Welcome

i .
We are phe YOu to our practice. Flease take a tew minutes to fill out this form as completely as you
can, kummﬂu'lha glad to halp you. We lock forward to working with you in maintaining your health.
t e Patient Information
Narna Soc. Sec. #
: Last Mame First Name il

Audciress :

City | State Zp______ Home Phone

Cell Phone Email

Sex OMOF Age . Birthdate QO Single O Mamied U'Widewed L[ Separated 0 Divorced
Patient Employed by _ Occupation

Business Address e Businaes Phona

Matify in case of emergency Home Phone

ENEEE T — o o Business Phone
: 8 R

| Primary Insurance
F-“m for Account ey —
;. w-ﬂ s Lt Al First Mama Anitiai

Fialation ko Patient. Birthdate________ . S0C. Sec. ¥

Address (if diffarent trom patisnt) City t

State TR Ly S - ] . ___ Home Phong

Cell Phone__ __ Email

Parson Responsible Empoyed by et . Occupation_

Business Addrass . . : . Business Phone

Businees Emal________ 0 2o

Ingurance Company Phone

Inswrance Email

Contragt # Group # Subscriber #

Mame of ather dependents under this plan

Reason for Visit
Henvi youl éver S800 a chiropractor? OYes QI MNo  Hyes, when and wiy?

TOUr reasom bor fusviest: o -

Please describe your pain and ks location:

When did symploms begn (data)? Hanse you had similar conditions in the pasi? & b .7
Is pain getling: dVWorse O Beter J Same 0 Comes and goes  How ofien dio you have This painT

Hirve you been treated by a medical physician for this condition?_

It 5o, wieen and whineT i . hdi ’

Activities or movemants that are dfficult’painiul to perorm: L Sitting J'Walking U Bending O Lying down O Lifting

Type of paan: O Shamp J Dl dThrobbing 2 Aching d Burning U Tingling O Mumbness O Cramping
O Sliffness 1 Swalling O Cither

I3 pain interlening with: 2 Work 2 Sleep 3 Daily Routing 3 Aecrsation

Please complete both sides.



Health
Flease lltm'nrmm pain killers) you ane taking:

Flease kst amy Senious injuries you have Rad in the tast 10 years:

Desacription Date
Falis
Heed Injuries R e ez i
Broken Bones L
Dislocations

Surgarias L
Caher Serious Injunies
Women: Ara you pregnant? QY M I so, how far along? Mursing 0% O M

Medical

Check { ] yes or o whether you have hisd or cusmently haves any of the following medical conditions?

OY OMN Heart AflackStroke O QM Arthritis 3% QN Ringing in Ears OY ON UlcenCalitis
LY UM Congeritsl Heart Defect 0¥ M Frequent Meck Pain Y ON Savera/ OY OMN Gout
QY ON AlcoholDrug Abuse QY AN Jaw Pain Froquert Headeches . 1 numbnees, whees?
QY ON Fanbeg ¥ IN Wrist Pain i oyt e e F 1 i
o DY QN Shoulder Pain .'w f'H ERzzined QY ON Tinglng, where?
O% OM Shingles QY QN Arm Pain a% 0N EmphysemaGlaucoma
Q% UM Psychiatric Problems QY ON Leg Pain aY O m-:l.rra;.-Ptharrra. OY ON Musch S :
LY ON Difficuty Breathing Lo Bk Propuamg Y N Adificial Bonesiloints  whare?
- W
a% OM Hepasiis By il 2% DM Cancar
O ON Anernis Frenuent Earaches 3% QN HIV PasitveralDS
Personal
Heanwy Moderate Ligia Miang

Alcoheol = = = 3

Cofes 0 o 0 a

Tobacoo B N J a

Drugs J J J a

Exercise 0 a 0 a

Sloop | | H | a

Appetite 0 0 0 0

Authorization

I hawve reviewed the information on this questionnaire and it is accurate fo the best of my knowledge. | understand that this information
will be wsed by the chiropractor to help determine appropriate and healthful chiropractic treatment. if there is amy change in my
rrscical Status, |will inkoam the chiropraos,

I authorize rmy insurance company o pay (o the chiropractor or chiropractic group all insurance benafits otherwise payahle to me for
services rendsrad. | authorze the use of this signature on all insurance submissions,

I authorize he chiropracter 1o raleasa all informalion necessary 1o secura the payment of benedits, | undarstand that | am financially
rasponsibla for all charges whaethar or not paid by insuranca

Signafure __ s Deate:

Paymenl iz due in full at lime of reaimenl, unless prior arrangesments have heen approwed,

& Givar 1P pne” M-I
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Protecting Your
Confidential Health Information
is Important to Us

Motice of Privacy Practices

THIS NOTICE DESCRIBES HOW HEALTH
BE USED AND
GET ACCESS TO
EVIEW IT CAREFULLY
Dur Promise
[ear Pabeni:

This nolive w ol oecant ko gkirm yoi, Qulle the opposite! B s oor desire o
cotiernscale ¥ v that we are taking sericasly Federal lww (HIPAA—Health
Inssrmmce Puniability and Accouniability At er Liu the comfidentiality of
your kealth infonration. We never want you o delay irestmens hecasa: you an: afrasd
your persomal Bealth history meght be unnecessan by mude gonilohle tn others cetside
aur affice.

Why do vou have a privacy policy? Very zood question!
The Federal goveresnent kepally enforces the imporiaee of the prvacy of health
inforeraton larpely in response to the rapid evolufion of compuier ledsnodogy and is
use: i haltbesre, The povemment his appropriately sought i stasdardize s proiect
the privacy af the elecironic exchange of yoar healeh infemmation. This kas challenped
us b0 review mot only how your keakth infornmation = usad within our compaters b
also with g Imiemet, phane, faxes, copy machines, and charts. We helieve this kas
bt an imporiant cuercise for us hecause it has disciplingd us e gt in wiming the
pedicies and provedures we Rallow 10 protect your health miormation when we wse 1.

We wani vou to know about these policies and procedunes which we developed 10 make
e your bealih information will not be shasad with syone who does ro require 71,
Cur office i subject g0 Ste and Federal kaw neganding the confidentinlity of your
keahih inforenation and in keepang with these Eows, we want you o enderstand our
pfmdum—.s. and your rights e our valuable palil..'nl.

We will wse and communicate your HEALTH INFORMATION anly for dee purposes of
prosiding your treaiment, chiaining paymend, conducling healthesre operations, and as
aherwise descrited im this nolice.

How Your HEALTH INFORMATION May be Used to

Provide Treatment

W will use your HEALTH INFORMATHIN within our affice 1 provide voo with
care, This sy sclude adoistrativg e clinical office proceduncs desipned io
oplinize scheduling and coondination of care, In addstion, we may shane your health
informatiom with pharmacics vr other healthcane porsonne] provading you eatmen.

To Obtain Pavment

Wi mav inchade your health informaton with & mvaice wsed 1o calleet payment for
tretmenl you receve = oof office. We may do this with insurance forms filed for vou
i the el or sent electronically, We will be sare o only work with companies with a
samilaar commitment b the sezurity of your keakh infonation

To Conduct Health Care Operations

Wisar health infisrmmtion may be wsed during performance evabstions of vur stall. Some
al wur bes teaching apporbasitics wse clinical siuntions experienced by patenis
m:»:iving care oi our office. As a nzsull, health informatien meay b inchuded 'Iu*aining
programe fisr students, interrs, associses, and business mnd clmmicnl employees. H s als
peessible that bealth infonmatkm will be diselosed during oudiis by meumnce comganics
o gosersnent appoinied agencies e pan of their quality seammee and complzine:
reviews. Your health imformation may be reviewsed during the routing processes. off
cemtilction, licemsing of cradentisling sctivities

In Patient Reminders

Becmse we hebeve negular caee is very mmporani o vour health, we will remind yoo
of 3 schediled appointment or that it s time Bor you o contact s and make
wmﬂ:..ﬂ,ddil.h:vmlly. w may comaict you b fidloes up oo sour care and infonm
wiorl of treatmend aptions or services that may be of inlEnzst i yom of your fmily.

These communicatioes are an insportant par of our philosophy of parmering with our
patiends 1 b sune they receive th best cane, They may inglude postcands, foldimg
postcands, letiers, slephone reminders of chacironic rominders such & coail (unless you
tell us that yoe do not want w0 receive these rominders ).

To Business Associaies

W heve comamcted with on or mone thend pamses (refemed w ag a busingss msociale)
oo arse ol disclose vowr healih infomiion w perfoam services for us, such as billing
services. We will obtam cach Business associse s written greemen b safeguard your
Eeshih infommalion

NOTICE OF PRIVACY PRACTICES

Federl Liw penerally permils us b make cerain uses or disclosres of bealth
imfrmation withoul your permission, Federal lse also requires us o Dt m the
Mikwer coch of these cameponies of wes or disclosures. Thie listsg i bk,

As Required By Law

We may use ar discloesz your health mlommatson a2 requined by any stafule, nepulabion,
ot order of oiher mandate enforceable i court ol b

Abuse or Neglect

We sy disclose your bealih infammation g0 the responsible govemmen agency it

{a1 the Privacy Dificial reasonahly believes thin you are & viciim of abuse, neghed, or
domistic violesee, and (hy we e required or pemmatied by law o make the dischosire,
W will presnpily wdormn vam that such a disclosure kas been made unkess the Privacy
(1icial determines dhat infirming you wiuld not b = o besi interest

Public Health and National Security

Wi may e roguised 1o disclose 1o Federsl officiats or military authoritses health
ALK NepeE=ary # complete i investigation relatad s public health or natinal
wecuity, Healih information could be imporiant when the povemmeni believes thal

the paiblic safery could henefit when the informatsom sould kead 0 the control or
prevention of an epademic or the wnderstandieg of new side effects of a drug ireatmen
o wedical device,

For Law Enforcement

As permilted of requined by Stae or Fedeml low, we may deaclose your bealth
inlrmation to a law enforcement offical for cemain bw ecadorcement purposes,
including, under certaim limibed cincumstances, if you are o victim of a crime af
in onder Lir poport a e,

Fumily, Friends and Caregivers

W may share your hoalth informetion with Sess: vou el e will e helpem vwou with
yuur treatmesd, miseations, or peyment. We will be sure bo ask your permission lind.
In the ease of an emergency, where vou are wmable o tell e whal you wasl, wie will e
woiir hesst judpment when sharing your Bealih inSonrelion ey when it will be important
1o tharse parlicipaling in provihing your canc,

Workers” Compensation Farposes

W may dischose vour health mfoemation &5 requined or pemaitied by State or Federal
wnrkers” compensation kaws,

Judicial and Administrative Proceedings

Wi mary disglose your hezzith infommstion m an sdministmative o judical procealng in
TEEpOnEE 10 & thuq_lna T o P lis F\nulunl dioamenie. We vaill el yir healih
infommanion i dhes: cincumstances only o e rquesting pamy st provides wisen
documentation that the privacy of voer health information will be proiected.
Incidental Uses and Disclosures

W mrony usee of dischivse vour health information inoa manner which i< inodental o the
s and disclosures described im this Molice,

Health Oversight Activities

Wi may disclose your health silormation (e o government sgency resporsible o
wverseeang the Bealth care syt of health-relaled povernmend benefit progmm,

To Avert a Serious Threat to Health or Safety

W may use or disgloss your Beshh infonmation so reduce o resk of serious and
amminienl has b Aot peson o ta the public




Protecting Your Confidential Health Information is Important to Us

To The UK, Department of Health

and Human Services (HHS)

Wi ity diselosa: your health information o HHS, the govemment sgency responsible
for ovverseemg complismee with Tederal privacy law and regulmtions regulsing the
privacy and secanity of health infesmatis

For Research

Wi may use or disclose your health information for rescarch, subject 1o conditons
“Reseanch” mizans systemic investigation designed to contribube
o gerieraliveed know ok,

In Connection With Your Death or Organ Donation

W may disclise your healith inlfommation & o coroner [or idenificaton puiporss, o a
Tunezal direcior for fieral paposes, o [0 a0 crean PrOCOrement orpanizalion W
facilnate mransplantation of one of vour organs,

Irapplicable Sean: law dics mol permil the disclossane describod sbove, we will comply
willi the stricter Sate law.

Authorization to Use or Disclose

Health Information

Wi are risguned 1 sbtin your withes authsrizbion i the [lommg ciroemstances: (o)
b s of dischose peye hotherapy noles fexoepl whies neoded Sor paymen) purposes or o
defend against liigation filed by voul (1) w e your FHE o markening porpases; (<)
i sl wosar P and (b vo wese o disslose vour PHI for any pasrposc ol preyiously
deseribed in this Metsee. We also will absin wor mithorzation beliee m'i'ng 4
disclosing your FHI when reguaned i do s by (o) state law, such & laws resiniciing the
s or disclosas of genctic mlvemation o infmalion concermng HIY sials; or (hh

olhr Tedkeral Taw, such as Boderal Bw progecting the confidentiality of substiance abaese
reeardz. You may revoke thet autkorizatos in widing 61 sy time.

PATIENT RIGHTS

Yo e the Bollowing rights refated 1o your health mformation.
Restrictions

You have the ripht e rogeest restrctsones on the wse or disclosure of your haalih
inforsalion for insiment, paymenl, or hialbean: operations in addinen w ihe
resrictions imposed by foderal lw. Our office & nol rogusred o Bgnes & your roguest,
unless a3 you request that we mod disclose your FHI w a health insuranee cosmpany,
Medicone or Medcnid for payment or healihcare opermtions purposes; (b} you, or
someone on wour behalf, has paid e in full for the kealthcare item or service 1o which
thir L pertams; and () we ane nol requared by L ba dischose i the maurner.
ledicane, or Meadcaid the ML that is the subject of your request, bul we will erdeavor
tix henor ressorable requests. We generally are not required 10 sgree o a reguesied
restriction, Chr alfice will Bomor your regquesd that we med dischos sour healitks
information w0 & kealih plan for poyment or healthcare opormion purposes i the health
ot relates aobely o healtheane ilem or serce foe which voa have jpaid e
il=ol-pasckict s lull

Patient Acknowledgment

Pagicin Mammiers

Thank vom vary mwsch For taking e o review how we ang canilially usasg vour
health information. 1 you kave any questions we wanl to hear from you. [ net,
wio would appreciale very musch your scknowlodging your receipl of our policy
by sigrang this foem.

Patient Signature

[kare ! !
For additional informre lom aboul e riglline discussed i Bis nohce, plass coninen o

Privncy Officer.

R Rl £ e s e R T

Conflideniial Communications

“fou hawe the right o ropeest thal wee comnumicaie wath you by alemative means or
i an altemalive locatees You may, for example, request that we communicate your
health miiswmation anly privately with no other fasily members present e through
mirilod communscitions thal ane scaled. We will homor vour resonalds rqucsts For
coidi dertiz] covaanicanisng

Inspect and Copy Your Health Information

Y has thi: rght 1o red, review, and copy your hoalth informagion, including your
complelie char, xonys and Balling records. 1T you would (8o o copy of your health
infimmation, plesss lot us krow. We may need (o charge vow a reasonzble, oosl-has
fiee: o chuplicane pd assemble vour copy. I thine will b a change, we will first coninct
you o ditermine whether yom wish fo madsly o withdraw your requess

Amend Your Health Information

T v A0 mlgi 10 sk us e e or madily vous records 5 vou belsev your
heealth indormaten neconls ane incomect or incamplese, We will be happsy o
accmmodle you 2 long e our office mainierms this micrmation. [s onder 5
stansfardies our provess, please provide us with your request in writing and deseribe
the information e b d'nn“u::] ail SO T fior thi t‘l'uupl.'.

Vo peguesl way be denied iF th: ealth miloemation recond m gaestion was nol
cremed by oor offiee, ic not gan of aur reeonds ar i§ e nsconds contaimmes vour healdh
inlormartion are determined to be accurate and comgilete, 1M dey vour rogues), we
will provide you with a written explanation of the denial,

Accounting of Disclosures of Your
Health Information

i v the night W &3k s fior a diseription of hiow and where wour healih
information was dischesed. Our documentation procederes will enable us to provide
infemation an healeh infesmation diselosrs that we e nequired bo dischose bo woa
Pliass et us koo in wriling U e peried Gor which you are imenessted. Thank you
for linsmting your reques 1o no neore 1hes 50 years al a ome We will provili the Tirsl
aceminling during any | 2-mmth period without charge. We may charge o resscmahle,
cnsi-hased fee for cach sddiional accounting dunesg the same | 2-momth peviod. 11
therz will be a charpe, the Privacy Cdficial will Miest conlaet vou s determing wiether
woin wish i mandify or withdraw your request

Request a Paper Copy of this Notice

Wows Baave the right s ahtain 2 copy of this Ntice ol Privacy Practices dinectly from
car iflice at any me. Stop by or give us & call mnd we will masl or email a copy
k& o

Receive Notice of a Security Breach

Yistn Baave the right s receive nolification of 3 hresch of your irsecuned
bazalhth inFomsaiiom

Changes to the Motice

W are required by law o maintain the privacy of vour beahth infonssnos

amil b provide 1o you or your personal representative with this Notice of our Privacy
Practices. We ane rogained 10 practics the policies and procedures described in this
s bl e dh sy T mght W chanpe the torms of our Botice. [T we change cur
privacy prachices we will Be sure all of our paltimis receive a copry of the revised Miotice.

Complaints

You Baave the right wo expees comphainis o us or 1o the Secretary of Henlih and
Hugian Serveses iF yon believe your prnaicy mghis have boen compromised. We
ETHOUNRES YOl [0 S5 CEs any Omeoms vod may have reganding the prinacy af your
mifisrmation, We will noi retalinie agninsi you for submiming 3 complainl. Plese lous
ks o your concerms of aompkaints in witing by submafting your complaint 0 our
Frivacy Oificer,

Eflective Daie: $IL2015

iy (RO T



Evolution Chiropractic and Wellness

4601 Telephone Road, Suite 110, Ventura, CA 93003
805-665-3545

www.evolutionchiropracticandwellness.com

INFORMED CONSENT TO CHIROPRACTIC CARE

You are the decislon maker for your health cara. Part of our role is to provide you with information to assist you in making infarmed
choices, This process is often referred 1o as "informed consent™ and involves your understanding and agreement regarding the care
we recommend, the benefits and risks associated with the care, alternatives, and the potential effect on your health if you choose not
to rescEive the care. We may conduct some diagnostic or examination procedures f indicated. Anvy examinatbons of tests condueted
will be carefully performed but may be uncomfiortable.

Chiropractic care centrally involves what is Enown as a chiropractic adjustrment. There may be additional supportive procedures or
recommendations as well. When providing an adjustment, we use our hands or an instrument to reposition anatomical structunes,
such as vertebrae. Potential benefits of an adjustment include restoring nosrmal joint motion, reducing swelling and inflammation in a
joint, redusing pain in the jaint, and improving nedrabogical functisning and owerall well-being. It is impartant that you understand, ac
with all health care approaches, results are not guaranteed, and there is no promise [o cure,

As with all types of health care interventions, there are some risks to care, including, but not limited to: muscle spasms, aggravating
and/or temporary increase in symptams, lack of improvement of symploms, Burmd and/or scarfing Irom electrical stirmulation and
from hot or cold theraples, including but not limited to hot packs and ice, fractures (broken bones), disc injuries, strokes, dislocations,
strains, and sprains. With respect ba strokes, there is a rare but serlous condition known as an “arterial dissection” that typleally s
caused by a tear in the inmer layer of the artery that may cause the development of a thrombsus (clot) with the potential to lead to a
stroke. The best avallable sclentific evidence supports the understanding that chiropractic adjustment does not cawse a dissection in
a normal, healthy artery. Disease processes, genetic disorders, medications, and vessel abnormalities may cause an artery bo be more
susceplible to dissection, Strokes caused by arterial dissections have been assoclated with owver 72 everyday activities such as sneezing,
driving, and playing tennis.

Arterlal dissections ocour In 3-4 of every 100,000 people whether they are réceiving health care or nob. Patients who experience this
condition often, but not always, present to thelr medical doctor or chiropractor with neck pain and headache, Unfortunately, a
percentage of these patients will experlence a stroke. The reported association between chiropractic visits and stroke is exceedingly
rare and is estimated to be related in one in one million to ose in two million cervical adjustments. For comparison, the incidence of
hospital admission attributed to aspirin use from major Gl events of the entire [upper and lower) Gl tract was 1219 events/ per one
million persons/year and risk of death has been estimated as 104 per one million users.

It is glso impoertant that you understand there are treatment cptions avallable for your condition other than chiropractic procedures.
Likely, you have tried many of these approaches already. These options may include, but are not limited to: self-administered care,
ower-the-counter pain relievers, physical measures and rest, medical care with prescription drugs, physical therapy, bracing, injections,
and surgery. Lastly, you have the right to a second opinion and bo secure other opinions about Yyour circumstanceas and health care as
you see fit,

| have read, or have had read to me, the above consent. | appreciate that it is not possible to consider every possible complication to
care. | have alsa had an opportunity to ask questions about its content, and by signing below, | agree with the current or future
recommendation to recebve chiropractic care as is deemed appropriate for my circumstance, | intend this consent Lo cover the entire
course of care from all providers in this office for my present condition and for any future condition(s) for which | seek chiropractic
care from this office.

Patient Name: Signatura: Date:

Farent or Guardian: __Signature: _ Date:

‘Witness Name: Signature: Data:




Evolution Chiropractic and Wellness

FINANCIAL AGREEMENT CASH PAYMENT

We would like to take a moment to welcome you to our office and to assure you that
you will be receiving the very best care available for your condition. To familiarize you
with the financial policy of our office, we would like to explain how your medical bills

will ba handled.

[ E:

O ‘uaug eipes] i

FSE-509-5

L
=

Payment Arrangements:

It is our policy in this office to maintain your account on a current basis. Charges for
treatment are due at the time the service is provided.

Financial arrangements will be provided on an as needed basis and must be clearly
defined prior to receiving care.
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Voluntary Termination of Care:

It is also the policy of this office that if you should choose to suspend or terminate your
care and treatment, any outstanding fees for professional services rendered to you will
be immediately due and payable.

We hope that this has answered any questions you might have regarding your financial
arrangements. Once again, we would like to welcome you to our office. If, at any time,
you have any questions about your case, please don't hesitate to ask.

I have read and agree to the above.

Patient's Signature Date




Evolution Chiropractic and Wellness
APPOINTMENT CANCELLATION/NO SHOW POLICY

Thank you for trusting your health care to Evolution Chiropractic and Wellness. When you
schedule an appointment with Evolution Chiropractic and Wellness, we set aside enough
time to provide you with the highest quality care. Should you need to cancel or reschedule
T your appointment, please contact our office as soon as possible, and no later than 24 hours

€]

s
E‘ B prior to your scheduled appointment. This gives us time to schedule other patients who
u ;.- may be waiting for an appointment. Please see our Appointment Cancellation/No Show
in z Policy below:

E + FEffective immediately, any established patient whe fails te show or

cancels/reschedules an appointment and has not contacted our office with at least
a 24 hour notice will be considered a Mo Show and charged a $25.00 fee.

s Any established patient who fails to show or cancels/reschedules an appointment
with no 24 hour notice a second time will be charged a $50.00 fee.

# [ a third No Show or cancellation/reschedule with no 24 hour notice should occur
the patient may be dismissed from Evolution Chiropractic and Wellness.

» Any new patient who fails to show for their initial visit will not be rescheduled.

+ The fee is charged to the patient and is due at the time of the patient’s next office
wisit.

s As a courtesy, a reminder text and email are sent 3 days and 24 hours prior to the
scheduled appointment. If you are not receiving any reminders via text and/or
email, please alert Dr. Nadia so that you are set up to receive them.

* Please respect your appointment and arrive on time. Patients who show up at their
scheduled time will be seen first. Patients who fail to arrive on time repeatedly will
be rescheduled if it's the third tardy visit. Repeat offenders may be dismissed from
Evolution Chiropractic and Wellness.
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We understand there may be times when an unforeseen emergency occurs and you may
not be able to keep your scheduled appointment. If you should experience extenuating
circumstances, please contact Dr, Nadia.

| have read and understand the Appointment Cancellation/Mo Show Policy and agree to its

termes.
Signature {Parent/Legal Guardian) Relationship to Patient
Printed Name Date



Evolution Chiropractic and Wellness

HMO INSURANCE MEMBER BILLING ACKNOWLEDGEMENT FORM

e

:: ;.— Dear patients,

”:j E: For those who have HMO Insurance with chiropractic care coverage, please note that

-] your insurance COVERS CHIROPRACTIC ADJUSTMENTS ONLY. If you would like to
= receive non-covered services inclusive of manual therapy entailing stretches, use of
ﬁ Gua Sha tools, Leander table, or Intersegmental Traction table w/ice &/or hot packs

in addition to your chiropractic adjustments, there is an additional $20 charge besides
your co-pay, if applicable.

**Please also note that cash monthly rates are steeply
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discounted for the services rendered**
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In addition, HMO Insurance requires authorization for chiropractic visits, Please
understand that more than likely, not all visits will be authorized and paid for. As such,
it is your financial responsibility to pay for unauthorized or denied as medically
necessary visits by your insurance carrier. Furthermore, HMO Insurance carriers
typically DO NOT COVER chiropractic maintenance-type services.

| have read and understand the HMO Insurance Member Billing Acknowledgement
Form and agree to its terms.

Signature (Parent/Legal Guardian) Relationship to Patient

Printed Mame Date




