




Alpine Chiropractic 

X-Ray Consent 

 
Patient Consent to X-Ray  

I hereby authorize the performance of diagnostic x-rays. Dr. Haylee has requested the x-rays for further 

diagnostic purposes. At this time I know of no other condition which the taking of x-rays would further 

complicate.  

Patient Signature: __________________________________________ Date: ________________ 

Consent to X-Ray A Minor 

I am a parent or legal guardian of ______________________________, who is a minor, ____________ 

years of age. I hereby authorize the performance of diagnostic x-rays of said minor. Dr. Haylee has 

requested the x-rays for further diagnostic purposes. At this time I know of no other condition which the 

taking of x-rays would further complicate.  

Parent/Legal Guardian Signature: ______________________________________Date: _____________ 

Females: Regarding Possibility of Pregnancy  

This is to certify that, to the best of my knowledge, I am NOT pregnant. The doctor and certified staff of 

Alpine Chiropractic have permission to perform diagnostic x-rays. I am aware that taking x-rays, 

particularly those involving the pelvis, can be hazardous to an unborn child. I have been advised that the 

10 days following onset of a menstrual period are generally considered to be safe for x-ray examinations. 

With these factors in mind I am advising my doctor that:  

                                                                                                                  Yes                  No                  Unsure  

I am pregnant                                                                                     _______         _______         _________ 

I could be pregnant                                                                            _______         _______         _________ 

I am late with my menstrual period                                                _______         _______         _________ 

I am taking oral contraceptives                                                        _______         _______         _________ 

I have an IUD                                                                                       _______         _______         _________ 

I have had a tubal ligation                                                                 _______         _______         _________ 

I have had a hysterectomy                                                                _______         _______         _________ 

I have had irregular menstrual periods                                           _______         _______         _________ 

My last period began on: _________________________________________________ 

With full understanding of the above and believing that I am not currently at risk, I consent to x-rays. 

Patient Signature: _________________________________________ Date: ________________ 



Alpine Chiropractic Clinic Financial Agreement

The purpose of this agreement is to clarify the financial aspects of your care.  This way we can devote our entire efforts to helping you
get the best results in the shortest amount of time.

Services
Our fees are based on the severity of your conditions and the amount of time needed to help you.  These are the most common services
we provide:

Procedure Purpose When performed Fee
Consultation Tour office, meet doctor, discuss your problem Initial visit.                $45

 And health history.

Evaluation/ Accurately determine the nature of your health First visit, new conditions,                $25 - $185
Management (Exam) problem and determine appropriate treatment plan. exacerbations and progress exams.

Diagnostic Imaging Visualize the location of spinal and extraspinal If necessary, first visit, reinjuries,            $30 - $65
(X-Rays) problems and confirm other examination findings. and at certain progress examinations.  per view

Chiropractic Reduce the Vertebral Subluxation Complex and As indicated by examination                $10 - $100
Adjustments stabilize your spinal or joint problem. or evaluation.

Therapy Reduce inflammation and swelling, speed the As indicated by examination                $10 - $35
healing process, and help provide relief. or evaluation.

Rehabilitation Increase strength, stability and joint motion. As indicated by examination                $15 - $95
or evaluation.

Consent for Treatment
I hereby authorize the doctor or designated staff to administer treatment and to perform such procedures he/she may deem necessary in
the diagnosis and/or treatment of my condition.  I agree not to hold the doctor or his staff responsible for any pre-existing medical
condition.

Scheduling
I understand that each appointment I make is set aside specifically for me.  If I am more than 10 minutes late, Dr. Henry may be unable
to see me as planned.  If I absolutely need to change my appointment, I agree to call at least 24 hours in advance if at all possible.  I
understand that if I do not keep my appointment, or do not change it at least 24 hours in advance, a broken appointment fee of $25 may
be assessed

Self Pay
It is my responsibility to notify the staff how I will be paying for services rendered.  I understand that, if there is no third party (insurance)
involved, I am responsible for full payment at the time of service, and will receive a time-of-service cash discount.  If a third party does
become involved, I understand it is my responsibility to notify the office staff of this change.  I further understand it is not the policy of
Alpine Chiropractic Clinic to bill for services previously rendered.

Insurance/Contract-Services/Third Party
It is my responsibility to know my insurance benefits and plan parameters for chiropractic care, and I will be responsible for contacting my
insurance company myself, should I have any questions.  I authorize and request my insurance company to make payment directly to
Alpine Chiropractic Clinic unless other arrangements have been made.

We will not become involved in disputes with your insurance company regarding deductibles, co-payments, covered charges, secondary
insurance, “usual and customary” charges, etc., other than to supply factual information.  Remember, your insurance contract is between
you and your insurance company.

Payment Arrangements:I agree to pay Alpine Chiropractic by way of: _____Credit/Debit Card _____Cash ______Check

Billing
Any outstanding balances are billed monthly and are considered past due 10 days after the invoice date, or when special arrangements
are not met.  Returned checks are subject to a $25.00 fee.  Balances older than 30 days will accrue interest charges of 1.75% per month.
I understand that after 30 days, unpaid balances may be assigned to a collection agency, and will be assessed a $25 collection fee, plus
any legal fees, collection fees, or court costs incurred.

Questions
Please ask if you have any questions about this agreement.  If your ability to comply with its provisions changes, please tell us.  We are
here to help.

Patient Agreement
I have read, understood and agreed to, and received a copy of this agreement.

________________________________ _____________ ____________________________ ____________
Patient/Responsible Party Date Clinic Representative Date


