
 



 



 

Patient Health Information Consent Form 

 

We want you to know how your Patient Health Information (PHI) is going to be used in this office and 

your rights concerning those records. Before we will begin any health care operations, we must require you 

to read and sign this consent form stating that you understand and agree with how your records will be 

used.  

 

1. The patient understands and agrees to allow this chiropractic office to use their Patient Health 

Information (PHI) for the purpose of treatment, payment, healthcare operations, and coordination of care. 

As an example, the patient agrees to allow this chiropractic office to submit requested PHI to the Health 

Insurance Company (or companies) provided to us by the patient for the purpose of payment. Be assured 

that this office will limit the release of all PHI to minimum needed for what the insurance companies 

require for payment.  

2. The patient has the right to examine and obtain a copy of his or her own health records at any time 

and request corrections. This patient may request to know what disclosures have been made and submit in 

writing further restrictions on the use of their PHI. Our office is not obligated to agree to those restrictions. 

3. A patient’s written consent need only be obtained one time for all subsequent care given to the 

patient in this office. 

4. The patient may provide a written request to revoke consent at any time during care. This would 

not affect the use of those records for the care given prior to the written request to revoke consent but 

would apply to any care given after the request has been presented.  

5. For your security and right to privacy, all staff has been trained in the area of patient record 

privacy, and a privacy official has been designated to enforce those procedures in our office. We have 

taken all precautions that are known by this office to assure that your records are not readily available to 

those who do not need them. 

 

I acknowledge that I have read and understand the above Patient Health Information (PHI) Consent Form, 

I agree to these policies and procedures.  

_____________________________________________________________________________                  

Name of Patient       Date 

 

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

By_________________________________________________________ 

                   Signature of Parent/Guardian (circle one) 

 

 

 

 

 



 

 

Informed Consent to Chiropractic Treatment 

Chiropractic treatment, including spinal adjustment, has been the subject of government reports and 

multi-disciplinary studies conducted over many years and has been demonstrated to be highly effective treatment 

for spinal pain, headaches and other similar symptoms. Chiropractic care contributes to your overall well-being. 

The risk of injuries or complications from chiropractic treatment is substantially lower than that associated with 

many medical or other treatments, medications, and procedures given for the same symptoms. 

a) While rare, some patients may experience short term aggravation of symptoms or muscle and ligament 

strains or sprains as a result of manual therapy techniques. Although uncommon, rib fractures have also been 

known to occur following certain manual therapy procedures;  

b) There are reported cases of strokes associated with visits to Medical Doctors and Doctors of 

Chiropractic. Research and scientific evidence does not establish a cause and effect relationship between 

chiropractic treatment and the occurrence of stroke. Recent studies suggest that patients may be consulting 

Medical Doctors and Doctors of Chiropractic when they are in early stages of a stroke. In essence, there is a 

stroke already in progress. However, you are being informed of this reported association because a stroke may 

cause serious neurological impairment or even death. The possibility of such injuries occurring in association with 

upper cervical adjustment is extremely remote;  

c) There are infrequent reported cases of burns or skin irritation in association with the use of hot/cold 

packs offered by some Doctors of Chiropractic.  

I do not expect the Doctor of Chiropractic to be able to anticipate and explain all risks and complications. 

Further, I wish to rely on the Doctor to exercise judgment during the course of the procedure which the Doctor 

feels are in my best interests at the time, based upon the facts then known. The Doctor of Chiropractic, of course, 

will not give a chiropractic adjustment, or health care, if he/she is aware that such care may be contraindicated. It 

is the responsibility of the patient to make it known whatever he/she is suffering from, such as: latent pathological 

defects, illnesses, or deformities which would otherwise not come to the attention of the Doctor of Chiropractic. 

The Doctor of Chiropractic is licensed in a special practice, and is available to work with other types of providers 

in your health care regime.  

I, hereby request and consent to the performance of chiropractic adjustment and other chiropractic 

procedures, including various modes of manual therapy and diagnostic x-rays on myself (or on the individual 

named below, for whom I am legally responsible) by Natural State Chiropractic, PLLC and/or other licensed 

Doctor of Chiropractic who now, or in the future, treats me while employed by/working/associated with, or 

serving as backup for Natural State Chiropractic, PLLC. 

I acknowledge that I have read or have had read to me, this consent. I have also had the opportunity to ask 

questions about its content. By signing below I agree to the above-named procedures. I intend this consent form to 

cover the entire course of treatment for my present condition and for any future condition(s) for which I seek 

treatment. 

 Patient Name (print): ___________________________________ Date: ________________ 

 Patient Signature: ______________________________________  

TO BE COMPLETED BY PATIENT’S REPRESENTATIVE IF PATIENT IS A MINOR, 

PHYSICALLY OR LEAGALLY INCAPACITATED  

Guardian Name (print): ___________________________________ Date: ________________  

Signature of Guardian: _______________________ Relationship to Patient: _______________ 



 

 

 

 

 

 

 

 

Policy Statement  

Financial Policy 
Thank you for choosing us as your chiropractic provider. We are committed to offering you the highest quality of chiropractic care. 
Please understand that payment of your bill is considered part of your care.  The following is a statement of our Financial Policy, which 
we require you to read and sign. 
 

Patients Without Chiropractic Insurance Coverage 

Full payment is due on day of service.  We gladly accept cash, Visa, MasterCard or Discover. 

 

Regarding Insurance 

Your insurance e policy is an agreement between you and your insurance company, not between your insurance company and our 

office. We cannot be certain if your insurance covers Chiropractic, although most policies do provide coverage. The amount they pay 

varies from one policy to another.  When possible, we will call to verify benefits on your insurance; however, the benefits quoted to us 

by your insurance company are not a guarantee of payment.  As a courtesy to you, our office will complete any necessary insurance 

forms at no additional charge, and file them with your insurance company to help you collect.  It is to be understood and agreed with 

any services rendered are charged to you directly and you are personally responsible for payment of any non-covered services, 

deductibles or co-pays.  You may then submit the bill to your insurance carrier for reimbursement.  

 

Usual and Customary Rates 

Our practice is committed to providing the best treatment for our patients and we charge what is usual and customary for our area.  

You are responsible for payment for any outstanding balance once your insurance claim has been paid regardless of any insurance 

company’s arbitrary determination of usually and customary rates.  

 

Minor Patients 

The adult accompanying a minor must agree to be the “responsible party” and must be prepared any balance (co-pay) due at time of 

service.  For all minors, written consent from legal guardian for treatment must be made prior to treatment and prior paying 

arrangements must be made.  If more than one party is legally responsible for payment on a child’s account, the adult that 

accompanies the minor to the appointment will need to arrange for full payment or co-pays to be made at the time of service.  

Appointment notices, recall notices and billing statements will be sent to the same address. 

 
Missed appointments 

Unless cancelled in 24 hours advance, our policy is to charge for missed appointment. A $25 fee per hour of reserved appointment 

time will be charged. Please help us serve you better by keeping scheduled appointments.  

 

Past Due Accounts 

At 1.5% monthly service charge will be added to any account balance that is remaining after 30 days.  Past due accounts over 90 days 

will be turned over for collection procedures. You are responsible for collection and/or legal fees. 

 

Thank you for understanding our policy statement. Please let us know if you have any questions.  

I have read, understood and agree to the Policy Statement of this practice.  

 

X_________________________________       _____________________          _____________ 

  Patient or responsible party                          Relationship of Patient             Date 

 

X_________________________________ 

  Print Name 

 

 



 

 

 


