Missed Appointment Policy

We want to thank you for choosing us as your chiropractic health provider. In order to
provide you and our other patients with the best optimal spinal care, we request that you
follow our guidelines regarding broken and/or cancelled appointments. Please remember
that we have reserved appointment times especially for you. Therefore, we request at
least 24 hours’ notice in order to reschedule your appointment. This will enable us to
offer your cancelled time to other patients that desire to get their treatment completed.
When you cancel your appointment at the last minute, everyone loses – you, the doctor
and other patients that would like to have utilized your appointment time.
Since our office does not charge for broken or cancelled appointments, please realize how
important it is to keep your reserved time. Thank you for your consideration of our
policies and for the opportunity to be your chiropractic office of choice.

__________________________________________________
Patient’s signature (or guardian if patient is a minor)

____________________________
Date

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. If you would like to
have a more detailed account of our policies and procedures concerning the privacy of your Patient Health
Information we encourage you to read the HIPAA NOTICE that is available to you at the front desk before
signing this consent.
1.

2.

3.
4.

5.

6.

7.

8.

9.
10.

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 the minimum needed for what the insurance companies require for payment.
The patient has the right to examine and obtain a copy of his or her own health records at any
time and request corrections. The patient may request to know what disclosures have been
made and submit in writing any further restrictions on the use of their PHI. Our office is
obligated to agree to those restrictions only to the extent they coincide with state and federal
law.
A patient's written consent need only be obtained one time for all subsequent care given the
patient in this office.
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.
Our office may contact you periodically regarding appointments, treatments, products, services,
or charitable work performed by our office. You may choose to opt-out of any marketing or
fundraising communications at any time.
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.
Patients have the right to file a formal complaint with our privacy official and the Secretary of
HHS about any possible violations of these policies and procedures without retaliation by this
office.
Our office reserves the right to make changes to this notice and to make the new notice
provisions effective for all protected health information that it maintains. You will be provided
with a new notice at your next visit following any change.
This notice is effective on the date stated below.
If the patient refuses to sign this consent for the purpose of treatment, payment and health care
operations, the chiropractic physician has the right to refuse to give care.

I have read and understand how my Patient Health Information will be used and I agree to these
policies and procedures.

__________________________________________________
Patient’s signature (or guardian if patient is a minor)

____________________________
Date

For further information regarding this notice, please contact our Doctor at (435)-713-6438

FINANCIAL POLICY
Our recommendations are based on a desire to see you get well and stay well. Chiropractic care is
covered under many insurance plans. Regardless of your coverage, we’ll suggest the chiropractic care
we think you need. We ask that you read and understand our policy as it applies to your particular
situation.
GROUP OR INDIVIDUAL INSURANCE
Your insurance 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 that 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 also pay the
full amount due each day thereby qualifying for our Time of Service Reduction in fees. You may then submit the bill to
your insurance carrier for reimbursement.
PATIENTS WITHOUT INSURANCE
We request that 100% of the first visit be paid at the time of the visit. On other visits, payment may be made at the end of
the week if you sign a credit guarantee form. We are happy to accept your check, cash, or credit card.
INSURANCE FORMS/PAYMENT
If you receive any correspondence from your insurance carrier pertaining to the care you have received at this office or a
request of more information regarding your care, please bring it in as soon as possible. It is very important that we keep
your file as up to date as possible. Occasionally, either by mistake, or due to provisions in your policy, the check issued by
the insurance company for payment of services rendered in our office, may come to you instead of our office. If you
should receive any unexpected check in the mail, please contact us to see if it does represent payment of your bill here.
I have read and understand the payment policy of SMR Chiropractic. I understand that my insurance is an
arrangement between myself and my insurance company, NOT between SMR Chiropractic and my insurance
company. I request that SMR Chiropractic prepare the customary forms at no charge so that I may obtain insurance
benefits. I also understand that if my insurance does not respond within 60 days, or if I suspend or terminate my
schedule of care as prescribed by the doctors at SMR Chiropractic that fees will be due and payable immediately.
__________________________________________________
Patient’s signature (or guardian if patient is a minor)

____________________________
Date

__________________________________________________
Witness

(OFFICE USE ONLY)
SPECIAL PAYMENT INSTRUCTIONS
We have verified your benefits and while your insurance company did not guarantee payment, they stated that you have a
$___________ deductible, $__________ of which has been met. Additionally, your insurance will pay _____% of covered charges,
leaving ______% of each visit due by you. Restrictions: ______________________________________________________________
__________________________________________________________________________________________________________

INFORMED CONSENT
Medical doctors, chiropractic doctors, osteopaths, and physical therapist who perform
manipulation are required by law to obtain your informed consent before starting treatment.
I
, do hereby give any consent to the performance of conservative
noninvasive treatment of the joints and soft tissue. I understand that the procedures may consist of
manipulations/adjustments involving movement of the joints and soft tissues. Physical therapy
and exercises may also be used.
Although spinal and extremity manipulation/adjustment is considered to be one of the safest,
most effective forms of therapy for musculoskeletal problems, I am aware that there are possible
risk and complications associated with these procedures as follows:
Soreness/Bruising: I am aware that, like exercise, it is common to experience muscle soreness and
occasionally bruising in the first few treatments.
Dizziness: Temporary symptoms, like dizziness and nausea, can occur but are relatively rare.
Fracture/Joint Injury: I further understand that in isolated cases underlying physical defects,
deformities, or pathologies, like weak bones from osteoporosis, may render the patient
susceptible to injury. When osteoporosis, degenerative disc, or other abnormality is detected this
office will proceed with extra caution.
Stroke: Although stokes happen with some frequency in our world, strokes from chiropractic
adjustments are rare. I am aware that nerve or brain damage including stroke is reported to occur
once in a million to once in ten million treatments. Once in a million is about the same chance as
getting hit by lightning. Once in ten million is about the same chance as a normal dose of Aspirin
or Tylenol causing death.
Physical Therapy Burns: Some therapies used in this office generate heat and may rarely cause a
burn. Despite precautions, if a burn is obtained, there will be a temporary increase in pain and
possible blistering. This should be reported to the doctor.
Tests have been or will be performed on me to minimize the risk of any complications from
treatment and I freely assume these risks.

__________________________________________________
Patient’s PRINTED name (or guardian if patient is a minor)

__________________________________________________
Patient’s signature (or guardian if patient is a minor)

____________________________
Date

