












PO BOX 157. CANISTOTA, SD 57012 
(605) 296-3431 • WWW.ORTMANCLINIC.COM

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION AND IRREVOCABLE ASSIGNMENT

To Whom It May Concern: 

I, _______________ , understand that I remain personally responsible for the total amounts due 
to Ortman Chiropractic Clinic for their services. I further understand and agree that this Authorization does not constitute any 
consideration for Ortman Chiropractic Clinic to await payments and that they may demand payments from me immediately upon 
rendering services at their option.     

I authorize Ortman Chiropractic Clinic to release any information pertinent to my case to any insurance company, 
including 3rd party payor, adjuster or attorney to facilitate collection under this Authorization. I agree that Ortman Chiropractic Clinic 
shall be given the Power of Attorney to endorse and/or sign my name on any and all checks for payment of any outstanding bill 
owed Ortman Chiropractic Clinic. 

I further understand and agree, that if Ortman Chiropractic Clinic must take any action to collect an outstanding balance 
on my account, I will be responsible for payment of and will reimburse Ortman Chiropractic Clinic for all costs of such collection 
efforts, including but not limited to all court costs and all attorney fees. I also understand that interest will be charged on all 
balances 60 days past due. 

I further direct that this Authorization and Assignment shall be binding upon my legal heirs, successors, assignees, 
legatees or any other party legally acting on my behalf. 

Patient's Signature X. _____________ SS# ___________ Date: _____ _ 

Guardian or Spouse's 
Signature Authorizing Care X ______________________ Date: _____ _
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