
         Date: _________ 
 
 
 
 
 

I give authorization to EPIC Life Chiropractic & Wellness to bill 
my insurance company at regular clinical fees for my initial office 

visit and or any x-rays. 
 

 
 

__________________                            __________________ 
           Patient Name                             Patient Signature 

 
 
 

__________________ 
                                                                    Witness 


