
 
Financial Agreement 
 

We would like to take a moment to welcome you to our office and assure that you will receive the very best of 
care available for available for your condition. In order to familiarize you with the financial policy of this office 
we would like to explain how your medical bills will be handled. 

Explanation of Insurance Coverage: 

Many insurance policies do cover chiropractic care but this office makes no representation that your does. 
Insurance policies may vary greatly in terms of deductible and percentage of coverage for chiropractic care. 
Because of the variance from one insurance policy to another, we require that you, the patient, be personally 
responsible for the payment of your deductibles, as well as any unpaid balance in this office. We will do our best 
to verify your insurance coverage, and will bill your insurance in a timely manner as a courtesy to you. 

Payment Arrangements 

We require that you pay 20% of your charges on a monthly basis. Your portion of the bill is expected to be paid 
by the @15th day of each month, and any unpaid balances will be considered past due on the 20th day of the 
following month.  Past due balances may have an interest charge of 12% applied per month. 

Assignment Of Benefits 

Attached is an "Assignment of Benefits" from which we would like you to sign. This form directs your insurance 
company to send payments directly to this office. If your insurance carrier sends payment to you for services 
incurred in this office. You agree to send or bring those payments to this office upon receipt. If you pay for your 
visits in full the assignment need not to be signed and the payments will be sent directly to you from the 
insurance. 

Release of Information 

If your insurance company require medical reports or records to documents your treatment or progress. Your 
signature below authorizes this office to release the medical information necessary to process your claim. 

Voluntary Termination of Care 

If you suspend or terminate your care at any time, your portion of all charges for professional services is 



 
immediately due and payable to this office. All services rendered by this office are charged directly to you, and 
you, ultimately will be personally responsible for payment regardless of your insurance coverage. 

We hope this answers   any questions you might have concerning the financial of this office. Once again we 
welcome you to our office, and will be glad to answer any further questions that you might have. 

I have read and agree to the above. 

Signature: 
 

Date: 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
Financial & Cancellation Policy 
 

In the interest of good health care practice. It is best to establish a policy to avoid misunderstandings. Our 
primary responsibility at Advanced Chiropractic Wellness is to help our patients experience good health. Our 
energy and time is best spent toward that end; therefore, we wish to clarify the following points: 

 
1. All accounts are due and payable at the time of your visit unless other arrangements have been made. 

 

2. If you have an insurance claim pending, you will receive a statement each month for the outstanding 
balance of your account. We cannot accept responsibility for collecting an insurance claim or for negotiating a 
disputed claim. (Insurance reimbursement is a contract between you and your carrier. You are responsible for 
payment of your account within the usual limits of your financial policy.) 

 

3. In the case that your insurance carrier will not cover the full costs of supplements, you are responsible for 
payment. 

 

4. All cancellations must be made 24 hours before the scheduled appointment time. There is a $25 charge for 
late cancellations or missed appointments. This includes Auto Accident patients. 

I have read the above policy and understand that, regardless of any insurance coverage that I may have, I am 
responsible for payment of my account within the usual limits of this Financial and Cancellation policy. I agree 
that in the event that costs and / or fees are incurred in connection with the collection of my account, I will pay 
all such costs and fees, including collection costs, attorney's fees and all court costs. 

Patient Name:                                                          Patient Signature:                                                         Date:               
 

 

 

 

 

 

 



 
 

 

Health Information Release Policy 

 

 

This notice describes how your health information may be used and disclosed and how you can access this 
information. 

Please review it carefully 

A new law requires us to maintain your privacy, to give you this and to follow the terms of this notice: 

     The law permits us to use to a specialist doctor involved in your treatment. For example, we may give your 
health information to a specialist doctor involved in your care, for the purpose of review.  

     We may use or disclose your health information for payment of your services. For example, we may send a 
report of your progress to your insurance company. 

     We may use or disclose your health information for our normal healthcare operations. For example, one of 
our staff will enter of your information into our computer.   

     We may share your medical information with our business associates, such as billing services. We have a 
written contract with each business associates that require them to protect your privacy. 

     We may use your information to contact you. For example, we may send newsletters or other information. 
We may also want to call and remind you about your appointments. If you are not home, we may leave this 
information on your answering machine or with the person who answer the telephone. 

     In an emergency, we may disclose your health information to a family member or another person responsible 
for your care. 

     We may release some of all of your health information when required by law. If this practice is sold, your 



 
information will become the property of the new owner. Except as described above, this practice will not use or 
disclose your health information without your prior written authorization. 

     You may request in writing that we not use or disclose your health information as describes above. We will let 
you know if we can fulfill your request. 

     You have the right to know of any uses or disclosures we make with your health information beyond the 
above normal uses. As we will need to contact you from time to time , we will use whatever address or 
telephone number you prefer.      

     You have the right to transfer copies of your health information to another practice. We will mail your files for 
you. 

     You have the right to see and receive a copy of your health information, with few exceptions. Give us a 
written request regarding the information you want to see. If you also want a copy of your records, we may 
charge you reasonable for the copies. 

     You have the right to request an amendment or change to your health information. Give us your request to 
make changes in writing. If you wish to include a statement in your file, Please submit it to us in writing. We may 
or may not make the changes you request, but will be happy to include your statement in your file. If we agree 
to an amendment or change, we will not remove nor alter earlier documents, but will add new information. 

     You have the right to receive a copy of this notice. If we change any of the details of this notice, we will notify 
you of the change in writing. You may file a complaint with the Department of Health and Human Services. 

Acknowledgement: 

I have received a copy of the VC & WC 

Name:                                            Signed:                                                Date:                    
 

If signing as a parent or guardian, please note the name of the patient:   

 

 

http://www.mabmd.com/images/mazo_riascos_review_of_systems_checklist.pdf


 
Informed Consent 
 

Informed Consent for Chiropractic Treatment of your Pain 

The nature of chiropractic treatment: 

The doctor will use her / his hands or a mechanical device to manipulate the area treated. You may feel or hear 
a "click" or "pop" and you may feel movement. Chiropractic treatment also includes activity advice, exercise, hot 
or cold packs, or electric stimulation. Your chiropractor will recommend treatment she / he determines is not 
most appropriate for your condition.  

Possible risks: 

Chiropractic treatment for pain is safe and majority of patients experience decreased pain and improved 
mobility. Approximately 30% of patients experience slight increased pain in the treated area, possibly due to 
minor strain of muscle, tendon, or ligament. When this occurs within the first few days of treatment, the 
increased pain is brief and returns to baseline or improves over the next few days. Increased pain may also occur 
with exercise, heat, cold, and electrical stimulation. Possible skin irritation or burns may occur with thermal or 
electrical therapy. 

Serious bodily harm is extremely rare and not an inherent risk of chiropractic treatment. Many variables can 
adversely affect one's health, including previous injury, medications, osteoporosis, cancer and other illness or 
disease or condition.  When these conditions are present, chiropractic treatment may be associated with 
serious adverse events, such as fracture, dislocation, or aggravation of previous injury to ligaments, 
intervertebral discs, nerves, or spinal cord. Symptoms of stroke or cerebrovascular injury alert patients to seek 
medical and / or chiropractic care. Your chiropractor is aware of this association and when appropriate may 
assess for symptoms and signs of stroke. Please inform your chiropractor of all medications you are taking, 
including blood thinners, any surgeries you have had, and any other medical condition you have, including 
osteoporosis, heart disease, cancer, stroke, fracture, or previous severe injury. 

Other options for the treatment of pain include: 

Do nothing - live with it, over - the - counter medications, physical therapy, medical care, injections, or surgery. 
There are hundreds of other treatments for pain. Most treatments that have potential benefit also have 
potential risk. You are encouraged to ask questions regarding possible risks of chiropractic treatment, and may 



 
use the space below for this purpose. 

My signature below confirms that I have read the paragraphs above and that I understand what my chiropractor 
has told me about possible risks of chiropractic treatment and that I have had the opportunity to ask questions 
and have my questions answered. Also, I have fully disclosed to my chiropractor my medical history regarding 
the above specified complicating factors and all other conditions that have caused me pain in the past. 

 

Patient Name: 

 

 

 

Signature 

 

 

 

Date 

 

 

 

Witness Name  Signature  Date  
 

 

 



New Patient Health History Form
In order to provide you the best possible care, please complete this form

and bring it to your first appointment. All information is strictly CONFIDENTIAL.

Patient Data
First Name Last Name Date  Email* 

* Your email will NOT be shared with any 3d parties, and is used  for occasional office announcements and promotions.

Mailing address
Address  City  State  Zip 

Telephone (Work)  (home)  Referred By 

Age  Birth Date  Social Security #  Number of Children 

Occupation  Employer 

Marital Status  Spouse's Name  Spouse's Occupation 

Spouse's Employer  Spouse's Health Status 

Emergency Contact  Phone 

Current Complaints
Nature of Injury:  

Please describe:  

Date if Injury  Date symptoms appeared 

Have you ever had same condition?  If yes, when? 

List of other practitioners seen for this injury/condition 

Have you ever been under chiropractic care?  

If yes, please describe 

Insurance Information

Name of party responsible for payment  Phone 
Do you have health insurance?  Name of company 
* If an auto accident, please provide:
Insurance Company Name  Contact Person 
Phone:  Claim # 

Signatures

Name of the insured ________________________________________________________________________
I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier 
and myself. I understand and agree that all services rendered to me and charged are my personal 
responsibility for timely payment. I understand that if I suspend or terminate my care/treatment, any fees for 
professional services rendered to me will be immediately due and payable.

Patient’s signature _______________________________________________ Date ____________________
Spouse’s or guardian’s signature __________________________________ Date ____________________
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Automobile* Work Other

No Yes

No Yes

No Yes



Medical History
Have you been treated for any conditions in the last year? 
If yes, please describe 

Date of last physical exam  Is there a chance that you are pregnant? 

Have you had X-rays taken?  If Yes, where? 
What medications are you taking and for what conditions (Please list dosage and amounts, etc)l

What vitamins, minerals, or herbs do you currently take? (Please list for what conditions, dosage, and  frequency).

Have you ever: No Yes Briefly Explain
Broken bones? 
Been hospitalized? 
Been in an auto accident? 
Had Sprains/Strains? 
Been struck unconscious? 
Had surgery? 

Family History
Family Members - Present and past health conditions (Example: heart disease, cancer, diabetes, arthritis, etc.)

Do you experience pain every day?
Do your symptoms interfere with daily life?
Does pain wake you up at night?
Are your symptoms worse during certain times of the day?
Do changes in weather affect your symptoms?
Do you wear orthotics?
Do you take vitamin supplements?
What activities aggravate your symptoms?

Habits None Light Moderate Heavy
Alcohol
Coffee
Tobacco
Drugs
Exercise
Sleep
Appetite
Soft Drinks
Water
Salty Foods
Sugary Foods
Artificial Sweeteners

© Copyright 2005 ChiroMatrix

No Yes

No Yes
No Yes

No Yes
No Yes
No Yes
No Yes
No Yes
No Yes
No Yes



Have you ever suffered from:
 Alcoholism 
 Allergies 
 Anemia 
 Arteriosclerosis 
 Arthritis 
 Asthma 
 Back Pain 
 Breast Lump 
 Bronchitis 
 Bruise Easily 
 Cancer 
 Chest Pain/Conditions 
 Cold Extremities 
 Constipation 
 Cramps 
 Depression 
 Diabetes 
 Digestion Problems 
 Dizziness 
 Ears Ring 
 Excessive Menstruation 
 Eye Pain or Difficulties 
 Fatigue 
 Frequent Urination 
 Headache 
 Hemorrhoids 
 High Blood Pressure 
 Hot Flashes 
 Irregular Heart Beat 
 Irregular Cycle 
 Kidney Infection 
 Kidney Stones 
 Loss of memory
 Loss of balance 
 Loss of smell 
 Loss of taste 
 Lumps In Breast 
 Neck Pain or Stiffness 
 Nervousness 
 Nosebleeds 
 Pacemaker 
 Polio 
 Poor Posture 
 Prostate Trouble 
 Sciatica 
 Shortness of breath 
 Sinus Infection 
 Sleep problems or Insomnia 
 Spinal Curvatures 
 Stroke 
 Swelling of ankles 
 Swollen Joints 
 Thyroid Condition 
 Tuberculosis 
 Ulcers 
 Varicose Veins 
 Venereal Disease 
 Other: 

Please use the following letters to indicate TYPE and 
LOCATION of the symptoms you currently are experiencing.

A=Ache O=Other
B=Burning P=Pins & Needles
N=Numbness S=Stabbing
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