




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. The patient understands, agrees and allows 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.   

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.  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 not obligated to agree to those restrictions. 

3. A patient's written consent need only be obtained one time for all subsequent care given the 
patient in this office. 

4. The patient may provide a written request to revoke consent at any time during care.  This 
would not effect 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.  

6. Patients have the right to file a formal complaint with our privacy official about any possible 
violations of these policies and procedures. 

7. 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. 

8. I understand upon entering this office, my name will be signed on the sign-in sheet that will 
remain in the reception area of the office. I also realize that any person entering this office 
may read my name on the sign-in sheet as a patient.  

 
I have read and understand how my Patient Health Information (PHI) will be used and I 
agree to these policies and procedures. 
 
 
_______________________________   _____________________ 
Patient Signature or        Date 
Guardian Signature (if a minor) 
 
 
 



INFORMED CONSENT FOR CHIROPRACTIC CARE 
 
A patient, in coming to Eagle Chiropractic Wellness Center, gives the doctor permission 
and authority to care for the patient in accordance with the chiropractic tests, diagnosis, 
and analysis.  The chiropractic adjustments or other clinical procedures are usually 
beneficial and seldom cause any problems.  In rare cases, underlying physical defects, 
deformities or pathologies may render the patient susceptible to injury.  The doctor, of 
course, will not give any treatment or health care if he is aware that such care may be 
contra-indicated.  Again, it is the responsibility of the patient to make it known, or to 
learn through health care procedures whatever he is suffering from: latent pathological 
defects, illnesses or deformities which would otherwise not come to the attention of the 
Chiropractic Physician.  The Chiropractic Physician provides a specialized, non-
duplicating health care service.  Your 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 understand that if I am accepted as a patient by a doctor at Eagle Chiropractic 
Wellness Center, I am authorizing them to proceed with any treatment that may be 
necessary.  Furthermore, any risk involved, regarding chiropractic treatment, will be 
explained to me upon my request. 
 
          
______________________________            
Patient Printed Name      
 
______________________________  ______________________________                      
Patient Signature or      Date 
Guardian Signature (if a minor) 
 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



FINANCIAL POLICIES 
 

Our policy is based on the desire to see you get well and stay well. Chiropractic care is covered under many 
insurance plans. Regardless of your coverage, we will recommend the best course of care you need and 
deserve. We ask that you read and understand our policy as it applies to your particular responsibilities. 
 

PATIENTS WITHOUT INSURANCE 
We request that 100% of the first visit be paid at the time of the visit. On all other visits, payment may be made at 
the end of the week if you sign a credit guarantee form. We will accept cash, check, or credit cards as payment. 
 

GROUP OR INDIVIDUAL INSURANCE 
Your insurance is an agreement between you and your insurance company, not between your insurance company 
and our office. As a courtesy to you, our office will complete any necessary insurance forms at no additional 
charge. We are credentialed with most major insurance plans. The covered benefits from insurance will vary from 
one policy to another. Our office requests all deductibles, co-pays and percentages be paid at the time of service. 
 

“ON THE JOB” INJURY (Worker’s Compensation) 
If you are injured on the job, your care should be paid for under your employer’s Worker’s Compensation insurance.  
You will need to inform your employer of the accident and obtain the name and address of the carrier of their 
insurance. If your employer does not provide us with this information, if a settlement has not been made within 3 
months, or if you suspend or terminate care, any fees and services are due immediately. 
 

PERSONAL INJURY OR AUTOMOBILE ACCIDENTS 
Please present your auto insurance card, your health insurance card, and tell us if you have retained an attorney. 
There are four options available to the PI patient: 
   1.   Pay cash for your care and we will submit reports whenever necessary. 
   2.   We will bill (accept assignment) from the Med Pay portion of your auto insurance. 
   3.   We will accept a Letter of Protection or Doctor’s Lien from an attorney and await payment at the time of 
         settlement as long as you remain an active patient. 
   4.   We will bill your standard health insurance plan and you will be responsible for all co-pays and deductibles as 
they are incurred. Although you are ultimately responsible for your bill, we will wait for settlement of your claim for 
up to 6 months after your care is completed. Once the claim is settled or if you suspend or terminate care, any fees 
for services are due immediately. 
 

MEDICARE 
We do accept assignment from Medicare. Medicare pays 80% of the COVERED services once the deductible has 
been met. COVERED services include only spinal manipulations/adjustments. All other services provided in a 
chiropractic office Medicare will consider as NON-COVERED. 
 

STATEMENTS & CHECKS 
Statements will be provided upon request. If you feel there is a mistake please contact us so we can make 
appropriate corrections. If you receive a statement without a request, your account is considered past due. All parties 
providing a check as payment is responsible for any bank service fee’s accrued from a bounced check.  
 
By signature I agree to the payment policy of Eagle Chiropractic Wellness Center. 
 
 
_____________________________ 
Patient Printed Name 
 
 
______________________________      ______________________________ 
Patient Signature or          Date 
Guardian Signature (if a minor) 


