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i)r, ]3etl,t, J, Coh,en, DC I{ aupp auge Chir opr actic

?40 Veterans Hwy, Ste 210 + l{auppauge, NY I 1?88 1 Phone (631)366-4414 }"ax (63 l)366-4413

ASI|;IGNMENT OF BtrNtrFITS
^ aurnor,ize direct payment to Beth J, Cohen, DC (hereafter iefetras Provider) of any sum i now or hereafter r:we

to I)rovider by any insurance company that is obligated to roimbutse me flor the charges fot Provider's servjces

in the event of any insurance company obligated by contraclual agreement to make payment to me or the
provider refuses to make such paynrents upon demand by Plovider, I hereby assign and transfer to PLovider lhe

cau.se of action that exists in my favor against any such compan), and authorize Provider to prosecute said aetion

eithgr in my name or Provider's name as they see fit and furlher authorize Provider to complomise, settle or

orhelu,ise resolve said claim as they see fit,
I ,,r;rder,stand that I am ultimately responsible financially for any charges incurred at this office, including co'

pa1,sr, deductibles, and charges denied or not covered by rny insurance company, This office will notify me il'a
servjce is not covered by my insut'ance cornpany

Htr]:'PA PRIVACY C O},{FIDENTI ALITY AGR]IEMtrNT & ACKNOWLED GIIMEN]'
OF RECEIPT FOR Betli J, Cohen DC NOTICEI OII PATIENT PRIVACY
I have been advised that this rnedical practice is committed [o pr:operly safe guard and other wise protect health

infbrmation flom unauthorized and /or unintended uses ancl clisclostues as defined by FIiPAA,
I unciei,stand that wherr I am physically present in the of{ice,,l will not view nor attempt to utilize in any wav
patient's health infonnation maintained on the prernises,

i f,.irrhel unclerstand that any patient health infontration that is incidentaliy viewed ot overheard by me whilq: I

arir lawfully withiu the office facility will remain oonf,rdentiAl and wiil uot undet' any circumstance be used <:r

clisclosed by me,

i heLr:by ackuowledge receipt of this Notice of Privacy Practicos, and acknowledge the practice will use ancl

clisic,lose my ireaith information for purposss mentioned above, l, have been advised of my right to obtain access

to and conttol my Protected l{eaith Inforrration,

This agreement will remain in effect for the duratit>n of my relationship with the Provider,

.,\LI',[HORIZATION TO RtrLEASltr MEDLCA.L RECORD Ii.{FOR]\4ATION
I rLLrderstand that my personal health infonnation is protecterd under the l-lealth lnsurance Portability and

A r:r;ountability Act of 1996 (HIPAA), I authorize the full release of medical records or other petsonal

illilpnation llecessaty to my insurance company, attorney, adjuster, and other rnedical providers to process

clalils oL rnaintaining communication between heaith care professionals, I may revoke this authoLization at rlny

tine ip writing, but t[is wiil not aft'ect disolosures already tnacle due to my prior authorization, I aiso undelstand

ihar rvhen I aithorize the release of medicai recolds ilom this office, l am authorizlng the release of records of

all the disciplines, which included: Physical Therapy, Physlatry, Chiropractic, and Acupunctute,

By my signatur.e below, I flrlly agree to all above t0nns, and acknowiedge that I have been advised of my ri;lhts to

ol.rtain access to ancl coutrol my Protected t{ealth lrrformation,

Print Name Patient Signature Darr:


