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 discomfort (Relief Care). Others are
interested in having the cause of the problem as well as 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 [|:|] Check here if you want the Doctor to
select the type of care sppropriate for
your condition,

Date Patient’s Signature

If this is an accident-related injuty, please fill out the Accident Fbrm Thank You!

Relief Care  Corrective Care
Relief Care is that care necessary to get rid Corrective care differs from relief care in
of your symptoms or pain, but not the cause of it. thatits goal is to get rid of the symptoms or
It is the same as drying a floor that was gettingwet | | Pain while correcting the cause of the
from a leak, but not fixing the leak. problem. Corrective care varies in tength
of time, butis more lasting

) understand and agreethat the health and accident insuranca policles are an arrangement between aninsurance camier
and mysetf. Furthermore, lunderstandthat the doctor's office will prepare any necessaryreports and fofms to assist me
in making callection from the indurance comperry and that arry amount authorized to be paid directly to the doctor’s office
will De credited to my account on receipt. However, | clesrly understand and agree that atl services rendered to me are
charged diroctly to me and that | am porsonally responsible for payment. | atso understandthat if | suspend or terminate,
any feesfor professional sefvices rendered to me will be immediately due and payable.

| horgby authorizad the doctor to treat my condition as he or she doams appropriate. It is undorstood and agreed the
amount paid the doctor for x-fays i for oxamination only and the x-ray negatives will remain the property of this office,
being on file where they may be seen al any time while 8 patient of this office. The patient also agsees that he/she is
responsible for all bills incurred at this offico.

Patients Signature_ Date
Consent to ueat  minor _ Date
Guoardlan or Spouse’s

Signature of Authorizing Care Date
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