CADE. Healthh & Wellness Center

Erik Heyliger, DC, DAAMLP, CSCS 810 BEDFORD ST. Ste# 1 -
Chiropractic Physician/Strength & Conditioning Specialist STAMFORD, CT 06901
CT Lic# 1807/ Tax ID # 27-2431950 {203) 295-3484

FAX (203) 295-3484

~

RECORD RELEASE AUTHORIZATION

NAME

ADDRESS

PHONE O H

SS# - - D.O.B. ! ]

I HEREBY authorize the attending doctor to release any information concerning my
examination or treatment.

PATIENT SIGNATURE

Attorney Name/ Address

Insurance Company Name/Address

__Male Patient’s Relationship to Insured

__Female __ Self __Spouse __Child Other

Was condition related to:

Patient’s employment __Yes __No

Auto accident __Yes _ No

Policy Holder or Employer

Insured SS#

POLICY NO. ___ CLAIM NO.

Has patient ever had same __Yes __No Dates of Disability __ Total __Partial
or similar symptoms? From___ Through

Return to work date

DIAGNOSIS: (ICD-9CM) NEW DIAGNOSIS UPDATE
1. 3.

2., 4.
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9. Wereyouths: Cdrivar £ passenger 3 pedesisian

:;13. ¥ pascenger, wersvotinthet 3 fenksast O righ rear seat 0 fefe rear seat

11, What wes the westher st thetime ocfthesediden? T dy Qwst Qiy

x 12. Ditf any other part of your bady hit the Interior of Hie vehicde? CYss dNe

¢ 13, Immadistely after the secident wera your O3 constious Oidezed I unconscious

{ 34 Wers you wearng & Ssatbal? G Yes G No

Did you braceyourseiff 8 Yes T No

15, What parifs ofyour body was infureg?

{16 Dyos oo tmbospial? DYes QMo Viich hospralk
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Poctor’s Lien
To: Attorney / Insurance Carrier " Daoctor

- Dr. Erik Hevliger

Chirgoracior

810 Bedfard'.St, Suiig 1

Stamford, CT 06901

(203)295-3484

Re: Patient Records and Doctor's Lien

=y

1 do hereby authorize the above doctor to furnish you, my attorney / insurance carrier, witha full report
of his/her case history, examination, diagnosis, treatment, and prognosis of myself in regard to my
accident/ iliness which occurred/ began on

_ therebygive aliento said doctor on my portion of the proceeds of any setilement, claim, judgment, or
verdict as a result of said accident/illness, and authorize and direct you, my atforney insurance carrier,
to pay directly to said doctor such sums from my portion of the case proceeds as may be due and owing
him/her for service rengered 1o me, and to withhold such sums from such settlement, claim, judgment,
or verdict as may be necessary to protect said doctor adequately.

I fully understand that1am directly and fully responsible to said doctor for all chiropractic bills
submiited by him/her for services rendered me, and that this agreement is made solely for sa;d doctor's
. additional protection and in consideration of his/her awaiting payment. 1further understand that such
payment is not contingant on any settiement, claim, judgment, or verdict by which | may eventually
recover said fee.

Dated: Patient’s signature:

Patient’'s Name:

The undersigned, being attorney of record or authorized representative of insurance carrier for the
above patient, does heraby acknowledge receipt of the above lien, and does not agree o hohor the
same ‘o protect adequately said above named doctor.

Dated: Authorized Signature:

NOTICE: Please date, sign, and return one copy to doctor’s office at once. Keep one copy for your
records. Reply envelope attached.



