King of Prussia Family Wellness Center, PC
INFORMED CONSENT FOR CHIROPRACTIC CARE   ______ Patient’s Initials
A patient, in coming to the Chiropractic Doctor, 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 Doctor.  The Chiropractor 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 King of Prussia Family 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.

APPOINTMENT SCHEDULING     _________ Patient’s Initials
To save you time on each visit, we ask that you pre-schedule at least one month of appointments in advance.  It is vital that you maintain your scheduled visits.  Broken appointments are hazardous to your future health.  In order to keep your progress on schedule, missed or forgotten appointments must be made up within one week.  Remodeling your treatment plan will result in lessened benefits, slower results, and will greatly inhibit total correction.  If you must cancel an appointment, we require 24 hours notice; otherwise there is a $25.00 missed appointment fee.  Repeatedly missing or rescheduling appointments will regretfully result in a discharge from care.

INSURANCE RELATED CHANGES   _________ Patient’s Initials
Informing us immediately of any change in your coverage is vital to this office providing you with the best care possible.  If your insurance changes, you suffer a work related injury, or are in an automobile accident, our office must be notified, a minimum of 48 hours before your next appointment.  If our office is not notified of these changes before your appointment, visits will be charged cash patient fees until the information is provided.
TERMINATING YOUR CARE    _______   Patient’s Initials
In the event you choose to discontinue your care for any reason, or we regretfully find it necessary to discharge you from care, all outstanding fees become immediately due and payable in full with no fee savings applied.  If a credit is present, a refund will be given. 
WORKERS COMPENSATION AND PERSONAL INJURY   _______ Patient’s Initials
Worker’s Compensation and Personal Injury usually pays at 100% for Chiropractic Care.
Upon being released from care, a 3-month time period is allowed for settlement of your claim.  If settlement has not been reached within this time period, or if you have suspended or terminated your care without your doctor’s approval, payment for service is due immediately.  If an attorney is handling your case, please notify the insurance department at once.  Although you are ultimately responsible for your bill, our office will wait for settlement to be paid as long as you are an ACTIVE patient.  If you suspend or terminate your care, any fees for services are due immediately.

PLEASE COMPLETE OTHER SIDE   (
FINANCIAL POLICY   _________ Patient’s Initials 
It is your payment that allows us to continue providing the highest level of professional care.  If for any reason you cannot keep your financial arrangement, please inform us immediately.  Your insurance is an agreement between you and your insurance company, not between your insurance company and KING OF PRUSSIA Family Wellness Center.  As a courtesy to our patients, our office will complete any necessary reports and forms at no charge, and file them with your insurance company.  It is to be understood and agreed that services rendered are charged to you directly and that you are personally responsible.

1. Payment is expected at the time of service unless other arrangements have been made.  A $100 co-payment balance must not be exceeded by any patient.
2. If you do not pay your balance, we reserve the right to turn your account over to a collection agency and you understand that we have the right to collect any added fees, reasonable attorney’s fees, and court costs.
3. We accept cash, checks, and MasterCard, Visa and Discover credit/debit cards.

4. We do not bill secondary insurances, except for Medicare patients.
5. Patients who are not under a wellness care plan will be charged a $75.00 cash fee for an emergency visit.

6. All patients whose visitation schedule is once per month (or longer) will not be eligible for insurance assignment.  Charges for services rendered will again be due as they are received.
Regarding the Use & Disclosure of Protected Health Information   _________ Patient’s Initials
For the purposes of this Consent Form, “Office” shall refer to: KING OF PRUSSIA Family Wellness Center, P.C.
I understand that some of my health information may be used and/or disclosed by the Office to carry out treatment, payment, or health care operations, and that for a more complete description of such uses and disclosures I should refer to the Office’s privacy notice entitled, “Our Privacy Practices.”  I understand that I may review this privacy notice at any time prior signing this form. 

I understand that over time the Office’s privacy practices may need to change in accordance with law and that if I wish to obtain a copy of the notice as revised, I can call the Office to request such copy. 

I understand that I may request restrictions on how my information is used or disclosed to carry out treatment, payment, or health care operations, and that I can also revoke this Consent in, but only to the extent that the Office has not taken action in reliance thereon and also provided that I do so in writing.
I understand that for my protection, any requests to amend my health information or to access my medical records must be made in writing. 

By my signature below, I state that I have read and understand the policies of this office and agree to abide by them.

______________

______________________________
____________________________
Date


Patient Signature



Staff Signature
