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Name: ____________________________________________________________________________ 

  Last   First   Middle   Nickname 

 

Address: __________________________________________________________________________ 

  Street   Apt#  City  State  Zip 

 

Home Phone: ___________________________    Cell Phone: _______________________________ 

 

Date of Birth: _____/_____/_______     Age: _________ Sex: _____   Marital Status:  S     M     D    W 

 

Social Security#:____________________________    

 

Would you like to receive free monthly nutritional newsletters by email? Yes_________ No_________ 

 

E-Mail:____________________________________________________________________________ 

 

Occupation: ____________________________ Employer: ___________________________________ 

 

Address: ___________________________________ Work Phone: ____________________________ 

 

Name of Spouse: _____________________________ Date of Birth: ________/________/__________ 

 

Employer: __________________________________   Occupation: ____________________________ 

 

Who may we thank for referring you?:____________________________________________________ 

 

 

Insurance Type: Private Health          Medicare     Auto           Work Comp   None 

 

Relationship to insured: self  spouse  child 

   

Name of primary insurance: _______________________   ID#:  ___________________________   

Name of secondary insurance: _______________________        ID#:  ___________________________  

        

 

***IS THIS AN AUTO ACCIDENT? _________ IS THIS A JOB RELATED INJURY?___________ 

 

***Have you seen a chiropractor in the last twelve (12) months?  Yes_______   No_________ 
 Who did you see? __________________________ For how long? ________________________________ 

 For what condition or area of body? _________________________________________________________ 

 

***Please indicate by checking yes or no if you have Culinary insurance benefits Yes_________ No__________ 

 

***Our office is required to maintain original x-rays and records as property of this office. 

 

 

 

_______________________________________________     _______________________________________ 

Patient Signature      Date 
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Financial Responsibility Acknowledgement 

 
Thank you for choosing us as your health care provider.  The following is our Financial Policy.   
Please read this carefully. If you have any questions or concerns about our payment policies, please do 
not hesitate to ask our Billing Department. 
 
Payment / Co-pays for services are due at the time services are rendered.  We accept cash, checks, and for 
your convenience, most major credit cards.  We will submit an insurance claim on your behalf. 
If your insurance coverage/company changes please notify the Billing Department immediately.  We 
cannot submit claims properly if you do not supply us with the correct information. 
 
You must understand and sign that you acknowledge the following: 

 
1. Your insurance policy is a contract between you, your employer and the insurance company.  We are NOT a 

party to that contract.  Our relationship is with you, not your insurance company. 
 

2. You authorize the release of any medical information necessary to process your insurance claim(s) and also 
certify that all insurance given to this office is correct and complete. 
 

3. You authorize your insurance company to pay by check and for that check to be mailed to this office directly, 
the benefits allowable and otherwise payable to me under my current policy, as payment toward the total 
charges for professional services rendered.  You agree to pay, in a current manner, any remaining balance 
of applicable charges. You agree that this office be given power of attorney to endorse/sign your name on 
any and all drafts for payment of charges from this office. 
 

4. You are responsible for knowing your insurance benefits.  Does your insurance require a Primary Care 
Physician (PCP) Referral? Is Dr. Baxter a Participating Provider? Do you have a deductible? What is the co-
pay per visit? Does your policy have limits (ie visit or dollar maximums per year?) on chiropractic services? 
 

5. Fees for services rendered may include: co-insurance, co-payments, and unpaid deductibles. Also, most 
insurance carriers do not pay for vitamins and/or nutritional supplements, in-office tests, hot/cold packs or 
support belts: These fees will be due at the time of treatment. 
 

6. If your insurance carrier does not pay in full within 60 days, we ask that you contact them.  If your insurance 
does not pay in full within 90 days, the charges will be transferred to your responsibility, and may possibly 
start accruing interest charges. We will require you to pay the balance due with cash, check, or credit card, 
even though your insurance carrier may eventually process your claim. 
 

7. Returned checks are subject to a return check charge of $25.00.  Patient balances over 30 days old after 
insurance pays on claim may be subject to additional interest charges. 
 

8. We reserve the right to send you to collections for unpaid balances.  You will be responsible for any 
collection fees, legal fees, or court costs. 

 
9. Please be kind enough to give us a 24-hour notice if you must cancel your appointment. We do not like 

imposing our office policy of a $30.00 cancellation fee, and we are sure you will not like paying it.  Thank you 
for your consideration in this matter. 

 
We do understand that temporary financial problems may affect timely payment of your balance.  We encourage 
you to communicate any such problems to our billing department so that we can assist you in the management 
of your account. 

 
 

______________________________________  ___________________________________ 
Signature of Patient      Date 
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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 

adjustment.  Complications could include fractures, muscular strain, ligamentous sprain, joint dislocations, 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.  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 many undesirable side effects and patient dependence in a significant number 

of cases. (100,000 deaths/year from properly prescribed medication — JAMA 04/15/98) 

 

 Hospitalization in conjunction with medical care adds risk of exposure to virulent 

communicable disease in a significant number of cases. (2.2 million hospitalizations/year 

from properly prescribed medications — JAMA 04/15/98) 

 

 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 flexibility, and induce chronic pain.  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, or have had read to me, the above explanation of chiropractic treatment and risks. I have 

had the opportunity to have any questions answered to my satisfaction.  I have fully evaluated the risks 

and benefits of treatment.  I have freely decided to undergo the recommended treatment, and hereby 

give my full consent to the entire course of treatment for my present condition and for any future 

condition(s) for which I seek treatment from any and all licensed health care professionals in this office. 

 

 

______________________________ ________________________________       ____________________ 

Printed Name     Signature          Date 
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HIPAA Notice of Privacy Practices 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 

ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 
 

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations (TPO) 
and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health information. “Protected health information” is 

information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health or condition and related 

health care services.  

Uses and Disclosures of Protected Health Information 

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment for the 

purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other use required by law .  

 

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. This includes the coordination 

or management of your health care with a third party.  For example, we would disclose your protected health information, as necessary, to a home health agency that provides care 
to you. For example, your protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information 

to diagnose or treat you. 

 
Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example, obtaining approval for a hospital stay may 

require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.  

 
Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities of your physician’s practice. These 

activities include, but are not limited to, quality assessment activities, employee review activities, training of medical students, licensing, and conducting or arranging for other 

business activities. For example, we may disclose your protected health information to medical school students that see patients at our office. In addition, we may use a sign-in 
sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also call you by name in the waiting room when your physician is 

ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment. 

 

We may use or disclose your protected health information in the following situations without your authorization. These situations include: as Required By Law, Public Health 

issues as required by law, Communicable Diseases: Health Oversight: Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: 

Coroners, Funeral Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers’ Compensation: Inmates: Required Uses and 

Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the Department of Health and Human Services to investigate or determine our 

compliance with the requirements of Section 164.500.  

 
Other Permitted and Required Uses & Disclosures will be made only with your consent, authorization or opportunity to object unless required by law.   

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or 

disclosure indicated in the authorization.  
Your Rights Following is a statement of your rights with respect to your protected health information.  

 

You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or copy the following records; psychotherapy 
notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law 

that prohibits access to protected health information.  

 

You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose any part of your protected health 

information for the purposes of treatment, payment or healthcare operations. You may also request that any part of your protected health information not be disclosed to family 
members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction 

requested and to whom you want the restriction to apply. Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest 

to permit use and disclosure of your protected health information, your protected health information will not be restricted. You then have the right to use another Healthcare 
Professional. 

 

You have the right to request to receive confidential communications from us by alternative means or at an alternative location. You have the right to obtain a paper 

copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically.  

 

You may have the right to have your physician amend your protected health information. If we deny your request for amendment, you have the right to file a statement of 
disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.  

 

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.  
We reserve the right to change the terms of this notice and will inform you by mail of any changes.  You then have the right to object or withdraw as provided in this notice.  

Complaints  
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by 
notifying our privacy contact of your complaint. We will not retaliate against you for filing a complaint.  

 

This notice was published and becomes effective on/or before April 14, 2003.  We are require by law to maintain the privacy of, and provide individuals with, this notice 

of our legal duties and privacy practices with respect to protected health information. If you have any objections to this form, please ask to speak with our HIPAA 

Compliance Officer in person or by phone at our Main Phone Number. 

 

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices: 

 

 

Print Name:_____________________________________  Signature___________________________________________ Date___________________ 
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