










 

 

 
ELIZABETH BEADLE, D.C. MA, CCSP, DIPL, AC 

 
LIEN 

 
I hereby authorize and direct you, the insurance company, and/or my attorney, to pay directly to Elizabeth 
Beadle, D.C. at Healing for Life, PLLC such sums as may be due and owing this office for services rendered to 
me, both by reason of accident, of illness and by reason of any other bills that are due this office, and to withhold 
such sums from any disability benefits, medical payment benefits, liability benefits, health and accident benefits, 
workman’s compensation benefits, or any other insurance benefits obligated to reimburse me from any 
settlement, judgment, or verdict on my behalf as may be necessary to adequately protect said office. I hereby 
further give a lien to said office against any and all insurance named herein, and any and all proceeds of any 
settlement, judgment, or verdict that may be paid to me as a result of the injuries or illness for which I have been 
treated by said office. This is to act as an assignment of my rights and benefits to the extent of the office’s 
services provided. I understand that I remain personally responsible for the total amounts due the office for their 
services. I further understand and agree that this assignment, lien, and authorization does not contribute any 
consideration for the office to await payments and they may demand payment from me upon rendering services 
at their option. I authorize this office to release any information pertinent to my case to any insurance company 
or attorney to facilitate collection under this assignment, lien, and authorization. I agree that the above mentioned 
office be given power of attorney to endorse my name on any and all checks for payment of my doctor bill. I 
further understand and agree, that if this office must take any action to collect an outstanding balance on my 
account, I will be responsible for payment of and will reimburse this office for all costs of such collection efforts 
including, but not limited to all court costs and attorney fees. I fully understand that upon settlement, by signing 
this agreement and without exception, I cannot use G.S. 44.49, Supplement or G.S. 44.50. The above general 
statutes mention recoveries for personal injury. I acknowledge my acceptance by my signature, which is 
witnessed and notarized to waive use of the above general statutes. Please acknowledge this letter by signing 
below. I have been advised that if my attorney does not wish to cooperate in protecting the doctor’s interest, the 
doctor will not await payment, but will require me to make payments on my current balance. 
 
_____________________________________________ ________________________________________ 
Patient or Guardian Signature Date   Witness Signature  Date 
 
IN WITNESS WHEREOF, the parties hereto have herein affixed there hands and seals in duplicate counterparts, 
the day and year written above. 
 
 
______________________________ My 
 
Commission expires ________________ SEAL 
Notary 
 
The undersigned being attorney of record for the above patient does hereby agree to observe all the terms of the 
above and agrees to withhold such sums from any settlement, judgment, or verdict as may be necessary to 
adequately protect said Doctor above named. 
 
 
_________________________________________  ___________________________________ 
Attorney Signature     Dated 
 

2436 North Center Street Hickory, NC  28601 Phone:  828-325-5850 Fax:  828-325-5852 



 

 

RECISION OF ATTORNEY ASSIGNMENT OF BENEFITS 
 
 
Patient ________________________________________________ 
 
Insured  _______________________________________________ 
 
Date of Injury ___________________________________________ 
 
Claim # / Policy # ________________________________________ 
 
Social Security #  ________________________________________ 
 
 
 
I, being the insured on this policy, specifically direct you, my insurance 
company to rescind and cancel any assignment given to you by any third 
party including my attorney, EXCEPT to my chiropractor. 
 
 

Name:  Elizabeth Beadle, D.C. at Healing for Life, PLLC 
 

Address:  2436 N. Center Street, Hickory, NC  28601 
 
As the owner and beneficiary of this policy, I further direct that 
reimbursement for ALL services be paid DIRECTLY to my chiropractor, the 
provider of services, under the terms of my contract with this company. NO 
other third party, including my attorney should receive payments of my 
medical bills, except the treating chiropractor for the remainder of this claim. 
 
Thank you for your cooperation in this matter. 
 
 
 
 
__________________________________  ______________________________ 
Patient/Insured Signature    Date 



 

 

Waiver by Insured 
Of Health Care Policy Terms to Permit 
Treating Chiropractor to Recover From 

Collateral Sources for Services Rendered 
 

 I, the undersigned, being of sound mind and eighteen years of age and older, do 
hereby waive any applicable terms of my current health care insurance policy or any 
other requirement that may restrict my treating chiropractor, Elizabeth Beadle, D.C., 
(herein after referred to as “Chiropractor”), from seeking to collect reimbursement for 
health care services rendered by her and for which reimbursement is due me from 
collateral sources, to the extent permitted below. Such collateral sources may include, but 
are not limited to: automobile medical payments insurance, automobile liability 
insurance, and third party recovery through court action or in settlement thereof. 
 
 I further acknowledge that Chiropractor will not be limited to receiving the 
contractual rate for services provided in my current health care insurance policy, but may 
recover from other sources based upon his usual and customary rates. Notwithstanding 
the above, if I request coverage for these services under my health care insurance policy, 
Chiropractor may collect only the difference between the amount he/she has received 
from my health care coverage for services rendered and the amount of collateral payment 
for such services. 
 
 I further acknowledge that the amounts due to Chiropractor as permitted by this 
waiver shall be considered an indebtedness for unpaid medical expenses subject to the 
creation of a lien for the purposed Article 9, Chapter 44 of the General Statutes. 
 
 This waiver has been executed simultaneously in counterparts, each of which 
shall be deemed an original. At least one copy shall be left with the undersigned insured 
and another retained by the Chiropractor named above. 
 
 I have been informed and understand that I am not required to execute this 
waiver, and that my execution of this waiver is in no way a precondition of receiving 
services from Chiropractor. 
 
 
Signature _______________________________ Date _________________________ 
 
Print Name _____________________________ 
 
Health Insurance Co. _____________________ Policy # ______________________ 



 

 

Assignment and Instruction for Direct Payment to Doctor,  
Private and Group Accident and Health Insurance 

 
Patient   _____________________________________________________________ 
 
Employer  ___________________________________________________________ 
 
Claim # / Group # _____________________________________________________ 
 
SS # /ID # ____________________________________________________________ 
 
I hereby instruct and direct the ___________________________ Insurance 
Company to pay by check made out and mailed directly to: 
 

Healing for Life, PLLC 
2436 N. Center Street 
Hickory, NC  28601 

 
OR 

If my current policy prohibits direct payment to doctor, then I hereby also instruct 
and direct you to make out the check to me and mail it as follows: 
 

C/O  Healing for Life, PLLC 
2436 N. Center Street 
Hickory, NC  28601 

 
I direct you to pay the professional or medical expense benefits allowable, and 
otherwise payable to me under current policy as payment toward the total charges 
for professional services rendered. THIS IS A DIRECT ASSIGNEMTN OF MY 
RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not exceed 
my indebtedness to the above mentioned assignee, and I have agreed to pay, in a 
current manner, any balance of said professional service charges over and above 
this insurance payment. 
A photocopy of this Assignment shall be considered as effective and valid as the 
original. 
I also authorize the release of any medical information, or otherwise, pertinent to 
my case to any insurance company, adjuster, or attorney involved in this case. 
 
Dated at _________________________ this _______ day of ______________ 20_____ 
 
________________________________________  ________________________ 
Signature of policy holder      Witness 
 
____________________________________________ 
Signature of claimant, if other than policy holder 



 

 

 
DR. E BEADLE DC, MA, CCSP, DIPL. AC (NCCAOM)  

 
NAME:  _______________________      DATE:  _____________________                            
 

DIFFERENTIAL DIAGNOSIS 
 
- What complaints / conditions do you have?   
- Please list the order in which you would like these conditions treated.   
- What time of the day are these conditions worse? 
 
 Condition     Time   Re-Exam  

(office use only) 
1.  ______________________        __________  ____________ 
 
2.  ______________________        __________  ____________ 
 
3.  ______________________        __________  ____________ 
 
4.  ______________________        __________  ____________ 
 
5.  ______________________        __________  ____________ 
 
6.  ______________________        __________  ____________ 
 
7.  ______________________        __________  ____________ 
 

(Examples include:  back and neck pain, headaches, shoulder,  
knees, wrist, TMJ, eyes, ears, nose and throat (E ENT), heart, lung,  
digestive, urinary, reproductive, skin, hormone, thyroid, allergies,  

depression, anxiety, insomnia, lack of energy) 
 
- In oriental medicine dreams and emotions are significant in our diagnosis. 

       Do you have vivid dreams?       □  YES      □  NO 
 
- What emotions are most prevalent? (circle all that apply)   

anger  worry  joy  panic  anxiety sadness 
tears  fear  grief  weeping obsession 
 
2436 North Center Street, Hickory, NC  28601 * (828) 325-5850 * (828) 325-5852 

 



 

 

 
ELIZABETH BEADLE, D.C. MA, CCSP, DIPL, AC 

 
Patient:  _______________________________  Date: __________________ 
 
S.S. #: _________________________________  D.O.B.:  ________________ 
 
Authorization for Use or Disclosure of Protected Health Information: 
 
 I, the above-identified patient, or my legal representative, hereby authorizes use or disclosure of 
protected health information about me to be furnished to Healing for Life, PLLC at their address below, all 
records, x-rays, MRI reports and excerpts of all records and/or prognosis, care and treatment, billing or 
opinions rendered concerning any and all conditions that the above-identified patient has had in the past, 
may have now, and may in the future. I understand that the information used or disclosed may be subject to 
re-disclosure by Healing for Life, PLLC and would then no longer be protected by federal privacy 
regulations. This information is needed by Healing for Life, PLLC and is voluntarily disclosed by me. 
 I authorize the use of this medical release and any reproductions thereof to satisfy any 
State/Federal regulations. All records faxed are received in a secure location and will be protected/secured 
according to the regulations of HIPPA. I may revoke this authorization by notifying Healing for Life, 
PLLC in writing of my desire to revoke it. However, I understand that any action already taken in reliance 
on this authorization cannot be reversed and my revocation will not affect those actions.  I understand that 
the medical provider to whom this authorization is furnished may not condition its treatment of me on 
whether or not I sign this authorization. 
 
This authorization expires one year from the above date. 
 
(     )  I certify that I am the above-identified patient. 
 
(     )  I certify that I am the legal guardian of the above-identified patient. 
 
Revocation of All Prior Authorizations: 
 
 I, hereby revoke all previous authorizations given by me for the release of medical information for 
any reason and/or purpose whatsoever, and specifically request that NO medical information of any nature 
be shown, discussed, or released to any party other than Healing for Life, PLLC; with the EXCEPTION of 
insurance providers and other healthcare providers as deemed necessary for the continued healthcare for the 
above-identified patient. 
 
(     )  I certify that I am the above-identified patient. 
 
(     )  I certify that I am the legal guardian of the above-identified patient. 
 
 
X__________________________________________________ 
Signature 
 

2436 North Center Street Hickory, NC  28601 Phone:  828-325-5850 Fax:  828-325-5852 




