractic
all medical benefits and/or insurance reimbursemiérany, otherwise payable to me for services ezad from such
doctor and clinic. | understand that | am finargiaésponsible for all charges regardless of amiegble insurance o
benefit payments. | hereby authorize the doctoelease all medical information necessary to ptes claim. | hereby
authorize any plan administrator or fiduciary, irsuand my attorney to release to such doctor énit @any and all plan
documents, insurance policy and/or settlement imédion upon written request from such doctor andicin order to

PATIENT claim such medical benefits, reimbursement or gplieable remedies. | authorize the use of thimaiure on all my
AGREEMENT insurance and/or employee health benefits clairmisgions.

| hereby convey to the above named doctor déinit ¢o the full extent permissible under the lawd under the an
applicable insurance policies and/or employee hezdte plan any claim, chose in action, or othghtri may have td
such insurance and/or employee health care bemefitsrage under any applicable insurance poliaiegoa employeg
health care plan with respect to medical expensasried as a result of the medical services | vecefrom the above
named doctor and clinic and to the extent permissimder the law to claim such medical benefitsumnce)
reimbursement and any applicable remedies. Fyriheesponse to any reasonable request for cotqerd agree to|
cooperate with such doctor and clinic in any attesngy such doctor and clinic to pursue such claingse in action o
right against my insurers and/or employee health ptan, including, if necessary, bring suit witick doctor and clinig
against such insurers and/or employee health ¢aneip my name but at such doctor and clinic's agps.

Should this assignment be prohibited in paihaxhole under any anti-assignment provision ofpolicy/plan, pleasq
advise and disclose to my provider in writing suatti-assignment provision within 30 days upon necef my
assignment, otherwise this assignment should s®nedly expected to be effective and such antgassént is waived.

This assignment will remain in effect until o&ed by me in writing. A photocopy of this assigminis to be considere
as valid as the original. | have read and fullgenstand this agreement.

Signature of Insured / Guardian Date




