SAMPLE FORMS – DR0027



Patient Consent to Chiropractic Treatment and

Financial Agreement on Payment for Services
(Non-personal Injury/Worker’s Compensation Patient)

A. Consent to Treatment:  I, as the undersigned patient, or parent/guardian for the undersigned patient acknowledge that I will be entering/maintaining treatment with 

(chiropractic office)
 for the purpose of receiving chiropractic treatment.  If I have already undergone chiropractic treatment with this office, I hereby consent to receiving continued chiropractic care for purposes of maintenance, supportive, or general healthcare while or while not also receiving concurrent healthcare from another chiropractor or healthcare provider.  I authorize any of the chiropractors associated with 

(chiropractic office)
 and whomever may be designated by such chiropractor, including office employees, assistants, and certified chiropractic technicians, to administer and provide me with such chiropractic treatment which is determined to be necessary and/or appropriate for my condition and/or appropriate for ongoing maintenance, supportive, and general healthcare treatment as determined by such treating chiropractor.  This consent includes my consent for diagnostic procedures, all forms of chiropractic treatment, and ancillary procedures which are administered under the instructions of my treating chiropractor; including, but not limited to, x-ray, laboratory, and other procedures, modalities of treatment including ultrasound, traction, cold/hot therapy, laser treatment, physical therapy, massage therapy, and 



; monitoring and all other procedures or treatments that may be determined appropriate and/or necessary by my treating chiropractor.  
B. General Acknowledgment:  I understand that the practice of chiropractic is not an exact science and that the rendition of chiropractic care may involve risks of injury and even death.  I acknowledge that no guarantees have been made to me with respect to the results of my examinations and/or treatment at this office.  I further understand that there may be doctors of chiropractic and other healthcare providers, such as massage therapists and physical therapists who provide services to this office which are not employees or agents of this office; but rather serving as independent contractors.  I understand that this office is not liable of any actions or omissions of, or the instructions given by, such independent contractors who may treat me while I am at this office.  I acknowledge that I have freely and voluntarily read and signed the informed consent either on my behalf or on behalf of my minor child or ward.  
I further acknowledge that I have been asked or may be asked to sign healthcare authorization forms which are necessary to either release my confidential healthcare information to third parties or otherwise access such healthcare information from such third parties.  I acknowledge having had a full and complete opportunity to consider all aspects of such authorizations and acknowledge that I will be similarly entering into such agreements freely, knowingly, and voluntarily.  I understand and agree that my treatment at this office may be observed by other individuals who are training at this office, including chiropractors acting under the preceptor program.  I understand that I may review and obtain a copy of my billing charges at no expense and copies of my healthcare treatment records at an appropriate expense which shall be disclosed in advance by this office.  
C. Submission of Claims:  I understand that I am expected to provide complete, timely, and accurate insurance information to this office.  I also understand that I am expected to pay all copays at the time of service and any required deductibles and coinsurance on such subsequent visits.  I further understand that billing for chiropractic services will be made by this office in any one of the following three general categories:

1. In network coverage services will be billed to the Insurance Company (IC) or Third Party Administrator (TPA) for such insurance company with the expectation that I will be responsible for any co-payments due at the time of service.  I understand that it is my responsibility to insure that the IC or TPA is not causing an account to become past due and that I will cooperate fully with the office in taking all reasonable steps to insure that disputes regarding insurance coverage are promptly and appropriately resolved.  Patient understands that copayments may be waived or reduced if the patient voluntarily completes a financial disclosure form and qualifies for such reduction pursuant to standards established by the chiropractic examining board and approved by this office.  I acknowledge that an explanation of this option has/will be provided to me only upon my request and that any subsequent reduction in co-payments will not be retroactive in application to my outstanding balance for services.  
I understand that I have the right to suspend or terminate my chiropractic care and that my doctor also has the right to refer my care to another healthcare professional and/or otherwise unilaterally terminate my chiropractic care.  I understand that if I suspend or terminate my care and treatment, any fees for chiropractic services rendered to me will be immediately due and payable.  I understand that no original healthcare records will be transferred from this office and that copies of all such documents are available to me at my expense.  Should my treating chiropractor refer my care to another healthcare provider, my chiropractor is authorized to release applicable information to such third party, healthcare provider and provide copies of applicable healthcare documents to such provider at my expense.
2. Out of network coverage services will be billed to the IC or TPA.  Any deductibles and co-insurance responsibilities will be promptly paid by me.  I have also agreed to fully cooperate in resolving any insurance disputes regarding coverage with the IC or TPA.  Patient understands that copayments may be waived or reduced if the patient voluntarily completes a financial disclosure form and qualifies for such reduction pursuant to standards established by the chiropractic examining board and approved by this office.  I acknowledge that an explanation of this option has/will be provided to me only upon my request and that any subsequent reduction in co-payments will not be retroactive in application to my outstanding balance for services.  
3. Patients without insurance or those participating in high deductible insurance products will have the option of identifying themselves as cash-paying patients or patients subject to a health service agreement.  Such patients realize that they may receive a discount on both covered and noncovered services.  Claims for chiropractic services will not be submitted to any high-deductible insurance company or such companies TPA.  Patients are expected to keep their accounts current by paying at the time of service in order to continue any discount plans or health wellness plans.   Patients will receive receipts for all payments made on the account and regular monthly statements stating any outstanding balances.  If payment is not made at the time of service or balance is satisfied within thirty (30) days within the receipt of a monthly statement, balances will be subject to the interest charges referenced below.
D. Assignment of Claim:  I understand that I am ultimately responsible for payment of all services that I receive from this office and guaranty payment for those services.  In order to process claims for payment, I authorize this office to release any information which it deems appropriate and necessary concerning my physical condition to any applicable payer, attorney, or adjuster in order to process any claim for reimbursement for chiropractic insurer charges incurred by me as a result of professional services rendered by this office.  I hereby authorize and assign the direct payment to the office of any sum which I now or in hereafter owe for my chiropractic treatment by any insurance company obligated to reimbursement for the charges for your services or otherwise obligated to make payment to me or you based in whole or part upon the charges made for the chiropractic services. I hereby assign to this office and those associated with this office, all of my rights and claims for reimbursement under any federal or state healthcare plan (including, but not limited to Medicare or Medicaid), insurance policy, any managed care agreement or any other similar third party payer arrangement that covers healthcare costs and for which payment may be available to cover the costs of services to me.  I understand that I am responsible for any applicable co-payments, deductibles, co-insurance and/or noncovered costs and charges.  I understand that not all insurance companies pay the usual and customary fees which may be submitted by this office and understand that I remain personally responsible for any outstanding balances which are not paid by such insurers or third parties.  In the event that insurance companies is obligated by contractual agreement to make payment to me or to the office following demand for payment from the office, I hereby assign and transfer to the office the cause of action that exists in my favor against such company and authorize this office to compromise, settle, or otherwise resolve any claim for reimbursement as the office may deem appropriate.  I understand that in connection with such pursuit for reimbursement, my confidential healthcare information may be released to insurers, third parties, attorneys, regulatory and/or court officials and representatives.  
E. Agreement to Pay:  I understand that there may be additional charges for my failure to attend scheduled appointments or delays in paying on outstanding balances.  If I fail to cancel a scheduled appointment within twenty-four (24) hours in advance of such appointment, the office shall be permitted, at its discretion, a fee of $


 for each such missed appointment.  I understand that messages may be left on a phone service which is operable at all times, and the determination of timely notice will be based upon the time of my message left on the answering machine or phone service.  
I understand that I have the right to request a copy of my billing invoice during regular office hours and that I may be receiving regular monthly billing statements should there be a balance for services which is unpaid by an IC, TPA or other applicable third party.  I understand that I am responsible for paying the balance on any such billing statement within thirty (30) days of the date of such billing statement.  Any portion of the balance which is not paid in full by such date shall be regarded as past due and subject to an additional interest charge of 

% per month (


% per year), simple interest will be added to past due amounts.  I understand that failure to timely pay for an outstanding balance or make other suitable payment arrangements with the office shall constitute a justifiable reason for the termination of care by my treating chiropractor.  I understand that any payment arrangements must be authorized by the office in written form.  I further understand that it is my responsibility to promptly notify the office of any disputes I have relating to an outstanding balance for those services for which a fee has been charged to me.  
F. Photocopy:  I understand that a photocopy of this agreement, together with the assignment of claim portion of this agreement shall be valid and binding with the same effect as the original document.  
G. Privacy Notice:  I acknowledge that I was provided with a copy of this office’s Notice of Privacy Practices.  I understand that I can refer to the Notice of Privacy Practices for more information regarding the release of my confidential healthcare information and right to access such healthcare information.  
The undersigned hereby acknowledges reading this document and is freely and voluntarily agreeing to sign this document with acceptance of all terms and provisions of the agreement.  

Printed Name of Patient/Authorized Representative
Signature of Patient/Authorized Representative



Date

Relationship of Authorized Representative
Important Notice:  Please read the disclaimer when using this website.  All materials provided with white papers; whether for a fee or not, are intended for general informational purposes since the services of a competent professional should be sought for any specific legal needs.  Use of the website and access/use of this form does not create or constitute an attorney-client relationship with any attorney on the website or providing this resource item.
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