FINANCIAL AGREEMENT

ADDITIONAL DISCLOSURE AUTHORITY

In addition to the allowable disclosures listed above, | herby specifically authorize disclosure of my
protected healthcare information to the person(s) indicated below.

Name and relation

Designated Primary Care Physician name *(Vet)

MCH w/ EC *(by Dr. Gates) Representative Date
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*GatesChiropractic MCH w/ Equine,Canine PATIENT INFORMATION
Please keep MCH w/ EC informed of any changes to personal information or health issues as they arise.



