
PRECISION CHIROPRACTIC FINANCIAL POLICY 

 

 

Health Insurance: 

We will call your insurance company to verify chiropractic benefits; however, any pre-authorization for care is your 

responsibility to obtain prior to your appointment. All insurance companies have a disclaimer that the benefits 

quoted to us are NOT a guarantee of payment. You are responsible to pay for any non-covered services, copays, 

deductibles, and coinsurance amounts at the time of each service.  

 

Medicare and Medicare Part B: 

We accept Medicare assignment. Medicare covers ONLY the manipulation of the spine. Medicare pays 80% of 

allowable fee once your deductible has been met. If you do not have Medicare supplemental coverage you are 

required to pay the Part B deductible and 20% coinsurance the day of each service. You are also responsible to pay 

for any non-Medicare covered supplies. 

 

Appointments:  

If you are unable to keep your scheduled appointment, please call our office as soon as possible to reschedule. The 

sooner you contact us, the more time we have to provide another patient with the available time slot. We reserve 

time in our schedule to accommodate our patients. When we have a patient that does not show or call to cancel 

their appointment last minute, it is time lost that we could have provided chiropractic care to another patient in 

need.  

 

Workers Compensation: 

Prior to receiving chiropractic care, it is your responsibility to provide us with the name, phone number of your 

auto insurance carrier, the claim number, and complete the necessary paperwork and lien. Although you are 

ultimately responsible for your bill, we will wait for settlement of your claims for up to six months from the release 

date f your chiropractic care, after which you are responsible for payment. Once you have been released from 

chiropractic care of if you suspend or terminate from care, any fees or services are due immediately. With a signed 

assignment, we will file all of the above claims for  you at no charge.   

 

 



Precision Chiropractic Solutions 
Financial Policy 

 
 
 
I have received and read the Financial Policy of Precision Chiropractic. 
 
I understand that Precision Chiropractic does not extend credit and payment for my portion is 
due the day of service.  
 
I understand that my insurance is an arrangement between my insurance company and myself 
and I understand my financial responsibilities. 
 

 
Patient Name: ____________________________________________________________ 
 
Patient Signature: _________________________________________________________ 
 
Patient/ Guardian’s Signature: _______________________________________________ 
 
Date: ___________________________________________________________________ 



 

Dear Patient, 

Beginning April 14, 2003, healthcare facilities are required by federal government to comply with the 

HEALTH INSURANCE PORTABILITY and ACCOUNTABILITY ACT.  This program is to protect the way your 

health records are stored and conveyed and dictates to whom they are revealed.  

 

The attached “Notice of Privacy Practices” describes how medical information about you may be used 

and disclosed, and will be utilized by our office. We will attempt to answer/ clarify any questions or 

concerns you may have, or put you in contact with someone who can.  

 

Rest assured that your privacy is and always has been a very high priority with our office. We will 

continue to treat you with the privacy and dignity you deserve.  

 

By signing below, I acknowledge that I have received and reviewed this notice and all of my questions 

have been answered to my satisfaction in language that I can understand.  

 

I give authority to release my health and/or account information to the following 

individual(s)__________________________________________________________________ 

   (name and Relationship to you) 

 

__________________________    _____________________________ 

Name of Individual (Printed)     Signature of Individual 

 

 

__________________________    _____________________________ 

Signature of Legal Representative    Relationship 

 

Date Signed: __/__/____    Witness: _______________________ 



 



 

Informed Consent to Chiropractic Treatment 

 

The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in order to move your 

joints. You may feel a “click” or “pop”, such as the noise when a knuckle is “cracked”, and you may feel movement of the joint. 
Various ancillary procedures, such as hot or cold packs, electric muscle stimulation, therapeutic ultrasound or dry hydrotherapy 
may also be used.  

 

Possible Risks: As with any health care procedure, complications are possible following a chiropractic manipulation. 

Complications could include fractures of bone, muscular strain, ligamentous sprain, dislocations of joints, or injury to 

intervertebral discs, nerves or spinal cord. Cerebrovascular injury or stroke could occur upon severe injury to arteries of the 

neck. A minority of patients may notice stiffness or soreness after the first few days of treatment. The ancillary procedures 

could produce skin irritation, burns or minor complications.  

 

Probability of risks occurring: The risks of complications due to chiropractic treatment have been described as “rare”, about 

as often as complications are seen from the taking of a single aspirin tablet. The risk of cerebrovascular injury or stroke, has 

been estimated at one in one million to one in twenty million, and can be even further reduced by screening procedures. The 

probability of adverse reaction due to ancillary procedures is also considered “rare”. 

 

Other treatment options which could be considered may include the following: 

• Over-the-counter analgesics. The risks of these medications include irritation to stomach, liver and kidneys, and other 

side effects in a significant number of cases.  

• Medical care. Typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these drugs include a multitude 

of undesirable side effects and patient dependence in a significant number of cases.  

• Surgery. In conjunction with medical care adds the risks of adverse reaction to anesthesia, as well as an extended 

convalescent period in a significant number of cases.  

 

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other degenerative changes. 

These changes can further reduce skeletal mobility, and induce chronic pain cycles. It is quite probable that delay of treatment 

will complicate the condition and make future rehabilitation more difficult. 

Unusual risks: I have had the following unusual risks of my case explained to me. I have read the explanation above of 

chiropractic treatment. I have had the opportunity to have any questions answered by my satisfaction. I have 

fully evaluated the risks and benefits of undergoing treatment. I have freely decided to undergo the 

recommended treatment, and hereby give my full consent to treatment.  

 

_________________________  _________________________  _____________ 

Printed Name   Signature    Date 



 

 

 

 

 



WORKERS’ COMPENSATION QUESTIONAIRE
Please answer all questions completely.

Dear Patient,
This information is considered confidential. We need this information because we care enough to want to know, and your
answers will help us determine if chiropractic can help you. If we do not sincerely believe you condition will respond
satisfactorily, we will not accept your case. In order for us to understand your condition properly, please be as neat and
accurate as possible while completing this form. Thank you.

PERSONAL INFORMATION

Name ___________________________

Sex ______ Marital Status __________

Date of Birth _____________________

Home Phone _____________________

Address _________________________

City/State/Zip _____________________

Occupation ______________________
(Indicate if child, student, housewife, unemployed, retired)

Who referred you
to our office? _____________________

Social Security # __________________

Business Phone __________________

Company Name___________________

Location ________________________

SPOUSE’S INFORMATION

Name ___________________________

Social Security # __________________

Employer ________________________

Location ________________________

Please explain in detail how your accident happened ________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

Time and date present injury occured ______ am / pm ______________

Where did you feel pain immediately after the accident? _____________

__________________________________________________________

Did you return to work? Yes No
If so, date returned to work ___________________________

Have you ever injured this area before? Yes No
If so, date returned to work ___________________________

If injured before, did you lose time from work? Yes No

Before the injury, were you capable of
working on an equal basis with others your age? Yes No

Have you tried any home remedies for your condition such as aspirin, heat-
ing pad, ice packs, etc.? _______________________________________

What aggreavates your condition?_______________________________
(For example: walking, sitting, bending, etc.)

Is there any position that you can get
into that makes your condition better? ____________________________

Does your condition interfere with your work? Yes No
If so, how? ________________________________________

Since this injury, are your symptoms:
Getting better Worse About the same

List all medications you are now taking ___________________________

__________________________________________________________

List any other comments relative to this accident ___________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

ACCIDENT INFORMATION/DETAILS



Have you retained an attorney? Yes No
Litigation? Yes No Maybe

If so, name and address ____________________________

________________________________________________________

Did you consult any other doctor? Yes No

If so, give doctor’s name _______________________ D.C. / M.D. / D.O. / D.D.S.

Doctor’s diagnosis _________________________________________

________________________________________________________

What treatment did you receive?_______________________________

________________________________________________________

Do any other diseases or
accidents affect your employment? Yes No

If so, please explain ________________________________

If you lost time from work with injuries
prior to this injury, give name of doctor(s) consulted ________________

________________________________________________________

In your work do you have
to favor any part of your bady? Yes No

If so, please explain ________________________________

Do you have a history of
absenteeism caused from accidents on the job? Yes No

Have you ever had a
Workmen’s Compensation claim before? Yes No

List all previous surgeries ____________________________________

________________________________________________________

________________________________________________________

List secondary complaints not directly related to this accident ________

________________________________________________________

________________________________________________________

Other comments ___________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

Patient Signature: __________________________ Date: __________

ACCIDENT INFORMATION/DETAILS CONTINUEDPLEASE MARK YOUR AREAS OF
PAIN ON THE FIGURES BELOW.



Personal / Home Injury History

Patient Name: ___________________________________________________ Date: _________________________

Age: _____________ Birth Date: _____ / ______ / _____ ❑ M ❑ F S.S.#: _________________________

Address: ______________________________________________________________________________________

City: ________________________________ State: ___ Zip: _________Driver’s License #: ____________________

Insured: ___________________________Address: ____________________________________________________

Name of Insurance Company: _____________________________________________________________________

City: ________________________________ State: _____Zip: ___________ Telephone #: ____________________

(If home injury, Home Owner’s Policy may be responsible for payment.)

Have you retained an attorney? ❑ Yes ❑ No Name of Attorney: ___________________________________

Address of Attorney: _____________________________________________________________________________

Date of Accident: _____ / _____ / _____ Time of Accident: _____________________ ❑ A.M. ❑ P.M.

Where did the accident happen? ___________________________________________________________________

Where were you taken after the accident? ____________________________________________________________

Where did you feel pain? ________________________________ Were you unconscious? ❑ Yes ❑ No

What are your present symptoms? __________________________________________________________________

Are your symptoms: ❑ Improving? ❑ Getting Worse? ❑ Same? ❑ Other? _____________________________

Name(s) of any other doctors consulted since your accident: _____________________________________________

Treatment received: _____________________________________________________________________________

How often did you receive treatment from the other doctor? ______________________________________________

Have you previously been injured in a similar manner? ❑ Yes ❑ No

PLEASE EXPLAIN FULLY HOW YOUR ACCIDENT HAPPENED: _________________________________________

_____________________________________________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

Date: _________ Patient Signature: ____________________________

 +++ Burning 000 Stabbing
--- Sharp III Consistant

MARK
PAIN
AREA



Welcome to Advanced Chiropractic Solutions 

CONFIDENTIAL 
 

Patient Information 
Thank you for choosing Advanced Chiropractic Solutions for your chiropractic needs. Please complete this form in ink. If you have 
any questions or concerns, please do not hesitate to ask for assistance. We are happy to help! 
(please print clearly) 
Name:  _______________________________________________________________  SS/HIC/Patient ID #:    ________________  
 First Middle Last 

Address:  _________________________________________  City:  _______________ State:  ________  Zip Code: ____________  
Sex:  ❏ Female   ❏ Male   Birthdate:  _________________  Email Address: ____________________________________________  
Home Phone: (____) _________________  Cell Phone: (____) _____________________  Work Phone: (____) ________________  
Do you prefer to receive calls at:  ❏ Home      ❏ Work      ❏ Cell      ❏ No Preference 

❏ Married      ❏ Widowed      ❏ Single      ❏ Minor      ❏ Separated      ❏ Divorced      ❏ Partnered for  _____ years 
Patient Employer/School:  ________________________________________________  Occupation:    _______________________  
Employer/School Address:   _________________________________  City:   _____________ State:   ______ Zip Code: _________  
Spouse or parent’s name:    ___________________________  Employer:    _______________ Work Phone: (____) _____________  
Whom may we thank for referring you to us? _____________________________________________________________________  
Have you ever visited our website [URL] before? __________________________________________________________________  
Person to contact in case of emergency:  __________________________________________  Phone: (____) __________________  

Responsible Party 
Name of person responsible for this account:  _____________________________________________________________________  
Relationship to patient:  _______________________________________________________  Phone: (____) __________________  
Address:  _________________________________________  City:  _______________ State:  ________  Zip Code: ____________  
Name of employer:  _____________________________________________________ Work Phone: (____) ___________________  

Insurance Information 
Name of insured:    _______________________________________________  Relationship to Patient:    _____________________  
Birthdate:  ______________________  Social Security #:  _______________________ Date Employed:  _____________________   
Name of employer:  _____________________________________________________ Work Phone: (____) ___________________  
Address:  _________________________________________  City:  _______________ State:  ________  Zip Code: ____________  
Insurance Co.: ______________________  Phone: (____) ________________ Group #:  _________  Employer #: ______________  
Insurance Co. Address:  _____________________________  City:  _______________ State:  ________  Zip Code: ____________  
How much is your deductible?  ______________  How much have you used?  ______________  Max. annual benefit?  __________   
 
Do you have additional insurance?  ❏ Yes      ❏ No     If “Yes”, please complete the following: 
 
Name of insured:    _______________________________________________  Relationship to Patient:    _____________________  
Birthdate:  ______________________  Social Security #:  _______________________ Date Employed:  _____________________   
Name of employer:  _____________________________________________________ Work Phone: (____) ___________________  
Address:  _________________________________________  City:  _______________ State:  ________  Zip Code: ____________  
Insurance Co.: ______________________  Phone: (____) ________________ Group #:  _________  Employer #: ______________  
Insurance Co. Address:  _____________________________  City:  _______________ State:  ________  Zip Code: ____________  
How much is your deductible?  ______________  How much have you used?  ______________  Max. annual benefit?  __________   

  



 

CONFIDENTIAL 
 

Symptoms 
Reason for the visit: _______________________________________  When did you first notice the symptoms? ________________  
Is the condition getting progressively worse? ___________________  Where specifically is the problem(s) located? _____________  
Which activities are difficult to perform?  ❏Sitting   ❏Standing   ❏Walking   ❏Bending   ❏Lying down   ❏Other 
Type of pain: ❏ Sharp ❏ Dull ❏ Throbbing ❏ Numbness ❏ Aching ❏ Shooting 
 ❏ Burning ❏ Tingling ❏ Cramps ❏ Stiffness ❏ Swelling ❏ Other 
Rate the severity of your pain (1 = mild pain or discomfort, to 10 = severe pain) :       1    2    3    4    5    6    7    8    9    10 
Is the pain constant or does it come and go? ______________________________________________________________________  
What treatment have you received for your condition?   ❏Medication      ❏Surgery      ❏Physical Therapy 

❏  Other   ___________________________________________________________________________________________  
Name and address of other doctor(s) who have treated you for your condition:  ___________________________________________  
 _________________________________________________________________________________________________________  

Health History  (check only those conditions which are applicable) 
❏ AIDS/HIV ❏ Cataracts ❏ Hepatitis ❏ Osteoporosis ❏ Suicide Attempt
❏ Alcoholism ❏ Chemical Dependency ❏ Hernia ❏ Pacemaker ❏ Thyroid Problems
❏ Allergy Shots ❏ Chicken Pox ❏ Herniated Disc ❏ Parkinson’s Disease ❏ Tonsillitis
❏ Anemia ❏ Depression ❏ Herpes ❏ Pinched Nerve ❏ Tuberculosis
❏ Anorexia ❏ Diabetes ❏ High Cholesterol ❏ Pneumonia ❏ Tumors, Growths
❏ Appendicitis ❏ Emphysema ❏ Kidney Disease ❏ Polio ❏ Typhoid Fever
❏ Arthritis ❏ Epilepsy ❏ Liver Disease ❏ Prostate Problems ❏ Ulcers
❏ Asthma ❏ Fractures ❏ Measles ❏ Prosthesis ❏ Vaginal Infections
❏ Bleeding Disorders ❏ Glaucoma ❏ Migraine Headaches ❏ Psychiatric Care ❏ Venereal Disease
❏ Breast Lump ❏ Goiter ❏ Miscarriage ❏ Rheumatoid Arthritis ❏ Whooping Cough
❏ Bronchitis ❏ Gonorrhea ❏ Mononucleosis ❏ Rheumatic Fever ❏ Other    
❏ Bulimia ❏ Gout ❏ Multiple Sclerosis ❏ Scarlet Fever    
❏ Cancer ❏ Heart Disease ❏ Mumps ❏ Stroke 

Dates of last exams:  _________________________________________________________________________________________  
List any types of surgeries which you have had and the dates which they occurred:  _______________________________________  
 _________________________________________________________________________________________________________  
Please list all medications you are currently taking:  ________________________________________________________________  
Allergies:  _________________________________________________________________________________________________  
Women: Are you pregnant? ❏ Yes  ❏No Nursing? ❏Yes  ❏No Taking Birth Control Pills? ❏Yes   ❏No 

Daily Habits 
What type of exercise do you perform on a daily basis? ❏ None ❏ Moderate ❏ Heavy   Description:  ______________________  
What do your daily work habits include?  ________________________________________________________________________  
What vitamins do you currently take? ____________________________  Nutritional supplements? _________________________  
Do you smoke?  ❏ Yes   ❏ No How much per day? ________________________________________________________  
How much liquor do you consume weekly? _____________  How many caffeinated beverages do you consume daily? ___________  

Certification and Assignment 
To the best of my knowledge, the above information is complete and correct. I understand that it is my responsibility to inform my 
doctor if I, or my minor child, ever have a change in health. 
I certify that I, and/or my dependent(s), have insurance coverage with and assign directly to Advanced Chiropractic Solutions all 
insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges 
whether or not paid by insurance. I authorize the use of my signature on all insurance submissions. 
Advanced Chiropractic Solutions may use my health care information and may disclose such information to the above-named 
Insurance Company(ies) and their agents for the purpose of obtaining payment for services and determining insurance benefits or the 
benefits payable for related services. This consent will end when my current treatment plan is completed or one year from the date 
signed below. 

    
Signature of Patient, Parent, Guardian or Personal Representative  Date 

   
Please print name of Patient, Parent, Guardian or Personal Representative  Relationship to Patient 
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