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Health Insurance Portability & Accountability Act (HIPPA) Consent Form

THIS NOTICE DESCRIBES HOW HEALTH RELATED INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
In the course of your care as a patient at our office, we may use or disclose personal and health related information about you in the following ways:  1. Your personal health information, including your clinical records, may be disclosed to another health care provider or hospital if it is necessary to refer you for further diagnosis or assessment of treatment.  
2.  Your health records as well as your billing records may be disclosed to another party, such as insurance carrier (HMO, PPO, etc), or your employer (if they are responsible for payment).  3.  Your name, address, phone number and your health records may be used to contact you regarding appointment reminders, a message may be left on your answering machine.  You have the right to refuse to provide authorization for this office to contact you regarding these matters.  If you do not provide us with this authorization, it will not affect the care provided to you.   Under federal law, we are also permitted to use or disclose your health information without your consent or authorization under the following circumstances:

1. If we are providing health care services to you based on the order of another health care provider.

2. If we provide health care services to you in an emergency.

3. If we are required by law to provide care to you and we are unable to obtain your consent after attempting to do so.

4. If there are substantial barriers to communication with you, but in our professional judgment, we believe that you intend for us to provide care.

We normally provide information about your health care to you in person at the time you receive chiropractic care from us.  We may also mail information to you regarding your health care or about the status of your account.  

Patient/Guardian Initial:  __________________

CONSENT TO CHIROPRACTIC CARE

I hereby request and consent to chiropractic adjustments and other procedures including various modes of physical therapy, diagnostic x-rays and/or tests by Dr. Solomon and his staff.  I understand that results are not guaranteed and am informed that, as in the practice of medicine, in the practice of chiropractic care 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 wish to rely on the doctor to exercise judgment during the course of any procedure which the doctor feels at the time is in my best interest.  I have read, or have had read to me, the full above consent and by initialing/signing below I agree to the above terms and procedures.  I intend this consent to cover any treatment for my present condition and for any future condition for which I seek treatment by this clinic and/or employed staff. 

Patient/Guardian Initial:  __________________

Disclosure of Fees / Payment Policy

How Much Will It Cost Me? This is often one of the first questions people ask before coming to our office and it’s certainly a valid one.  We have created this sheet to provide you some answers.

New Patient consultation & exam                        $35 - $65

Adjustment




                $45

Therapy 





$10

Typical First Visit 



    $75 - $100
FINANCIAL AGREEMENT
We are currently a Blue Cross/Blue Shield provider. If you have these insurance plans your charges are based on contract rates with these companies. You need to contact your insurance company to find out what is covered by your plan and how much you will owe. We will help you as best we can to determine your coverage but we are not responsible for your plan coverage.  We are also a Medicare provider.   Medicare is unique in that it only covers spinal adjustments that are done after your deductible is met. There is also a small co-pay for the spinal adjustment charge that you are responsible for. Medicare does not cover any other charge in a Doctor of Chiropractic’s office. You will be responsible for the additional charges that are required for your visit. If you have a secondary insurance in addition to Medicare it may help pay the non-Medicare-covered charges and the co-pay. If you have a supplemental insurance in addition to Medicare it will help pay for the co-pay on the spinal adjustment but will not help pay for the non-Medicare-covered services.

Although we will fill out the insurance forms, it is important that you understand that health and accident insurance policies are an arrangement between you and your insurance company.  You are personally responsible for all service charges incurred in our office.  We expect payment in full when the services are rendered until your insurance coverage has been verified.  For all other insurance policy holders and the uninsured, payment is expected at time of service; payment plans are available. Any unpaid balances will be sent to collections after 120 days.
PAYMENT IS EXPECTED AT TIME OF VISIT 
Name of person responsible for payment? _________________________________________
Are you insured?   Yes    No      Please give the front desk your  insurance card to copy.
By signing below, I acknowledge that I have read the above information, give full disclosure of my health information, and fully understand both the Consent to Chiropractic Care & Financial Agreements.

Patient /Guardian Signature:  ________________________________________Date:___________________________



Date _____________





Name____________________________________________________ Birth Date_______/_______/___________Age___________         


Address______________________________________________ City/State_________________________  Zip________________


Marital:  M   S   W   D      No. of children__________ Home phone #________________________ Cell #_____________________


Your employer/occupation __________________________________________________ Office phone #_____________________


Name of Spouse __________________________________________________________  Contact phone #____________________


Person to contact in case of emergency_________________________________________ Phone #________________________


Email _________________________________@________________________              Women are you pregnant?      Yes  No     


How did you hear about our office?	   News Paper   Yellow pgs.     Drive by sign out front     Mailing


Radio      Google/Internet      Other (If referred /by who?) _____________________________________





Is this visit due to an accident?  Y   N  (IF YES PLEASE ASK THE FRONT DESK FOR AN ACCIDENT FORM)


Where is your pain? __________________________________________________________________


________________________________________________________________________________      


When did your symptoms appear? ____________________________________________________ 


Is this condition getting progressively worse? 	 Yes 	No 	


Mark an X on the picture where you continue to have pain, numbness, or tingling.


Rate the severity of your pain on a scale from 1 (mild pain) to 10 (severe pain):  


______/10  Headaches      ______/10  Neck      ______/10  Upper Back  ______/10  Lower     


Type of pain: 	Sharp 		Throbbing  	Numbness    	Aching


		Shooting	Burning 	Tingling   	Cramps	


Stiffness	Swelling	Dull	  	Other


How often do you have this pain?  ____________________________________________________		


Does it interfere with your:      Work         Sleep      Daily Routine       Recreation


Actives that are painful:    Sitting   Lying down   Walking    Bending   Lifting     


Other doctors or treatment for this condition? _________________________________________________________________________


Have you had chiropractic care before?  Yes  No    When?______________________________Dr.?__________________________


What medications/supplements are you taking? _______________________________________________________________________ 


Date of last physical examination: __________________________________________________________________________________


What operations have you had - date(s)? _____________________________________________________________________________


List any serious injuries or illnesses - date(s)?  ________________________________________________________________________


______________________________________________________________________________________________________________
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Place an X behind any of the conditions you have suffered from:





 1.  Anemia:  ____________	2.  Arthritis:  _____	______	3.  Asthma/Allergies:  ____________	4.  Backaches:  ___________


 5.  Cancer:  _____________	6.  Diabetes:  ___________	7.  Digestive Disorders:  __________	8.  Dizziness:  ____________


 9.  Headaches:  __________10.  High BP:  ___________ 11.  Heart Trouble:  _______________ 12.  Nervousness:  __________


13. Neuritis:  ____________14.  Osteoporosis:  ________ 16. Sinus Trouble:  _______________ 17.  Other:  ________________





Are you being treated for any other medical conditions?  ____________________________________________________________


Do you drink alcohol? #______drinks/week ____________________________________________     Do you smoke? #_____/day.


Additional Comments _______________________________________________________________________________________


_________________________________________________________________________________________________________
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