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PERSONAL INJURY ACKNOWLEDGEMENT

X do hereby acknowledge that I am receiving (or am about te receive)
health care serviees at the Stow-Kent Chirepractic Clinie, Inc. due to a
personal injury.

X understand that I am responsible to provide the clinje with a copy of
my automobile insurance eard, the third party insaranee information,
and the name/ address of my attorney, if need be.

I anderstand that Stow-Kent Chiropractie Clinie, Ine. does not aecept
assignment; therefore, payment must be made on a enxrent basis, If
there is a third party insurance company involved and they refuse to
proticet my bill by placing the elinic’s name on the settlement cheek,
then my bill will be submitted to my antomobile insnrance company or
X will pay for services rendered per visit. I am aware that if Stow-
Kent Chiropractie Clinie, Inc. bills my antomobile insurance or I pay
for services rendered per visit, that the third party insurance company
would reimburse my insarance company or myself npon settlement of
this claim. :

I understand and agree with the above conditions. X also agree and
understand that there will be a $5.00 missed appointment fee shonld I
fail to call and cancel an appointment. This fee is due and payable on
my next scheduled visit.

Daied the day of + 20

Patient’s Signatare




