Borio
Chiropractic
Health Center

Patient Name: File:

Standard Waiver of Liability:

I understand I am financially responsible for any charges incurred at this office, for those
patients using insurance, this would include co-pays, deductibles, and charges denied or not
covered by my insurance company.

I realize my care may be subject to pre-authorization by my insurance company, and I
accept any responsibility for charges which may not be approved. My insurance company will
review any/all documentation submitted by Borio Chiropractic for review for medical necessity,
however, final determination is based upon my insurance company's medical guidelines.
Insurance policy limitations are per individual insurance policy plans, as are co-payments, co-
insurance, deductibles, referrals, etc.

I understand this office agrees to notify me as soon as possible whether my care is
approved or denied by my insurance company. I further understand my initial visits may be
denied and this may be beyond the office's ability to notify me prior to rendering acute care,
while waiting for insurance coverage approval. These charges will be my responsibility if
denied by my insurance company.

Note: Our office does not bill secondary insurance carriers.

I understand this office will require payment from me for any services not covered by my
health insurance plan. Any payment due beyond 30 days is subject to late fees, interest at 1.5%
per month and collection agency fees. I agree to pay all collection costs associated with
collecting said debt, including, but not limited to attorney fees of 25% (twenty-five percent),
together with the costs and disbursements of the action.

Assignment of Benefits:

I hereby authorize my insurance benefits to be paid directly to Dr. Joseph Borio.

I have read this document and understand my obligations for payment for care in the
absence of insurance coverage.

Signature (Patient, or Parent/Guardian of Patient) Date

Release of Medical Records:
I give my permission for Dr. Borio to request medical information for other medical facilities
that may help the doctor to accurately assess and treat my current condition

Signature (Patient, or Parent/Guardian of Patient) Date



