DR. DRAKE’S OFFICE POLICY

Patient Name _________________________________

OFFICE:  We believe that a clear definition of our office policies will allow us to concentrate on “The Big Issue” REGAINING AND MAINTAINING YOUR HEALTH.  It is the goal of our office to provide you with the finest quality chiropractic care available.  If you have any questions with regard to your health care or any of our policies, please let us know. 
Initials ____
AUTHORIZATION FOR PAYMENT: It is the policy of this office to extend to our patients the courtesy of allowing you to assign your insurance benefits directly to us. 
1. The privilege of insurance assignment begins when our office receives your insurance forms and coverage has been verified.   
2. If filing insurance, I hereby authorize Dr. Drake to furnish any and all medical records that my insurance company may request for payment of my charges.
3. If I am choosing not to file insurance, I understand that I am expected to make payment at the time of service and agree to make payment in accordance with this policy.

Initials ____
PHONE CONTACT:  Your chiropractor and members of the practice staff may need to use your name, address, phone number, and your clinical records to contact you with appointment reminders, follow thru medical information, treatment alternatives, or other health related information.  If this contact is made by phone and you are not available, a message will be left on your answering machine or with the person answering the phone.  By initialing you are giving us authorization to contact you and to leave messages on your answering machine or with individuals at your home or place of employment.

Initials ____
INFORMED CONSENT: The patient has been informed and understands that the practice of chiropractic includes treatment by manipulation of the patient’s body, including the spine.  Manipulation of the body and the spine necessarily involves applying pressure, by the use of “hands on” techniques which require Dr. Drake to use his hands and body to cause appropriate movement within the patient’s body.  Manipulation by a chiropractor should not cause damage to the patient.

Manipulation of the patient by the chiropractor will necessarily involve physical contact between Dr. Drake and the patient.  The patient acknowledges that the general nature of this physical contact has been explained to them by Dr. Drake prior to commencement of treatment and examination.  During treatment Dr. Drake may touch the patient’s body in a variety of areas including near the patient’s groin, the patient’s buttock, and near the patient’s breasts.  If the patient feels that such potential for contact may be distressing or uncomfortable the patient should either avoid chiropractic treatment with this chiropractor or, in writing request that an attendant observer be present during treatment and examination, subject to any applicable charge.

If at any time during the examination or treatment you feel uncomfortable due to body contact which occurs, you will immediately inform Dr. Drake and give him sufficient notice to allow him to alter the treatment plan as appropriate.

Initials ____
THANK YOU CARDS: When you refer a friend, family member or colleague to our office, we would like to send you a thank you card. By signing this form you are giving us authorization to send you a thank you card.
Initials ____
REFERRAL BOARD: When you refer a friend, family member or colleague to our office, we would like to put your last name and first name initial ONLY on our referral board, thanking you for sending that person to our office.  By signing this form you are giving us authorization to display your name on our board.

Initials ____
FINANCIAL ARRANGEMENTS: We have an open front desk and many of our financial arrangements are discussed at the front counter.  Please do not initial this if you would prefer to have your financial arrangements discussed in a more private place.
I have read and fully understand all of the above information.  I acknowledge that I have read or received a copy of Dr. Drake’s Notice of Privacy Practices.  I also understand that my refusing to sign this form means that I will not be treated at this office.
Patient’s Signature _________________________________________
Date _________________________
Guardian’s Signature Authorizing Care for Minor _________________________________________________
