
 

 

 

 

 

 

 

 

I authorize my insurance company to pay Perkins Chiropractic, PA 

directly.  This is not intended to be an assignment of benefits under 

my policy.  I also authorize the release of information regarding 

my records to my insurance company and my attorney. 

 

Signed by: ____________________________________________ 

 
Date: _________________________________________________________________ 


