
GASPARRE CHIROPRACTIC 1755 ORANGE AVE. STE A, COSTA MESA, CA 92827 (949) 831,.0151 

PERSQNL INJURY INfORNDON SIJEET 
NASI PRINT Patient# ___ _,.._ 

Name._~::-:-------=:""":':---~~-0118f1Birth.__ __ _..._ __ M/F_ . ..,.__,..,___ 
(Last) (Rrst) (M.L) 

Address. ____________ ___.___. __ Home Phone( ) ____ _..__,_ 

Otv.-~-------- State:...-__ Zip _____ Cell/ Pager ( )_......__ __ 
Employer: _________ Occupatiorl'------- Work Phone ( }__...,__.... __ 
Emaii _________________ .-JMar1tal status ____ #of Children---

Soc. Sec.#--------- Driver's Uc.# ______ Referred By _____ ___ 

You're Auto Ins. Co. Policy# Claim#.._. ___. __ _,_ ...... 

Phone ( Adjustor 

Other Driver's Auto Ins. Co. Policy •·------- Claim# _____ .... 

Phone ( Adjustor ____________ _.... 

Attorney Phone ( 
Address. _____________ City _______ State_ Zip __ _ 

NATURE OF ACCIDENT 

Date of Accident Time of Day Number of people in your vehicle __ _. 

Were you: ( ) Driver ) Passenger ( ) Front Seat ( ) Back Seat ( ) Wearing seatbeltS 

What direction were you headed? ( ) North ( ) East ( · ) South ( ) West on ___ _.,.. __ . 

What direction was other car headed? ( ) North ( ) East ( ) South ( ) West on __ ___.___._..... 

Were you struck from: ( ) Behind ( ) Front ( ) Left Side ( ) Right Side 

Approximate speed of your car __ mph other car __ mph 

Were you knocked unconscious? ( ) Yes ( } No If yes, for hoW lOng? _____ - __ _ 

Where were you taken after the accident? _______________ . 

Have you been treated by another doctor since the accident? ( ) Yes ( ) No If yes, ·please list 

OodDrsnameandadd~=---------------------------------------.... 

Old you have any physical complaints before the accident? ( ) Yes ( ) No 

Are your work activities restricted as a result of this accident? ( · ) Yes ) No 

Since this injury are your symptoms: ( ) Improving ) Getting worse ( ) Same 

In your own words, please describe the accident: 

!·certify that the above lnform$llon Is tn.1e and correct.·.._. -------...,..----Da.te:..;...· _ ___._--"' 

Patient's Signabn 



TO:Attomey 

NOTICE OF DOCTOR'S UEN 

Doctor. 

Sa!vatort G&sparm. B.§c .. p.c, 

1755 Orange Ayenue. SUite A 

Costa Mesa. _CA 92827 

I do hereby authorize Salyatore GaiQarre. Q.C. to fumllh you, my attorney, with a full report of his · 
examination, diagnosis, treatment, prognosis, etc., of myself In regard to the accident in Which I was 
recently InvolVed. 

I hereby authorize and direct you, my attorney, to pay directly to said doctor such sums as may be due and 
owing him for medical services rendered me both by reason of this accident and by reason of any other 
bills that are due his office and to withhold such sums from any settlement, judgment or verdict as m~:~~y be 
necessary to adequately protect and fully compenute said doctor. And I hereby further giVe a ~ien on my 
case to said doctor against any and aU proceeds of my settlement, jUdgment or verdict whlch may be paid 
to you, my attomey, or myself, as the result of the Injuries for which 1 have been treated. or .Injuries In· 
connection therewith. 

I agree never to rescind this document and that a rescission will not be honored by my attorney. I hereby · 
instruct that In the event another attorney Is substituted in this matter, the new attomey honor this lien as 
inherent to the settlement and enforceable upon the case as If It were executed by him. 

I fully understand that I am directly and fully responsible to 88ld doctor for all chiropractic bills submitted by 
him for service rendered me, and that thil agreement Is made solely for said doctor's additlooat protection 
In ragards to my accident/which occurredlbegan on · 
And I further understand that such payment Is not contingent on any settlement, judgment or verdlc:t by· 
which I may eventually recover said fee. 

· Please acknowledge thlaletter by signing below and retumtng to the doctor's offtc8. I have been acMsed 
that if my attomey does not wish to cooperate In protecting the doctor's Interest, the doctor will not await 
payment, but may declare the entire b8lance due and payable. 

The undersigned being attorney of record for the above patient does hereby agree to observe all the tern\8 
of the above and agrees to withhold such sums from any settlement. judgment or verdict, as may be 

· necessary to adequately protect and fully compensate said doctor above-named. Attorney further agrees · 
that in the event this lien Is litigated that the prevailing party wilt be awarded attomey fees • and costs. 

Dated 

Dated 
Attotney's Signature 

Please date, sign and retum the original to the doctor's office. Also please keep a copy for your records; · 

•• • rttrnr bn !:fr; rr· I i I • ;·;, o r n 



EXPLANATION OF PAYMENT 
PERSONAL INJURY PAYMENT . 

We would like to take a moment to wetcome you to our office and to assure you ·that· · 
you will be receiving the very best care available for your condition. To familiarize you . 
with the financial policies of our office, we would Hke to explain how your· medical bills · 
will be handled. · 

· Payt~Htnt Arrangement~~: 
The patient is fully responsible for payment of services rendered, therefore, you should 
understand this responsibility. In the event you Wish to delay payment of the services 
rendered In our office, we Will be happy to accommodate you providing you qualify for 
one of the following: 

+ Payment on a cash basis. 
+ Verified insurance coverage on Med-Pay, which Is the PATIENT'§ OWN CAR 

INSURANQE for any automobile Injury. 
+ You have or obtain an attorney who will sign a Notice· of Docto(s Lien, along 

with the patient, to protect payment of services rendered In this office. l1u! 
Notice of Doctq(s L.ien will 12! f§tyr!J!sl to tbil oftl!:e Within 1 Q days of the first 
office yjsjt or tbe pafitnt Will be on 1 catsh bafis. 

+ Your own Health Insurance. 

If you were injured and someone elae Is responsible for the injury, you are still· 
responsible for payment of services and will be on a current cash basis unless you 
qualify with verification of your own Med-Pay Insurance, your own health insurance is· 
billed, or you have obtained an attorney with a signed Notice of Doctor's lien as stated 
above. 

Voluntaty Tennlnatlon of cate: 
It is also the policy of this office that If you should choose to suspend or terminate your 
care and treatment any outstanding fees for professional services rendered to you will 
be immediately due and payable. 

We hope that this has answered any questions you might have regarding your finanCial 
arrangements. Once again, we'd like to welcome you to our office. If, at any time, you 
have any question• about your care, please don't hesitate to ask. 

I have read and agree to the above. 

Patienfs Signature Date 



NOTICE OF ASSIGNMENT of AUTO MEDICAL BENEFITS 

Should a patient of this office have auto medical benefits (med pay}, we will verify these for you 
and bill the Insurer directly by enfordng an Assignment of Benefits. By signing below I give my 
consent to Gasparre Chiropractic to bill my automobile Insurer directly and to be paid from my 
available automobile policy benents: · 

I have auto medical benefits available on my policy and consent to an Assignment of Benefits to 
Gasparre Chiropractic, 

Name: ________________ __ MI_ Date:-------

NOTICE OF DOCTORS LIEN 

Personal Injury patients who have legal representation are required to sign a lien and obtain the signature of their 
attorney as well prior to commencing treatment. It is our policy to only accept third party auto insurance daims (where 
no auto medical benefits are available) with a lien signed by your attorney. 

Patient Name: ____ _ Ml 

Date of Accident:--------

I do hereby authorize Salvatore Gasparre, D.C. to furnish you. my attorney, with a full report of his 
examination, diagnosis, treatment, prognosis, etc., in regard to the accident in which I was recently 
involved. 

l do hereby authorize and direct you, my attorney, to pay directly to Dr. Gasparre such sums as may be due 
and owing him for medical service rendered me both by reason of this accident and by reason of any other 
bills that are due his office and to withhold such sums from any settlement, judgment or verdict as may be 
necessary to adequately protect and fully compensate Dr. Gasparre. I hereby further grant a lien on my case 
to Dr. Gasparre against any and all proceeds of my settlement, judgment, or verdict which may be paid to 
you, my attorney, or myself, as the result of the injuries for which I have been treated or injuries in 
connection therewith. 

I fully understand that I am directly and fully responsible to Dr. Gasparrefor all medical bills submitted by 
him for services rendered to me and that this agreement is made solely for said doctor's additional 
protection and in consideration of his awaiting payment. I further understand that such payment is not 
contingent on any settlement, judgment, or verdict by which I may eventually recover said fee. 

I agree to promptly notify Dr. Gasparre of any change or addition ofattorney(s) used by me in connection' 
with this accident, and I instruct my attorney to do the same and to promptly deliver a copy of this lien to 
any such substituted or added attorney(s). 

Please acknowledge this letter by signing below and returning to the doctor's office. I have been advised 
that if my attorney does not wish to cooperate in protecting this doctor's interest, the doctor wiJJ not await 
payment but may declare the entire balance due and payable. 

Dmed ____________ ~------- Patient---------------

The undersigned being attorney of record for the above captioned patient does hereby agree to observe all 
of the terms of the above lien and agrees to withhold sums from any settlement judgment, or verdict as may 
be necessary to adequately protect and fully compensate said doctor named above. The attorney by signing 
further agrees that in the event thatthis lien is litigated thatthe prevailing party will be awarded attorney 
fees and costs. · 

Dated-------------- Attorney-----------

Please date, sign and return to the doctor's office, keeping a copy for your records 

··r cr rtn ., , '&if ..... ';,\_ .. -'·· 



<_.',;.·,.;. 

···--·--·--··--·······--------

Dr. Salvatore P. Gasparre~ B.Sc.~ D.C. 
1naea1lng Human,.._, ..... 

'I'IIIRD PARTY MIDICAL L11N 

Patient/Client: 
Claim##: -.....-------

Date of Injury:--------

1755 orange Ave;. SUite A · 
Costa Mesa. CA. 92627· ' 

Telephone: (9~9) 6;11-01.51 ~-

1 hereby authorize and direct Insurance Company, or their affiliates, 
to pay Oasparre Chiropractic such sums as may be due and owing bim Cot medica1/chiroptactic 
services fiom any settlement, juclament or verdict as may be necesauy to adequately protect and 
fblly compensate said doctor which W<JUld otherwise be paid to myself, as the result of the · · 

· treatnaeat cbarps iDcmTecl for injuries in connection therewith. 

I tblly understand tbat I am directly and tblly responsible to said doctor for the medical bills 
submitted by him for service renclerecl to me and that this agreement is made solely for said 
cloetor's protection and in consideration of his awaiting payment. And I further understand that . 
such payment is not contingent on any settlement, judament of verdict by which I may · 
eventually recover. · · 

Please acknowledge your agreement to this request by sipina below and returning to the 
doctor's office. I bave been adviled tbat if you do not wish to cooperate in protectina the · . 
doetor's interest, the doctor wiU not await payment, but may declare the entire balance due and 
payable by me. 

Date· Patient's Sipature 

The undersigned insurance company does hereby agree to observe all the terms of the above and · 
asrees to withhold such sums fiom any settlement, judsment or verdict, as may be necessary to 
adequately protect and ftdly compensate said doctor and mike payment payable directly to said 
doctor. 

Date Sipature oflnsuranee eo. R.epresentative 

Print First and Last Name 

Insurance Company N.-ne 

Please .date, sign and return the Ofiainal copy to the doctor• a oftice. Also, please keep one copy 
for . records. . . your . 

.• : ' .· . ·,. ·. ·_.:: · .. · .. l' 

· .. 



--··-·--------- ------------------------..,..---
......... ------· ------------------ . 

I J'A'11ENT NAME: 

ARIITRAnON AGREEMI!NT 
""'* 1: ~to~ 1\taunclenlood 1\et any~ • to medical malpc'adtce, t\8\ Ia as to~ any~ teMcet · 
_rendenld under lhls conll'aCt were lmeCIIIa'Y or unauthorlzad or were lnlfiRlPMY, neglgenlly or lnoompetei1tty ~. will be 
cteternnd by 8Ubrnle8lon to llblballon as provided by ~ and fedetW law, and not by a law8ult or raaort to C!)l.lt1 ~-except 18 
... and federal law piOIIIdes for jUdlclaii8VIew of lllblll81lon proceedings. Both pariJe8 to lhls contract, by entering li'ltO It; are: gMng up their 
conatilutlonalrf!#lt to have BIIY such dl8pule d8cld8d In a court of law befote a jury, and ln8l8ad ant accepllng the use of arblliilllon. 
Arllcle 2: AI ClltiiM Muet be Altslndld: I 18 lllo undeniiDod lhal any dllpull that does not. relate to .medloal ~. lncluclng, 
dlaputet 18 to whether or not a dlepute Is eutlject to erbllratlon, will also be c:le1l8tri'led by 8Ubrnl88b1 to binding arblbaiiOn. It_ Ia the-lnWntloil . :. . 
of 1he pantes that thl8 agnil8m8l't bind II patties as to II clalm8, lndudlng clalm8 artatng out of or l8latlng to treatment fit ~ ~- · • .· · . · 
by the health care provider Including any 1'18118 or paet, P"'J88'1t or fuUe apouee(s) of h pa11ent In l8lation to all claims, Including lol8 ~ .- -· 
C01'1801111.m. This agnMMnent Is also Intended to bind any chlkhn of the patlant whether bom or unborn at lha Ume of the OclCUI'AII'IC8 giving 
rise to any claim. This agreement Is lnlanded to bind lie patient and the health Cant p10Vk1er and/or other licensed he8Hh care provider& or 
preceptorshlp Interns who now or In lie futul9 treat the pallent while 8I'J1)Ioyed btf, working or aaaoclated wllh or serving. as a b&Qk-up for the 
health cal9 provldar, Including those working at lie health cal9 pn:Mder's Clinic or ot11ce or MY other clinic or ofllce whether algnatoitee to 
this form or not. 

. -- · .AII .• Inf_fgr monetary damages exceeding the )urll!dlctlonallmlt of the small cl8ms court against the health en provider, and/or the health -
care provider's associates, 88SOdatlon, oorporation, partnership, employees, lllienfa end estate, mUSt· be 8lblti'ateQ ·lnclt.ialng,· 'without. 
Hmttatlon, claims for loss of c:onsortlum, wrongful death, emotional dlslress,ln)unctlw relet, or punitive damages. · 

Article 3: Pracec:lunll and AppiiCible Law: A demand tor arb11ra11on nust be CCJRIIIUlicllt8 In MIUng to all partieS. Each. patty ·8haiJ· 
select an arbitrator (party arbitrator) within thirty days and a thhd arbitrator (neutral adlltrator) ahall be selected by. the 8lbl1rator8 appc.llllted by 
the par1les wllhln thirty days thereafter. The neubal.-bllralor shall then be the 8Die arbllralor and shall decide 1he aJt)htiOn. Each party to 
the arblllatlon shall pay SUCh party's pro rata shll8 of lha expenses and fees of the neubal arblfrator, together wllh other expenses of' the 
arbllratfon Incurred or IIPPfOWid by lha neubal arbftralor, not inoludlng DOUI'I88I fees, wlln888 fees, or Cllher expenses lncun'ed by a pert)' for. 
such patty's own benelll. . 

. Either party shaU have the ab8olute right to blfulcale the 1ssuee of Uablllty and damage upon written request to the neutral arbitrator. 
The .parties consent to lie Intervention and joinder In this amftratiOn of any person or entity that would otherwise be a proper addltlol"\al party 

·. In a·court action, and upon such lnlaMmtlon and joinder, q existing cowt actiOn against such addltlonal-per$00 or entity shall be *Yid· 
. pending arbitration. . . . . . . 

The parties agree that provlalons of the Cllllfomla Msdlcal.lnjury Cornpensallon RefOrm Ad 8hal apply to dl8pute8 wltlln thft ~ .... 
agreement, Including, but not limited to, sectiQns establlahlng the right to 1nt1t1c1uce evidence of any amount payable as a ~ tO the . 
Patleint ~allowed by law (OM Code 3333.1), the lmhltlon on I8COWIY for~ lo88e8 (CMI Code 3333.2), Mel the rW1t to·• a. 
judgment for future damages cordon•ied to periOdic paymenl8 (OCP 867 .7). The parties further ag1911hat the Cornrrierolal Arbllndlc>n RUiee. 
of lie Amertcan Arbftrallon A8aoclatlon ahall gcwem'"' arbltnllloll conducted PlftU8I\t to .. M1llratlon Agreement. . 
Ar'1a1e 4: GeMral PnMIIon: AI claims based upon hi same Incident, tral-*on or relal8d clroumstance8 shall be 8rblttated In one 
proceeding. A claim shall be waived and fol8ver barred If (1) on the date not1ae thenlof 18 nteelwd, 118 claim, I 888ll1ed In a ciYII aotlon, 
WOUld be barred by the applicable legal statute of llmllatlon8, or (2) the claimant falla to puraue the arbltrallon claim In acoordance with lha · 
pi'OC8Cllree preecrlbed heNin wllh IHIOI18ble dlllganoe. . 
Article&: ~: This agreement may be r8\'0ked by wrllt8n notice delveNd to 111e health care pruvider within 30 ~of signature. • 
and If not revoked will govern all protasslonal service~~ reoeiWid by !he patient and all other d~ between the partle8. . . . 
Article e: ·IWrolotlve Effect: If patient inlends thle agreement to cover 88I'VIcea rendered before 11e date ltls slgl'led (fer examf)kf, 
em&~gency treatment) patient shoUld Initial here. __ _. Effecllve as of lie date of first prof8sslonalservlces. · · · 
If any pruvlelon of this Arbllratlon Agreement 18 h8ld lnvald or unenforceable, the remaining pruvlalon8 shalll9m&ln In full forCe $id shal not 
be affec1ed by the lnvaldlty of BI1Y other I)I'OIIIalon. 1 undet'81a1d that 1 have the right to receMI a copy of this Afbltratlon Agreemerlt. By my 
signature below, I acknowledge that I have received a copy. 

NOTiCE: BY SIGNING 1118 CONTRACT, YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE 
DECIDED BY NEUTRAL ARBITRATION, AND YOU ARE GIVING UP YOUR RIGHT TO A .JURY OR COURT TRIAL. SEE 
NmCLE 1 OF THIS CONTRACT. 

1;1t!=x 
1 OFFICE SIGNATURE X 

AL80 $1GN M; INFORMED CONSENT ON REVERSE SIDE 

; 

· ··r · +' ;· 'P<x:cneitmtee+wWMtfiw>:, ;. 

bPI. 7. Ir¢!:1'. ritf. r< :I ·w 



CHIROPRACTIC INFORMED CONSENT TO TREAT . . . . 

· . ,l heAiby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, Including variOus rnodcts_ of 
. : phye1cal therapy end c:hQnoallc x-rays, and q supporthle therapies on me (or on the pa11a1t ll!lfl'l8d below, for whQrn I am lag.-ly 

·· '~l by the doom. of·c:hlropracllc lnclcaled below anct1or Olher llcen8ed dociOrs of chlropl'8dlc anct support staff Who now or In the­
... fulure.treatrM.wflllll ~by, working or aocllted wllh or serving as back-up tor the doctor of c::hlroprac_tlc l)all'ted below. including 

· ~WQ11<1ng at the dlnlc or offtce ll$ted below or any other ollloe or clinic, whether signatories to this form or not.: 

I. ~-·had.-" oPPomnty to d~ v.1th .the doc::tor of chiropractic named below andlor with other office or clinic pe$00nel the nature and 
putpoli8 of chlrt)pr8Ctlc &4ustments and proceckna. I understand that results are not guaranteed. 

11indel1tanct and am Informed that, as In the practice of medicine and like aH other health modalities, results are not guar8nteed, and there Is 
no promise of oure. I further undelatand and am Informed that, as In the prac11ee of medicine, in the pracllce of chiropractic there are some 

.· :rlaks to treatment, Including, but not limited to, fraeturee, disc ~urles, strokes, dlalocatlon8 and sprains •. 1 do not expect the doctor to be_able 
to llntloiP8tt and explain all risks and complications, and 1 wish to rely on the doctor to e.xerciBe judgment during the counie of the procedure 
Which the doctor feelS at the time, based upon the facts then known, lain my beat lntereals. 

I fUI1her Unde.l'$tand that there are treatment options available for my condition other than chiropractic procedures. These treatment options 
~~~. ·but not HmRed to, Self-edmlnistered, over-ttMK:ounter analgesics and rest; medical care with prescription drugs sucll as anti· 

· lnflllmm&tofieS, l1liiScle relaxants and painkillers; physical therapy; steroid Injections; bracing; end surgery. I understand and have been 
. ~~ ~.r!Qht. ~ a ~-~ and ~ IJ.EICU~-~~ -~illlons If I h~ concema .118. t.Q.~ n.ati!!!._C?f_mY ~Y.f.TlptofnS ancl ... 

. . 

I nave teed, or have had readto me, the above consent. 1 have also had an opportunity to ask questions about Its conterit, and by signing 
•t)81ow· I agree to the above-named procedures. I Intend this consent form to cover the entire course of treatment for my preaent condition 

.. · and for any fUture CCirlditlon(s) for whiOO 1 seek treatment. · · 

. CHlAOPRACTOR NAME: SALVATORE GASPARRE, D.C • 

.I PATIENTSIGNATURE X 
. , (OfPalltnt GulidaliiP~) 

(Dale) 

(Provide name and relationship II signing tor patient) 

ALSO SIGN THE ARBITRAnON AGREEMENT ON REVERSE SIDE 

NCC;,;CA 

'rtnt rrtrttrT'Tttfr r 'I· · : rr l 



·~ ····~--··--···--------------

GASPARRE CHIROPRACTIC 
1755 Orange Ave. Suite A· Costa Mesa, Ca 92627 

(949) 631-0151 office· (949) 631-0153 fax 

SUMMABY OF NOTICE OF PRIVACY PRACTICES 

We understand that medical information about you and your health is personal. As the custodians of the information in your 
medical record, we are committed to protecting the privacy of your information as required by law, professional accreditation 
standards and our internal policies and procedures. 

On file and display in our office, as well as on our website, is our Notice of Privacy Practices. This notice explains your 
rights, our legal duties and our privacy practices. It also describes how medical information about you may be used and 
disclosed and how you can get access to this information. Please review it carefully. 

For your convenience the following is a summary of the information discussed in this notice: 

• Our Pledge 
• Your Personal Information 
• Our Privacy Practices 
• How We May Use or Share Your Information for: 
• Treatment 
• Payment 
• Health Care Operations 
• Notifications · 
• Marketing 
• Research 
• Special Circumstances and the Law 
• Your Written Permission 
• Other Restrictions 
• Your Rights 
• Changes 
• Questions or Complaints · 

Please understand that this summary is not our Notice of Privacy Practices, nor is it a substitute for the notice. The actual 
notice should be available to you, as required by law. If you wish to keep a copy of our notice of Privacy Practices, please Jet 
the receptionist know when you check in to see the doctor. 

We ask that you sign and return this cover letter to us for our records. Your signature only acknowledges that we have 
presented for your review a paper copy of our Notice of Privacy Practices as required by law. The law also requires us to 
document the fact that we have distributed the notice by collecting and retaining these signed acknowledgements. 

If after reviewing the notice you decide that you do not want to retain your paper copy, please allow us to recycle the 
document. 

I acknowledge that I have received and read the "Notlee of Privacy Practices" paperwork as provided to me by "Gasparre 
Chiropractic!". 

Patient Name Patient Signature Date 



ASSIGNMENT AND INSTRUCTION FOR DIRECT PAYMENT TO DOCTOR 
PRIVATE AND GROUP ACCIDENT AND HEALTH INSURANCE 

Patient:---------------------------------

Employer:--------------------------------
Claim/Group#: ____________________________________ _ 

SS#/ID#: ______________________________________________________ ___ 

I hereby instruct and direct---------- Insurance Company to pay by check made out 
and mailed to: 

Dr. Salvatore Gasparre, D.C. 
1755 Orange Avenue, Suite A 

Costa Mesa, CA 92627 

or 

If my current policy prohibits direct payment to doctor, then I hereby also instruct and direct you to make 
out the check to me and mail it as follows: 

Salvatore Gasparre, D.C. I 
1755 Orange Avenue, Suite A 

Costa Mesa, CA 92627 

The professional or medical expense benefits allowable and otherwise payable to me under my current 
insurance policy as payment toward the total charges for the professional services rendered. THIS IS A 
DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not 
exceed my indebtedness to the above mentioned assignee, and I have agreed to pay, in a current 
manner, any balance of said professional service charges over and above this insurance payment. 

A photocopy of this Assignment shall be considered as effective and valid as the original. 

I also authorize the release of any information pertinent to my case to any insurance company, adjuster, or 
attorney involved in this case. 

I authorize doctor to initiate a complaint to the Insurance Commissioner for any reason on my behalf. 

Dated at Costa Mesa. California this __ day of, -------· __ . 

Signature of Policyholder Witness 

Signature of Claimant, if other than Policyholder 



Sa{vatore qasparre CB.Sc., (/).C. 
1755 Orange}l:ve. Suite )f. 

Costa :Jdesa, Ca. 92627 
(949) 631-0151 Pcq_(949) 631-0153 

RECORDS RELEASE 

TO=--------------~--~------------------~~------
oocToR OR HOSPITAL 

ADDRESS 

I HEREBY AUTHORIZE AND REQUEST YOU TO RELEASE TO: 

GASPARRE CHIROPRACTIC 
1755 ORANGE AVE. SUITE A 

COSTA MESA, CA. 92627 

THE COMPLETE MEDICAL RECORDS AND X-RAYS IN YOUR POSSESSION, 

CONCERNING MY ILLNESS AND/ OR TREATMENT, DURING THE PERIOD FROM 

___ TO __ _ 

PATIENT: -----------------
DOB: ________ SSN#:~--~---------

'1,,• ,, 


