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Consent for Disclosure of Information/Emergency Contact

I, ___________________________________________, give my consent for information regarding my 
                                  

                                      Patient Name

care at Tigges Chiropractic and Wellness to be disclosed to the following person/people. 

(We need at least one name for emergency purposes. Please initial the items you wish disclosed.)

Name__________________________________ Relationship ________
Phone __________________

Address ____________________________________________________________________________

Billing _______      Medical _______      Emergency Medical ________

                  Please initial
                Please initial


      Please initial


        
Name__________________________________ Relationship ________
Phone __________________

Address ____________________________________________________________________________

Billing _______      Medical _______      Emergency Medical ________

            Please initial
                Please initial


      Please initial                                                           


This authorization will remain in effect for the duration of my treatment in this office, until I revoke this authorization in writing, or until I complete a new authorization in this office.

_______________________________________
Date _____________     Date of Birth __________

                                   Patient or guardian signature

Witness ________________________________      Date _____________

Billing-balance, explanation of bills, insurance information, and payment arrangements only

Medical-diagnosis, treatment plan, what services have been performed, etc.

Emergency Medical-contact in case of medical emergency, disclose related essential medical information only

