
ASSIGNMENT OF BENEFITS

I authorize and assign to you, the medical provider, the right to receive direct payment from my attorney, insurance 
company or any other party who may become obligated to pay me any sums. I further authorize the endorsement of my 
name to any draft containing my name to which you are legally entitled.

If you have been in an automobile accident, you may be entitled to payment from your automobile insurance if you have 
medical expense benefits coverage. By signing this assignment of benefits form, you are giving your healthcare provider 
the right to receive some or all of that payment directly from your automobile insurance company. If you have health 
insurance and your healthcare provider is in-network: As long as you provide information necessary to verify your health 
insurance coverage, the healthcare provider may only bill the amount you owe for any co-payment, co-insurance, or 
deductible to your automobile insurance and you will be entitled to any remainder of your automobile insurance benefit. If 
you do not provide information necessary to verify your health insurance coverage, do not have health insurance, or your 
provider is not in your health insurance network, your healthcare provider may bill their full charges to your automobile 
insurance.

You may want to consult your insurance agent or attorney before signing or initialing this form. You are not required to 
sign/initial this form to receive care. However, if you do not sign this form, you will be required to (i) pay any applicable 
co-pays and deductibles at the time the services are provided and allow us to bill your health insurance company or (ii)
pay for all care at the time of service. 

By signing below, I acknowledge that I have read or had the opportunity to read this notice.

Concept Chiropractic and Regenerative Medicine
2826 Old Lee Highway, Ste 350, Fairfax, Va 22031    |    p: 703.573.5500    |    f: 703.573.5501
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