


I hereby acknowledge that I am receiving (or am about to receive) healthcare services at Katy Elite Chiropractic and that I have 
been advised that the doctor(s) providing the services is (are) willing to wait for payment for these services,provided that there 
continues to be reasonable certainty that payment will be made either by insurance proceeds or out of the settlement of liability.

I understand that if it is determined either:
1. That there is no insurance company obligated to pay for these services, or if the insurance company involved refuses to 
acknowledge an assignment to the doctor(s) or make other provisions for the protection of the interest of the doctor(s); or

2. If a liability claim exists, and my attorney refuses to agree to protect the interest of the doctor(s), or I have not engaged in the 2. If a liability claim exists, and my attorney refuses to agree to protect the interest of the doctor(s), or I have not engaged in the 
services of an attorney, then payment for services rendered by the doctor(s) at Katy Elite Chiropractic, will be made by me on a 
current basis and my bill will be paid in full as soon as my liability claim is settled or the passage of three months from my last 
treatment, whichever comes first.

In the event that a settlement pays less than 100% of the invoiced amount from the Katy Elite Chiropractic due to a diminished In the event that a settlement pays less than 100% of the invoiced amount from the Katy Elite Chiropractic due to a diminished 
fee being offered by my attorney at any point, I am responsible for the balance owed to the SKaty Elite Chiropractic, and 
arrangements for payment will be made accordingly in no less than thirty days.

Dated the _______________________ day of _______________________, 20______.

Patient’s Name _________________________________________________________

Patient’s Signature ______________________________________________________

Witness _______________________________________________________________

Patient Name:____________________________________  Date:______________



Patient Name:____________________________________  Date:______________



□ I work in pain because I have bills to pay
□ I can’t take time off because I would lose my job
□ I keep working so I don’t lose status at company
□ My business would fail if I took time off
□ I believe in working even when I’m in pain
□ I feel obligated to work even though I’m in pain
□ My business would lose money if I took time o□ My business would lose money if I took time off
□ My work is not as good as it was before accident
□ My boss reprimanded me for poor performance
□ I got a different job within the same company
□ I got a different job in another company
□ I make less money than before the accident
□ I cannot do the same work/job as before accident
□ I can’t concentrate as well at work□ I can’t concentrate as well at work
□ I take paid time off to go to Dr.
□ I make mistakes at work I didn’t use to
□ I hide my poor work performance from my boss
 ________________________________________
 ________________________________________

□ I cannot take time off because I care for children
□ I have ________children ages_______________
□ I had to hire a paid housekeeper
□ I asked someone for unpaid housekeeping help
□ I had to hire a paid gardener
□ I asked someone for unpaid yard work help
□ Mowing the lawn hurts me□ Mowing the lawn hurts me
□ I cannot mow the lawn
□ Taking out the trash hurts me
□ I cannot take out the trash
□ I do not enjoy my gardening/yardwork like I used to
□ I do not enjoy my housework like I used to
□ Gardening hurts me
□ I cannot do my gardening at all since the accident□ I cannot do my gardening at all since the accident
□ Others living with me do my share of the work now
□ Others living with me do my share of the yard now
□ Others living with me do my share of the gardening
 ______________________________________

 ________________________     ___________________
 Signature               Date  

 □ Sexual activity
 □ Turning my head to left or right
 □ Holding my head up all day
 □ Watching TV
 □ I have pain sitting & doing nothing
 □ Talking on the phone
 □ Reading □ Reading
 □ Writing
 □ Opening doors
 □ Drying with a towel after a bath or shower
 □ Life has become a chore just to do normal things
 □ It is depressing to live like this
 ______________________________________
 ______________________________________ ______________________________________
 ______________________________________
 

□ Sitting in Church
□ Playing with my children
□ Caring for my children
□ Sitting in a movie theatre
□ Exercise
□ Eating
□ Squatting down□ Squatting down
□ Kneeling
□ Brushing my teeth
□ Riding in a car
□ Opening a jar
□ Lifting a pan when cooking
□ Closing the trunk on my car
□ Opening the garage door□ Opening the garage door
□ Using my home computer
□ Climbing stairs
 

Patient Name:____________________________________  Date:______________
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ASSIGNMENT OF BENEFITS – ASSIGNMENT OF CAUSE OF ACTION - CONTRACTUAL LIEN 

 
The undersigned patient and/or responsible party, in consideration of treatment rendered or to be rendered and for deferred payment, 

irrevocably and exclusively assigns, grants and conveys, to Ammon Zukeran, DC, a lien and assignment of any and all claims, causes of 

action, and right to any proceeds and/or benefits, including any Personal Injury Protection proceeds and/or benefits that the patient may have 

against any other person, entity, and/or insurance company for reimbursement and/or payment of the medical charges incurred with all the 

following rights, power, and authority: 

RELEASE OF INFORMATION:  You are authorized to release information concerning my condition and treatment to my insurance 

company, attorney or insurance adjuster for purposes of processing my claim for benefits and payment for services rendered to me. 

IRREVOCABLE ASSIGNMENT OF RIGHTS:  You are assigned the exclusive, irrevocable right to any cause of action that exists in my 

favor against any insurance company for the terms of the policy, including the exclusive, irrevocable right to receive payment for such 

services, make demand in my name for payment, and prosecute and receive penalties, interest, court cost, or other legally compensable 

amounts owned by an insurance company in accordance with Article 21.55 of the Texas Insurance Code to cooperate, provide information as 

needed, and appear as needed, wherever to assist in the prosecution of such claims for benefits upon request.  A letter of protection issued by 

an attorney’s office will not negate this assignment. 

 
DEMAND FOR PAYMENT:  To any insurance company providing benefits of any kind to me/us for treatment rendered by the 

physician/facility named above within 5 days following your receipt of such bill for services to the extent of such bills are payable under the 

terms of the policy.  This demand specifically conforms to Sec. 542.057 of the Texas Insurance Code, and Article 21.55 of the Texas 

Insurance Code, providing for attorney fees, 18% penalty, court cost, and interest from judgment, upon violation.  I further instruct my carrier 

to make all checks payable to KATY ELITE CHIROPRACTIC, and send to 416 Park Grove Ln, Katy TX 77450.  I instruct my attorney to 

provide on request to the above-named provider, a settlement breakdown in accordance with the Safekeeping Property Rule, Sec. 1.15. 

THIRD PARTY LIABILITY:  If my injuries are the result of negligence from a third party, then I instruct the liability carrier to issue a 

separate draft to pay in full all services rendered, payable directly to KATY ELITE CHIROPRACTIC, and send to 416 Park Grove Ln, Katy 

TX 77450 

STATUTE OF LIMITATIONS:  I waive my rights to claim any statute of limitations regarding claims for services rendered or to be 

rendered by the physician/facility named above, in addition to reasonable cost of collection, including attorney fees and court cost incurred.   

LIMITED POWER OF ATTORNEY:  I hereby grant to the physician/facility named above power to endorse my name upon any checks, 

drafts, or other negotiable instrument representing payment from any insurance company representing payment for treatment and healthcare 

rendered by the physician/facility named above.  I agree that any insurance payment representing an amount in excess of the charges for 

treatment rendered will be credited to my/our account or forwarded to my/our address upon request in writing to the physician/facility named 

above.   

REJECTION IN WRITING:  I hereby authorize the physician/clinic named above to establish a PIP or UM/UIM claim on my behalf. I 

also instruct my insurance carrier to provide upon request to the provider/clinic named above, any rejections in writing as they apply to my 

lack of PIP or UM/UIM coverage.  I allege that electronic signatures are not adequate proof of rejection, and are invalid to establish rejection, 

and instruct my carrier to provide only copies of my original signature regarding rejection as evidence of rejection of PIP or UM/UIM. 

TERMINATION OF CARE:  I hereby acknowledge and understand that if I do not keep appointments as recommended to me by my 

caring doctor at this clinic, he/she has full and complete right to terminate responsibility for my care and relinquish any disability granted me 

within a reasonable period of time.  If during the course of my care, my insurance company requires me to take an examination from any 

other doctor, I will notify this physician/facility immediately.  I understand the failure to do so may jeopardize my case. 

Signature of Patient and/or Responsible Parties: I declare under penalty of perjury that the forgoing is true and correct. [CPRC: Sec. 

132.001(a)] 

Patient Name:___________________________________   Date: _______________________ 

Signature:_________________________________________  



 

___________________________________________________________________________________________________________________________________ 

                   416 Park Grove Ln, Katy TX 77450  www.KatyEliteChiropractic.com 
Phone: 281-994-9020 

 

OUR MISSION: offer our patients a 
drugless, non-surgical approach to 
health that will allow them to reach 
their greatest potential... naturally! 

 

 
 
 
 

OUTLINE PROCEDURE FOR NEW PATIENTS 
 

1. All new patients are requested to fill out paperwork forms 
2. Consultation with Dr. Z to discuss your health problems 
3. Exam and x-rays if necessary, to determine if chiropractic care is appropriate for your condition 
4. If your case requires immediate attention, emergency care will be administered 
5. You will be advised as to a time you can return for your “Report of Findings” appointment, during the 
second appointment Dr. Z will inform you of your examination results and whether or not your case has 
been accepted.  
6. Your recommended program of care will be explained to you along with financial arrangements and 
insurance coverage as appropriate 
7. Care will begin and continue as scheduled until your condition has been fully corrected or until the 
maximum possible improvement has been obtained 

 
 

CONSENT FOR TEXT/EMAIL NOTIFICATION 

 

I give Katy Elite Chiropractic permission to send text/email notifications regarding upcoming appointments, 
news and events.  
 
Printed name___________________________________________ 
 
Signature______________________________________________ 

 
 

KATY ELITE CHIROPRACTIC PHOTO RELEASE 
 
I grant Katy Elite Chiropractic and its employees the right to take photographs of me with connection to the 
promotion of chiropractic services via their website, social media, and any other avenues. I agree that Katy 
Elite Chiropractic may use such photographs of me for publicity, illustration, advertising, and web content.  
 
Printed name___________________________________________ 
 
Signature______________________________________________ 
 
 



_______________________________________________________________________________________________________________________________________ 
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Patient Acknowledgement and Receipt of Notice of Privacy Practices Pursuant to HIPAA and  

Consent for Use of Health Information 

 

 

Name: _________________________________________       Date: ____________  
                                    Print Patient’s Name  
 
The undersigned does hereby acknowledge that he or she has received a copy of this office’s Notice of Privacy Practices 
Pursuant to HIPAA. The notice is available on our website and also a paper copy is available upon request. 
 
In order for our office to provide ANY information to a partner, spouse, parent, relative or other designates, we must 
have your permission. (This would include appointment schedules, X-rays, receipts, health records and any other 
information that pertains to your treatment). You may indicate your permission by listing names here:  
 
My information may be shared with: (list names):  
 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
 
Please indicate the name and contact information of your primary care physician for the purpose of care coordination 
with the chiropractic physician.  
 
(Primary Care Doctor Name): _________________________________________________  
 
Address/Phone: __________________________________________________________________________________  
 
 
The undersigned does hereby consent to the use of his or her health information in a manner consistent with the 
Notice of Privacy Practices Pursuant to HIPAA, the HIPAA Compliance Manual, State Law and Federal Law.  
 
 
 
PATIENT NAME: ____________________________________  DATE: _____________  
 
PATIENT/GUARDIAN SIGNATURE: ____________________________       RELATIONSHIP: ______________ 
 


