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Demographics:  Language __________________________(Primary) 
Race: Unspecified_______  American Indian or Alaska Native ________ Black or African American  _______ Other___________________  White_______
Ethnicity: Not Hispanic or Latino ________  Hispanic or Latino ________ Unspecified________

Would you like reminders for future appointments? If so,  TEXT, EMAIL, or NONE? (Circle One)  * Phone Carrier___________________________





Informed Consent:
CHIROPRACTIC: I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, 
including various modes of physical therapy and diagnostic x-rays, on me (or on the name of the patient below, for whom I am 
legally responsible for) by Dr. Yost and/or other licensed doctors of chiropractic who now or in the future with at Yost Family Chiro-
practic Inc.

I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment, 
including but not limited to fractures, disc injuries, strokes, dislocations, and sprains.  I do not expect the doctor to be able to 
anticipate and explain all risks and complications, and I wish to reply upon the doctor to exercise judgment during the course 
of the procedure which the doctor feels at the time, based upon the facts that known to him or her, is in my best interest.  I 
understand that results are not guaranteed. I have read the above consent.  I understand I have the opportunity to ask questions 
about its consent, and by signing below I agree to the above-named procedures.  I intend this consent form to cover my entire 
course of treatment for my present condition and for any future condition(s) for which I seek treatment.  I have received the 
Chiropractic Clinic’s Notice of Privacy Practices for protected health information.  (Request a copy if needed.)

ACuPunCTuRE: Acupuncture is the insertion of a thin needle into the surface of the body. A patient may feel a slight pricking 
sensation near the needle. Patients usually report little or no pain during an acupuncture treatment. 
Side Effects: The following side effects may occur and are not limited to the following:
 a. Some pain following treatment in the insertion location (uncommon).
 b. Minor bleeding from insertion location (occasionally).
 c. Minor bruising (occasionally).
 d. Infection (rare).
 e. Needle sickness (feeling faint or dizzy, rare).
 f. Broken needle (almost unheard of ).
(Not to mention are many other potential side effects of treatment which are much more common: acquisition of a deeply relaxed 
state, drugless relief of your condition, enhanced well being, improved immunity and increased mental clarity and insight.)

Although no outcome of treatment can be guaranteed, it is understood that every patient is unique and that each treatment is 
designed specifically for the conditions of the patient. 

mASSAgE: I understand that the massage I receive is provided for the basic purpose of relaxation and relief of muscular tension. 
If  I experience any pain or discomfort during the session, I will immediately inform the therapist so that the pressure and/or strokes 
may be adjusted to my level of comfort. I further understand that massage should not be construed as a substitute for medical 
examination, diagnosis, or treatment. I understand that massage therapists are not qualified to perform spinal or skeletal 
adjustments, diagnose, prescribe, or treat any physical or mental illness, and that nothing said in the course of the session given 
should be construed as such. Because massage should not be performed under certain medical conditions, I affirm that I have 
stated all my known medical conditions, and answered all questions honestly. I agree to keep the massage therapist updated as 
to any changes in my medical profile during the session and understand that there shall be no liability on the massage therapists 
part should I fail to do so. I understand that any illicit or sexually suggestive remarks or advances made by me will result in 
immediate termination of the session. I also understand that the License Massage Therapist reserves the right to refuse to 
perform massageon anyone whom she deems to have a condition for which massage is contraindicated. 

With this knowledge, I give my informed and voluntarily consent to the above procedures:

Print Patient Name: ______________________________________________________________ Date:____________________

Patient or Guardian Signature: ______________________________________________________________________________

Authorization, Release & Financial Polices:
I authorize payment of insurance benefits directly to the chiropractor or chiropractic office.  I authorize the doctor to release all 
information necessary to communicate with personal physicians and other healthcare providers and payers and to secure the 
payment of benefits.  I understand that I am responsible for all costs of chiropractic care, regardless of my insurance coverage.  

I understand and agree to allow this chiropractic office to use my patient health information for the purpose of treatment, payment, health-
care operations, and coordination of care.  We want you to know how your patient health information is going to be used in this office and 
your rights concerning those records.  The following person(s) have my permission to receive my personal health information: 
___________________________________________   ____________________________________________________

I do understand that insurance companies do not pay for services that they determine to be not “medically necessary” and therefore, may 
deny payment for services provided to me by the chiropractor.  However, I clearly understand and agree that all services rendered to me 
are my personal responsibility and I am securing my account with the credit card given at time of check in.  If payment hasn’t been re-
ceived in 10 days from terminating any care, I authorize deduction from my credit card.  PLEASE NOTE: Insurance companies do not pay for 
care that is not medically-necessary.  If your child does not have a musculoskeletal complaint, he/she does not qualify for insurance cover-
age. I agree to allow Yost Family Chiropractic to use my picture/my child’s picture for publication in printed advertisement and/or website.

Print Patient Name: ________________________________________________________________ Date: _____________________

Patient or Guardian Signature: __________________________________________________________________________________ 



Using Health Insurance?
Because your insurance policy is an agreement between you and that particular company, we ask 
that you call and determine what your benefits are.  Please use this form to assist you in getting your 
questions answered and helping you understand your chiropractic benefits.  Feel free to ask your 
insurance representative any additional questions you may have.

1. Call the Customer Service/Member # on your insurance card.  Follow the automated steps to
receive your member benefits.

2. What is Insurance Representatives name: _____________________________________________
a. Date: ___________________________________ Time: _______________________________

3. My name is __________________________; I am calling to see what my chiropractic benefits are.

4. I will be seeing Dr. Heather Yost with Yost Family Chiropractic.  Is she in or out of network?

5. Is there a deductible?  {YES}   {NO}  (circle one)
a. If YES, what is my deductible amount? _____________________________________________
b. How much has been applied to my deductible? ______________________________________

6. What are my chiropractic benefits?
a. Co-Insurance: ________________________________________________________________
b. Copay: ______________________________________________________________________

7. Are there any policy limitations such as a dollar amount or number of office visits? _____________
________________________________________________________________________________

a. If YES, has anything been already applied to these limitations? __________________________

8. What is my policy period?  (example: calendar year) ____________________________________
9. Is authorization and/or referral required for my plan? ____________________________________
10. Are my covered benefits based on medical necessity?   {YES}   {NO}  (circle one)
11. Provide your insurance representative with the following codes.  Find out if they have the same
chiropractic benefit quoted above or if they have a separate benefit.

a. Are x-rays covered, if done in the office? __________________________________________

b. CPT Code 99202 (Exam): ______________________________________________________

c. CPT Code 97014 (Muscle Stimulation Therapy,): ____________________________________

d. CPT Code 97112 (ART, Muscle Therapy): _________________________________________

e. CPT Code 29200 (Kinesotape Strapping): _________________________________________

Consultations are free of charge and all fees will be discussed before any services are rendered 

PS – Have an HSA or FLEX account?  Great news!  Take advantage of reduced fees (sometimes 
even better than your insurance benefits!) by using these tax savings accounts.

Patient Print Name: ________________________________________________________________ 

Patient Sign: _________________________________________________ Date: _______________



Patient Acknowledgement and Receipt of
Notice of Privacy Practices Pursuant to HIPAA and Consent for Use of Health Information

Name_________________________________  Date_______________

The undersigned does hereby acknowledge that he or she has received a copy of this office’s Notice of Privacy 
Practices Pursuant To HIPAA and has been advised that a full copy of this office’s HIPAA Compliance Manual 
is available upon request.

The undersign does hereby consent to the use of his or her health information in a manner consistent with the 
Notice of Privacy Practices Pursuant to HIPAA, the HIPAA Compliance Manual, State law and Federal Law.

Dated this _______ day of _______________________, 20_____

By__________________________________________________
              Patient’s Signature

If patient is a minor or under a guardianship order as defined by State law:

By__________________________________________________
 Signature of Parent/Guardian  (circle one)

Missed Appointment Policy
Thank you for choosing Yost Family Chiropractic for your health & wellness care. As a client of this practice, 
please know that we will strive to give you the best care. To accomplish our goal and meet your needs, 
the following policy applies: 
You are responsible for providing a valid credit card number in order to schedule any appointment, including 
chiropractic, massage, and acupuncture, with Yost Family Chiropractic. This credit card guarantees your 
appointments with YFC and you will not be charged unless you fail to attend your appointment or do not 
give us at least 24-hour notice to reschedule. A failure to comply with this policy will result in your card being 
charged for a $30 appointment fee. For your convenience, we accept all major credit cards. 

I understand and agree to the above policy. By signing below I authorize deduction from my 
credit card on file if I fail to follow this policy. 

Printed Name: ________________________________________________   Date: _______________________
 
Signature: _________________________________________________________________________________
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