




                                Back On Track Chiropractic, LLC  

                                         479 Route 79, Suite 
#15                                                                                                                             

               Morganville, NJ 07751 
               Phone: (732) 242-9541 

          Fax: (732) 242-9543 

Acknowledgement of Receipt 
of Notice of Privacy Practices 

You may refuse to sign this Acknowledgment 

I__________________________________, have received/reviewed a copy of 
this office’s Notice. 

______________________________________ 
(Please print name) 

______________________________________ 
(Signature) 

_______________________________________ 
(Date) 

For Office Use Only 
We attempted to obtain written ACKNOWLEDGMENT of receipt of our 

Notice Od Privacy Practices, but ACKNOWLEDMENT could not be obtained 
Because: 

o Individual Refused to sign 
o Communication barriers prohibited obtaining the 

ACKNOWLEGMENT 
o An emergency situation prevented us from obtaining 

ACKNOWLEGMENT 
o Other (Please specify) 

____________________________________________________________________________
____________________________________________________________________________ 



                    Back On Track Chiropractic, LLC 
                                                                                   479 Route 79, Suite #15 
               Morganville, NJ 07751 

               Phone: (732) 242-9541 
          Fax: (732) 242-9543 

 

Patient Name:________________________________  Date:______________ 

Assignment of Insurance Benefits 
I authorize my insurance companies to pay all medical benefits directly to Back on Track 
Chiropractic for chiropractic services rendered to me. I assign the right to pursue 
reimbursement, appeal decisions and, take appropriate legal action to  secure payment from 
my insurance company directly to Back on Track Chiropractic. A copy of my signature on 
this form is as valid as the original.  
Signed:____________________________ 
Date:______________________________ 

Responsibility for Payment 
I Clearly understand  and agree that all services rendered to me by this office are charged 
directly to me and that I am responsible for payment. I understand that Health and Accident 
Insurance policies are an arrangement between an Insurance company and myself. I 
understand that if this office agrees to accept assignment of insurance benefits in my case 
that Back on Track Chiropractic will prepare necessary forms and reports to assist me in 
making collections from the insurance company and that any amount paid will be credited 
directly to my account upon receipt. I recognize that this office accepts assignment only as a 
courtesy to me and I remain responsible for payment. I understand that is I terminate my 
care and treatment any fees for professional services will be immediately due and payment.  
Signed:____________________________ 
Date:______________________________ 

Records Transfer Request 
I hereby authorize the release of my MEDICALS RECORDS $ REPORTS or copies of such 
and request the they be transferred back to Back on Track Chiropractic/ James L. Boas, DC. 
I authorize the release of any medical information  from BOTC to my other Medical 
Providers, Attorney and/or anyone else involved in my case. 
Signed:____________________________ 
Date:______________________________ 

 
 



                       Back On Track Chiropractic, LLC 
                                                                              479 Route 79, Suite #15 
                       Morganville, NJ 07751 

                     Phone: (732) 242-9541 
                 Fax: (732) 242-9543 

 

ADDITIONAL INFORMATION NEEDED FOR INSURANCE PURPOSES: 

 

HEIGHT: 

WEIGHT: 

RACE: 

ETHNICITY: 

LANGUAGES: 

DRUG USE: 

 

MEDICATIONS: 

 

ALLERGIES: 

 

SMOKE? / HOW OFTEN? 

 

EXERCISE? 

 

FAMILY HISTORY: 

 

 


