
 



 



Policies 
1. All examination, and 1

st
 adjustment charges are payable when services are rendered. If the services 

are covered by your insurance policy, your account will be credited. 

 

2. X-ray film is the property of this office. Once films are used for treatment purposes, they can be 

loaned upon the signature of a x ray release.  

 

I understand and agree that health and accident insurance policies are an arrangement between an 

insurance carrier and myself.  Furthermore, I understand Back In Action Chiropractic Center will 

prepare any necessary reports and forms to assist in making collections from the insurance company 

and that any amount authorized to be paid directly to Back In Action Chiropractic Center and will be 

credited to my account upon receipt.  However, I clearly understand and agree that all my services 

rendered me are charged directly to me and that I am personally responsible for payment. 

 

I also understand that if I suspend or terminate my care at this office, any outstanding charges for 

professional services rendered to me will be immediately due and payable. I agree that I will be 

responsible for all attorney and legal fees if legal action becomes necessary to collect this amount. I 

authorize Back In Action Chiropractic Center to obtain a credit report if deemed necessary. 

 

Patient Signature_______________________________Date________________ 

 

Guardian Signature Authorizing Care__________________Date_____________ 

 

In Case of Emergency Notify__________________________________________ 

 

Relationship_____________________Address____________________________ 

 

Phone #_________________________ 

 

Assignment of Insurance Benefits: 

I hereby authorize payment to be made directly to Back In Action Chiropractic Center, of all benefits which 

may be due and payable under insurance coverage for the above named patient. I authorize utilization of 

this application or copies thereof for the purpose of processing claims and effecting payments. I further 

acknowledge that this assignment of benefits does not in any way relieve me of liability and that I will 

remain financially responsible to Back In Action Chiropractic. 

Authorization To Release Medical Record Information: 

Back In Action Chiropractic Center is hereby authorized to disclose all or any part of the medical records 

on the above named patient to such insurance companies, Organizations, or agencies as may be responsible 

for payment of services rendered by Back In Action Chiropractic Center. This authorization I give with full 

knowledge that such disclosure may contain information of a confidential nature and may result in a denial 

of insurance coverage for services rendered by said Back In Action Chiropractic Center. 

 

The undersigned certifies that He/She has read and understands each of the above paragraphs and is the 

patient or responsible party with the power to execute this document and accept these terms. 

 

Signature of Witness:________________________________ 

 

Signature of Patient or Responsible Party:______________________________ 



 

Informed Consent For Chiropractic Care 
When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both 

to be working towards the same objective. It is important that each patient understand both the objective 

and the method that will be used to attain this objective. This will prevent any confusion or disappointment. 

You have the right, as a patient, to be informed about the condition of your health and the recommended 

care and treatment to be provided so that you may make the decision whether or not to undergo chiropractic 

care after being advised of the known benefits, risks, and alternatives. 

 

Chiropractic is a science and art which concerns itself with the relationship between structure (primarily 

the spine) and function (primarily the nervous system) as that relationship may effect the restoration and 

preservation of health. Health is the state of optimal physical, mental and social well- being, not merely the 

absence of disease r infirmity. 

 

One disturbance to the nervous system is called vertebral subluxation. This occurs when one or more of 

the 24 vertebra in the spinal column become misaligned and/or do not move properly. This causes 

alteration of nerve function and interference to the nervous system. This may result in pain and dysfunction 

or may be entirely asymptomatic. Due to possible subluxation and/ or under the doctor’s recommendations, 

x-rays may be necessary to assist with patient care. 

 

Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of 

forces to correct and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific 

adjustments to the spine. Adjustments are usually done by hand but may be performed by handheld 

instruments. In addition, ancillary procedures such as physiotherapy and/or rehabilitative procedures may 

be included. 

 

If during the course of care we encounter non- chiropractic or unusual findings, we will advise you of those 

findings and recommend that you seek the services of another health care provider. 

 

All questions regarding the doctor’s objective pertaining to my care in this office have been answered to 

my complete satisfaction. The benefits, risks, and alternatives of chiropractic care have been explained to 

me to my satisfaction. I have read and fully understand the above statements and therefore accept 

chiropractic care on this basis. 

 

___________________________                        _______________________________         ___________ 

Print Name                                                            Signature                                                        Date 

 

Consent to evaluate and adjust a minor child: 

 

I,_______________ being the parent or legal guardian of __________________ have read and fully 

understand the above informed consent and hereby grant permission for my child to receive chiropractic 

care. 

 

____________________________________________                         _________________________ 

Signature                                                                                                   Date 

 

Pregnancy Release: 

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her 

associates have my permission to perform an x-ray evaluation. I have been advised that x- ray can be 

hazardous to an unborn child. 

 

Date of last menstrual cycle:_____________________________ 

 

________________________________________________                    _______________________ 

Signature                                                                                                       Date 

 



Consent for Use or Disclosure of Health Information 

Our Privacy Pledge 

We are very concerned with protecting your privacy. While the law requires us to give you a copy of our 

privacy notice, please understand that we have, and always will, respect the privacy of your health and 

personal information. 

 

There are several circumstances in which we may have to use or disclose your health care information. 

 

- We may have to disclose your health information to another health care provider or a hospital 

if it is necessary to refer you to them for the diagnosis, assessment, or treatment of our health 

condition. 

- We may have to disclose your health information and billing records to another party if they 

are potentially responsible for the payment of your services. 

- We may need to use your health information within our practice for quality control or other 

operational purposes. 

 

Along with this consent form, you will be given a copy of our privacy notice that describes our privacy 

policies in detail. You have the right to review that notice before you sign this consent form. We reserve the 

right to change our privacy practices as described in that notice. If we make a change to our privacy 

practices, we will notify you in writing when you come in for treatment or by mail. 

 

Your right to limit uses or disclosures 

You may revoke any of your authorizations at any time; however, your revocation must be in writing.  We 

will not be able to honor your revocation request if we have already released your health information before 

we receive your request to revoke your authorization. If you were required to give your authorization as a 

condition of obtaining insurance, the insurance company may have a right to your health information if 

they decide to contest your claims. 

 

I have read your consent policy and agree to its terms.  I am also acknowledging that I have received a copy 

of this consent and a copy of your privacy notice (Notice of Privacy Practices for Protected Health 

Information).  

 

____________________________                        ________________________________ 

Printed Name       Date                                            Authorized Provider Representative  

 

_____________________________                       _______________________________ 

Signature                                                                  Date 

 

Appointment reminders and health care information authorization 

Your chiropractor and members of the practice staff may need to use your name, address, phone, and your 

clinical records to contact you with appointment reminders, information about treatment alternatives, or 

other health related information that may interest you. If this contact is made by phone and you are not at 

home, a message will be left on your answering machine.  By signing this form, you are giving us 

authorization to contact you with these reminders and information. 

 

You may restrict the individuals or organizations to which your health care information is released or you 

may revoke your authorization to us at any time; however, your revocation must be in writing and mailed to 

us at your office address.  We will not be able to honor your revocation request if we have already released 

your health information before we receive your request to revoke your authorization. In addition, if you 

were required to give your authorization as a condition of obtaining insurance, the insurance company may 

have a right to your health information if they decide to contest your claims. 

 

Information that we use or disclose based on the authorization you are giving to us may be subject to re- 

disclosure by anyone who has access to the reminder or other information and may no longer be protected 

by federal privacy rules. 

 



You have the right to refuse to give us this authorization. If you do not give us authorization, it will not 

affect the treatment we provide to you or the methods we use to obtain reimbursement for your care. 

 

You may inspect or copy the information that we use to contact you to provide appointment reminders, 

information about treatment alternatives, or other health related information at any time (164.524). 

 

This notice is effective as of _______________________________. This authorization will expire seven 

years after the date on which you last received services from us. 

 

I authorize you to use or disclose my health information in the manner described above. I am also 

acknowledging that I have received a copy of the authorization. 

 

 

__________________________________________                  ___________________________ 

Patient name printed                                                                    Date 

 

 

__________________________________________                ____________________________ 

Patient signature                                                                         Authorized provider representative 

 

 

 

__________________________________________                ____________________________ 

Personal representative printed                                                  Personal representative signature 

 

 
 

 

 


