
Most patients that come to our office have one of two objectives in mind concerning their health 
care. Some patients come for symptomatic relief of pain or discomf_ort (Relief Care). Others are 
interested in having the cause of the problem as well es the symptoms corrected and relieved 
(Corrective Care). Your doctor will weigh your needs and desires when recommending your 
treatment program. 

Please check the type of care desired so that we may be guided by your wishes whenever possible. 

( ) Relief Care [ ) Corrective Care 

Date 

( ] Check here ii you want the Doctor to 
select the type of care appropriate for 
your condition. 

Patient's Signature 

If this is en accident-related injury, please fill out the Accident Form. Thank You! 

Relief Care 

Relief Care is that care necessary to get rid 
of your symptoms or pain, but not the cause of it. 
It is the same as drying a floor that was getting wet 
from a leak, but not fixing the leak. 

Corrective Care 

Corrective care differs from relief care In 
that its goal is to get rid of the symptoms or 
pain while correcting the cause of the 
problem. Corrective care varies in length 
of time, but is more tasting 

I understand and agree that tne health and accident insurance policies are an arrangement between an insurance carrier 
and myself. Furthermore, I understand that the doctor's office will prepare any necessary report$ and forms to assist me 
in maklr« coUec1ion rrom the Insurance company and 1hat any amount authorized to be paid directly to the doctors offiea 
wl1l be credited to my account on receipt. However, I clearly u ndorstana and agroe that au sorvlces rendered to me are 
charged dircclly to me and that I am personally respon&lbte for payment. I also understand that II I suspend or terminate, 
any fees for prore.ssional services rendered to me wiU be Immediately due and payable. 

I horot>y aulhorliod tne doctor 10 treat my condition as hG or s·he dooms approprlaie. n is undorstood and ogroed the 
amount paid tho doetorfor x•r&ys is for oxamination only and the X•rey negatives will remain tho property of chis office, 
being on file where they maybe seen atanytimewllile e patient ol thisotfiee. The patien1 also eg,ees that he/she is 
responsible ror ell bills incurred at this office. 

PotlentsSignoture__ ____ ____ _____ D010 __ 
Consenttotreatamioor ___________________ Date ________ _ 
Guorolan or Spouse's 
Signature 01 Authorizing Care _____________________ Dale ________ _ 
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