STOW-KENT CHIROPRACTIC, INC.
DR. MICHAEL A. SHIMMEL D.C.
2991 GRAHAM RD.
STOW, OHIO 44224
330-686-1333

NAME: ______________________________________DATE:____________________ 

I hereby state that the condition I am being treated for at Stow-Kent Chiropractic Clinic is not the result of any type of accident, sickness, or work-related injury that another party is liable for: 

__________________________________               _______/________/________ 

Signature of policy holder                                         Date 

__________________________________                _______/________/________ 

Signature of claimant, if other than policy holder       Date 

__________________________________                 _______/________/________ 

Signature Witness                                                        Date 

AUTHORIZATION TO RELEASE INFORMATION 
I hereby authorize the physicians at Stow-Kent Chiropractic Clinic to release any 

Information acquired in the course of my examination or treatment. 

______________________________________________________________________ 
Signature 

AUTHORIZATION TO PAY PHYSICIAN 
I hereby authorize payment directly to the physicians at Stow-Kent Chiropractic Clinic 

for all chiropractic and/or medical benefits. I understand that I am financially responsible 

for the charges not covered by this authorization. 

______________________________________________________________________
Signature
