DISCLOSURE & INFORMED CONSENT TO CHIROPRACTIC CARE

You have the right, as a patient, to be informed about your condition and diagnosis. You also have the right to be informed about the recommended chiropractic procedures to be used, so that you may make an informed decision about your treatment. Once informed, you may make the decision to undergo treatment knowing the potential risks and hazards involved.

By signing this agreement, I acknowledge that I have been consulted about my diagnosis and the recommended treatments. I understand and I am informed of the risks involved in my treatment, including, but not limited to, fractures, disk injuries, strokes, dislocation, sprains, increased symptoms, and pain. I do not expect the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based on the facts when known, is in my best interest. I further acknowledge that no guarantees or assurances have been made to me concerning the results intended from the treatment.

I hereby request and consent to the performance of chiropractic procedures and care, including physiotherapy from Basic Health Chiropractic, Milton L. Carroll, D.C., and or other licensed Doctors of Chiropractic, or those treating me, employed at Basic Health Chiropractic. 

_____________________________________

Patient Name




_____________________________________
____________

_________

Signature (patient or guardian)


Relationship

Date

Financing Policies

All patients are Required to pay in full at the time of each visit. If the entire amount cannot be paid, please make financing arrangements prior to leaving our office. A SERVICE CHARGE of 1½ % per month of the unpaid balance or $5.00, whichever is greater, may be assessed monthly to your account if financial arrangements are not honored. If collection has to be made by suit or otherwise, patient or legal guardian of minor child will be responsible for any and all fees incurred, including court costs, attorney fees, and interest.
To better serve you, the patient, we accept cash, checks, and money orders. If financial arrangements are made with us, it is expected that those arrangements will be paid in full in twelve (12) months. Payment for orthopedic supports, supplements, and other supplies is required at time of purchase. Special orders must be paid for at the time the order is placed.
Insurance coverage is verified with your insurance company. Insured customers are responsible for both their deductible and the amount not covered by your insurer.  Accounts are due in full within sixty (60) days of the date of services rendered. A prompt payment for the difference between what your insurer covers and the amount due is greatly appreciated. If you receive a check payment from your insurer, please bring that payment to Basic Health Chiropractic, as soon as possible. 

I hereby authorize the release of any information you deem appropriate concerning my physical condition to any insurance company, attorney or adjuster in order to process any claim for reimbursement of charges. By signing this agreement, I understand that I am responsible for all charges incurred by me.  
Workers Compensation and Automobile No-Fault Insurance may cover your chiropractic treatment. If you have been injured on the job or in an automobile accident, PLEASE notify us immediately so that we can file the proper forms.

I, _________________________, understand I am responsible for all charges incurred by me, whether or not my insurance company pays.

_____________________________________
____________

_________

Signature (patient or guardian)


Relationship

Date

Consent for Use of Disclosure of Health Information

Our Pledge to You

We are dedicated to protecting your privacy. Although this disclosure is required by law, please know that we respect the privacy of your health. However, there are circumstances require that we may have to use or disclose your health care information. 

Your information may be used or disclosed in the following circumstances. 

1. We may disclose your health information to another health care provider or a hospital for the purposes of diagnosis, assessment, and/or treatment. 

2. We may disclose your health information to obtain a payment from you, an insurer, or a third party responsible for your payments.

3. Your health information may be disclosed for the purposes of treatment, quality control, staff evaluations, and to train new staff members. 

4. Your health information may be disclosed to remind you of appointments, send you birthday cards, to say thank you for a referral, to send you an office newsletter, and/or to invite you to a patient appreciation day.

If you need more information on how your health information may be disclosed, please ask. We have a detailed description of how your health information may be used or disclosed. We reserve the right to change our disclosure policy and implement those changes at any time. You may pick up or call for a copy of the policy from our office any time.
Your Right to Limit Uses or Disclosures

You have the right to limit how we use or disclose your health information. If you desire to limit how we use your information, please do so in writing. However, we are not required to agree to your restrictions. If we do agree, then the restrictions are binding on us.

Your Right to Revoke your Authorization

You may revoke your consent at any time 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 and agree the above consent policy. I acknowledge I have received a copy of this notice.

_______________________________

Patient Name




_____________________________________
____________

_________

Signature (patient or guardian)


Relationship

Date






