King’s Acupuncture & Wellness Center

Dr. Herbert Lau & Associates 
PATIENT INFORMATION & AUTHORIZATION

Name: ____________________________________      Date _____________________

Address: ____________________________  City, State, Zip _____________________

Phone:  (Home)______________   (Cell) _________________  Work_______________

Person responsible for payment (if different from above)

Name: __________________________   Address _______________________________

Phone:  __________________________  Relationship ___________________________

1) Acknowledgement of financial responsibility and assignment of insurance benefits:

I understand that I am responsible for payment of services provided to me by your office.  Your office will assist me in making insurance claims when deemed feasible, but if such claims are denied for any reason or charges for services exceed my insurance’s maximum benefits, I am fully responsible for the balance of charges applied.  For insurance claims, I agree to assign my rights to benefits from my insurer directly to your office for services provided.

2) Consent to treatment

I hereby give my consent to Dr. Herbert K.Y. Lau, Licensed Acupuncturist and Herbologist and  his Associates, to treat me within their expertise.  I understand that the said, Dr. Herbert Lau & Associates, will not be held liable for any adverse effects of treatment given to me.  I also authorize the release of any medical and/or other information necessary to coordinate treatment with my other licensed heath-care providers.

3) Patient Information

Pursuant to Article 160, Section 8211, (b) of the New York State Education Law, I understand that acupuncture and/or chiropractic treatment is not intended to replace my regular medical examinations and treatment, and that I should also consult with a licensed physician regarding the condition(s) for which I seek therapeutic treatment from King’s Acupuncture.  
With my signature below, I hereby acknowledge that I have read, understood and agree to the items mentioned above.

Signature:___________________________ Print Name: ________________________

(Signature of parent or guardian if patient is under 18)

