DOCTOR. PATIENT RELATIONSHIP IN CHIROPRACTIC

(Please initial after reading each statement) -
CHROPRACTIC

Tt is very important to acknowledge the difference between the hedlth care specialties of chiropractic,
osteopathy and medicine. Chiropractic health care seeks to restore health through natural means without the
use of medicine or surgery. This gives the body maximum opportunity to utilize its inherent recuperative
powers. The success of the chiropractic doctor’s procedures often depends on the environment, underlying
causes. Physical and spinal conditions. It is very important to understand what to expect from chiropractic
healthcare services. ‘ : ' ‘ ‘ ‘

Initials:

ANALYSIS

A doctor of chirepractic conducts a clinical analysis for the express purpose of determining whether there is
evidence of vertebral subluxation syndrome (vss} or verebral subhxxatidr; compléxes (vsc). When such vss -
and vsc complexes are found, chiropractic adjustments and ancillary procedures may be given in an attempt
to restore spinal integrity. It is the chiropractic premise that the spinal alignment allows nerve transmission
throughout the body and gives an opportunity to use its inherent recuperative powéfrs. Due to the
complexities of nature, no doctor can promise specific results. This depends upon the inherent recuperative
powers of the body. . o
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DIAGNOSIS

_ Although doctors of chiropractic are experts in chiropractic diagnosis, the vss and the vsc, they are not
internal medicine specialists. Every chiropractic patient should be mindful of his /helf”own symptoms and
should secure other opinions if he/she has any concern as the nature of his/her total condition. Your doctor
of chiropractic may express an opinion to whether you should take this step, but you are responsible for the
final decision, . : E T
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A patient, in coming to the doctor of chiropractic, gives the doctor permission and authority to care for the
patient in accordance with the chiropractic tests, diagnosis and analysis. The chimp»racti‘c. adjustment or other
clinical procedures are usually beneficial and seldom cause any problem. In rare cases, underlying physical
defects, deformities, pathologies may render the patient susceptible to injury. The doctor, of course, will not
give a chiropractic adjustment or health care if he/she is aware that such care may be ‘cantra&icte‘d. Again, it
is the responsibility of the patient to make it known of any latent paﬁ:holog_ical defects, illness, or deformities
which would otherwise niot come to the attention of the doctor of chiropractic. The doctor of chiropractic
provides a specialized non-duplication health service. The doctor of chiropracticis licensedina special
practice and is available to work with other types of providers in your health eare regimen.’
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RESULTS ‘ .
The purpose of chiropractic services is to promote natural health through the reduction of the VSS or VSC.
Since there are so many variables, it is difficult to predlct the time scheduled or efﬁcxency of the chiropractic

procedures.
sometimes the response is phenomenal.

In most cases, there is more gradual but quite satisfactory response. Occasionally, the results are less than

- expected. Two or more similar conditions may respond differently to the same chiropractic care. Many
medical failures find quick relief through chiropractic. In turh, we must admit that conditions which do not
Tespond to the chiropractic care may be under control or be heiped through medical science. The fact is that
science of chiropractic and medicine may never be so exact as to provide deﬁmte answers to ail problems
Both have made great strides in allevxatmg pam and ccntrollmg disease. - :
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TO THE PATIENT

Appointment must be cancelled 24 hours in advance; patients who do not caﬂ to cancel will be charged the
full price of $50.00. please discuss any quéstions thh the-doctor before signing this statement policy. Patlent
with medical emergencies or unforeseen c1rcumstances wﬂl be rescheduled atno charge. ,
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- T have read, and understand the foregoing.

Patient Signature o - S "~ Date



PRIOUX CHIR,OPRACTIC CENTER.
PA’I'IENT CONSENT FORM

agree as follows,

1.

, hereby states that by mgnmg the consent lacknowledge and

The privacy notice has been provided to me prior to my sxgmng thls consent The privacy notice
includes a complete descriptmn of the uses and/or disclosures of my prntected health
information {“phi) necessary for the. practlce to pr'owde treatment to me, and also necessary for
the practice to obtain payment for the treatment and to carry outits health care operatmns The
practice explained to me that the privacy nouce will be available to me in the future atmy
request. The practice has further explamed my rightto obtain a copy of the privacy notlce prior
to my signing the consent. :

The practice reserves the right to change its privacy practlces that are descrlhed inits prwacy
notice, in accordance with apphcable law.

[ understand that, and consent to, the following appmntment remmders that will be used by the
practice; ‘

a) a postcard to be mailed to me at the address provided by me; B) telephomng my-
home/cell/work and leaving 2 message on my answering machine or with the individual
answering the phone; or ¢) by email if possible,

The practice may use or disclose my phi {which contains information’ about my health or
condition and the treatment pmmded to me} in order for the practice to treat me and obtain
payment for that treatment, and as necessary for the pracuce to conduct lts spedf' ic health care

operations,

Tunderstand that I have a rlght to reques't that the practice restrxcts how many phi is- used or
disclosed to carry out treatment, payment or health care operations. However the practice is not
required agree to any restrictions that I have requested If the practice agrees twa requested
restriction then, the restriction is binding on the practice.

I understand that this consent is valid for seven years. I further understand that I have the right
to revoke my consent, in writing, at any time for all futare transactmns, -with understanding that
any such revocation shall not apply to the extent that the practice has already taken action in
reliance on this consent.

T understand that if I revoke this con.sent at any ume, the practice has the mght to refuse to treat ‘
me,

I understand thatif I do not sign thIS consent evidencing my consént to the uses and dlsclosures
to me above and contained-in the pmvacy nutlce the practice wﬂl not treatme.

1 have read and understand the foregoing notice, and all of my questnons have been answered to my
full satisfaction in a way that I can understand :

Printed Name of Patient o o Patient Signature "

Date signed . ' " Witness signature



PRIOUX CH[ROPRACTIC. CENTEK
PATIENT FINANCIAL POLICY

- Your understanding of our financial pohcxes is an essentnal element of your care and treatment. If
you have any guestions, please discuss them with our front office staff

*

Signature of Patient/Responsible Party:

As our patient, you are responsible for all authonzatlon/referrals needed to seek treatment
in this office. : :

Unless other arrangements have been made in advance by you, or'your health i insurance
carrier. Payment for office services are- due at the time of service. We wﬂl accept care credxt
visa, mastercard discover, cash or check. ’ : : S
Your insurance policy is a contract between you and your insurance company As a
courtesy, we will file your insurance clalm for you if you assign the beneﬁts to the doctor. In
other words, you agree to have your insurance company pay the doctor directly. If your

Jinsurance company does not pay the practlce Wlthm ina reasonable permd we will have to

look to you for payment.

We have made prior arrangements with cert:am insurers and other’ health pians to-accept an
assignment of benefits. We will bill those pians with which we have an agreement and will
only require you to pay the copay at the time of service.

If you have insurance coverage with a plan with which we do ot have a prlor agreement,
we will prepare and send the claim for you on an unasmgned basis. This means your insurer
will send the payment directly to you. Therefor, all charges for your care and treatment are
due at the time of service.

All health plans are not the same and do not cover the same services. !n the event your
health plan determines a service to be “not covered”, or you do not have authorizatien, you
will be responsible for the complete charge. We wm attempt to verify benefits for some -
specialized services or referrals: however, you remain responsible for. charges toany
service rendered. Patients are encouraged to contact thelr plans for clarnﬁcaman of beneﬁts
prior to services rendered. S

You must inform the office of all i msurance changes and authorlzatlon/referral
requirements. In the event the office is not mfarmed you will be responsﬂ)le for any
charges denied. ‘ '

Past due accounts are subjectto collectlon proceedmgs All costs: mcurred mcludmg, butnot
limited to, collection fees, attorney fees and court fees shali be’ your respon51b111ty in
addition to the balance due to this office.

There is a service fee of $25.00 for all returned checks Youri msurance company does not
cover this fee.

The attached page will explain ﬁ:rther on fee due far rewexam services.

Printed name of Patient/Responsible Party: . S ‘ — Date:




PRIOUX CHIROPRACTIC CENTER
RE-EXAM INFORMATION LETTER

This letter is to inform'ydu that we perform exams as pa‘ﬂ: ofour
thorough protocol. The exams are to explam fmdmgs and ccmpare prevmus
exams to show lmpmvemem‘

7 Your insurance does not cover exams and treatments performed onthe
same day. Because of this, you will be responsible for $35.00 per exam.

There are usually 4 exams performed duringthe treatment until you
will reach wellness status. We w111 still bill msurance, and if they pay, we wﬂl
refund that amount. S

By signing, you agree to this letter. -

Signed:




