








Consolidated Chiropractic Health Assoicates Inc. 
dba: HealthCore Clinc 

180N.BarringtonRoad,Streamwood,IL60107 P)630.483.8920 F)630.483.8930 
Irshad Kassim, DC

ASSIGNMENT OF BENEFITS
-IRREVOCABLE 

From Patient: __________________________________ Accident Date: ___________ 

Medical Provider: Irshad Kassim, DC 

In consideration of your undertaking to render care, I agree to the following: 

Release of Information 
1. You are authorized to release any information you deem appropriate concerning my physical condition to any
insurance company, attorney or adjuster in order to process any claim for reimbursement of charges incurred by me at
your treatment facility. 

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

Assignment of Right to Sue 
3. In the event any insurance company or attorney, obligated by contractual agreement to issue payments to me for your
service charges, refuses to pay upon demand by you, I hereby assign an transfer to you the cause of action that exists in 
my favor against any such company or attorney and authorize you to prosecute said action either in my name or your 
name as you otherwise resolve said claim as you see fit. I understand that whatever amounts you do not collect from 
said insurance proceeds (whether it be all or part of what is due) shall be paid by me. 

4. I also assign to you, the medical provider, and grant the right of lien against any and all claims against any third party
whose negligence may have caused my injury, including their insurance, up to the amount of the bill for treatment. 

5. I waive the Statute of Limitations regarding my doctor’s right to recover from me directly. 

6. I hereby direct my attorney to cooperate, assist and not interfere with you, the medical provider, in recovering any
MedPay benefits that I may be entitle to. 

I HEREBY AGREE THAT THIS ASSIGNMENT OF BENEFITS IS IRREVOCABLE. 

___________________________________________________________________ ___________________________ 
Patient - (PRINT & SIGNATURE) Date 

_____________________________________________ ____________________________ 
Policy Holder Date 



Consolidated Chiropractic Health Assoicates Inc. 
dba: HealthCore Clinc 

180N.BarringtonRoad,Streamwood,IL60107 P)630.483.8920 F)630.483.8930 
Irshad Kassim, DC

ASSIGNMENT OF BENEFITS
-IRREVOCABLE 

PRINT: 

SIGNATURE: _______________________________Patient/Policy Holder

SIGNED: _________________________________________ Policy Holder

SIGNED: _________________________________________ Guardian

_____________________________________ Patient/Policy Holder 

Date: __________ 

Date: __________

Date: __________ 

 Date: __________ 

ENGLISH: 
I understand and agree that health and accidentinsurancepolicies are anarrangementbetween an insurance carrier and myself. I understand
Consolidated Chiropractic Health Associates Inc – dba: HealthCore Clinic/Irshad Kassim, DC will prepare any necessary reports
and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to
Consolidated Chiropractic Health Associates Inc. – dba: HealthCore Clinic/Irshad Kassim, DC will be credited to my account on
receipt. I permit this office to endorse co-issued remittances for the convenience of credit to my account. I Consolidated Chiropractic
Health Associates Inc. – dba: HealthCore Clinic/Irshad Kassim, DC to furnish information concerning my present illness or injury. I
authorize my insurance company to direct payments for service performed Consolidated Chiropractic Health Associates Inc. – dba:
HealthCore Clinic/Irshad Kassim, DC directly to: 

Consolidated Chiropractic Health Associates Ins. dba: HealthCore Clinic
Irshad Kassim, DC 

180 N. Barrington Road 
Streamwood, IL 60107 

 
ESPAÑOL: 
Comprendo y estoy de acuerdo que mi póliza de seguros es un acuerdo entre la compañía de seguros y yo. Yo comprendo que
Chiropractic Health Associates Inc. – dba: HealthCore Clinic preparara formas y reportes para ayudarme a colectar de la compañía de
seguros y que esas cantidades colectadas serán aplicadas a mi cuenta. Yo autorizo a Consolidated Chiropractic Health Associates Inc.
– dba: HealthCore Clinic/Irshad Kassim, DC a cambiar estos cheques para que sean aplicados a mi cuenta. Autorizo a Consolidated
Chiropractic Health Associates Inc. – dba: HealthCore Clinic a mandar información a las compañías de seguros y a mis abogados
incluyendo información de mi enfermedad. Yo autorizo a mi compañía de seguros a hacer pagos por servicios dados por Consolidated
Chiropractic Health Associates Inc. – dba: HealthCore Clinic/Irshad Kassim, DC directamente a: 

Consolidated Chiropractic Health Associates Ins. dba: HealthCore Clinic
Irshad Kassim, DC 

180 N. Barrington Road 
Streamwood, IL 60107 

I am also aware that I AM PERSONALLY RESPONSIBLE FOR CHARGES AND/OR BALANCE NOT COVERED BY INSURANCE. In the
case where Consolidated Chiropractic Health Associates Inc. – dba: HealthCore Clinic/Irshad Kassim, DC needs to contact
attorneys or collection agencies to collect on my account, I agree to pay all costs for these and any other expenses incurred in the
collection of this account. I further understand that this agreement is irrevocable. 

YO TAMBIEN COMPRENDO QUE LAS CUENTAS NO PAGADA POR LA COMPANIA DE SEGUROS SON MI RESPONSABILIDAD.
En caso de que mi seguro no cubriese todos mis gastos Yo asumiré la responsabilidad de dicha deuda y si a Consolidated Chiropractic
Health Associates Inc. – dba: HealthCore Clinic/Irshad Kassim, DC necesita emplear abogados o agencias de colecciones para cobrar
esa cuenta, yo pagare dichos gastos. Yo también entiendo que este acuerdo es irrevocable. 

(X)

(X)
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