
IF NOT APPLICABLE WAS SELECTED, PLEASE SIGN BELOW

SIGNATURE OF PATIENT OR PARENT/GUARDIAN : ___________________________________________________________

By signing, you are confirming this appointment is unrelated to an injury sustained at your place of employment ( which would deem 
it a Workers Comp Injury) or in a Motor Vehicle Accident. Failure to disclose this information would result in the patient ultimately 
being responsible for all medical visits and associated charges and by signing you are agreeing to this policy. 










