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FINANCIAL GUIDELINES & PATIENT RESPONSIBILITY POLICIES

At Malina Chiropractic Clinic, we take great pride in offering the very best chiropractic care and personal attention
to each of our patients. We believe that everyone benefits when defmitive guidelines are agreed upon. Accordingly,
we have prepared this material so that you will understand our policies prior to your appointment.

I am fuIly responsible for payment of any and all services incurred by me at this clinic. If I choose to use my
insurance benefits, I am responsible for charges not covered or reimbursed by my insurance company.

In the event that I receive payment from my insurance company for services rendered, I agree to pay the full amount
of payment to Malina Chiropractic Clinic.

We require a 2 hour notice for all missed appointments. This allows time for other patients to come in for care but
did not have an available appointment. I am aware that there is a No Show/CanceIlation fee of$15.00 for an office
visit that is not canceled within 2 hours of the appointment.

At the time we verify your insurance benefits, your insurance company informs us that the verification is not a
guarantee of benefits and is based on your specific policy and guidelines. On occasion, your insurance company may
deny or pay for your services at a rate other than what they actually quoted. Therefore, it is important that you know
your policy guidelines and become proactive in making caIls to your insurance company regarding charges,
disputes, coverage, etc. Our professional services are rendered to you, not the insurance company. Deductibles and
Co-Pays are payable at the time of service. Any previous balance is expected to be paid at time of service. Please let
us know of any changes to your insurance coverage as soon as possible.

I authorize my insurance carrier to assign and directly pay all insurance benefits to Malina Chiropractic Clinic. I also
authorize agents of any hospital, treatment center or previous physicians to furnish the clinic with copies of any
records of my medical history, services or treatments. I also authorize the release of any medical information and/or
reports related to my treatment to any federal, state or accreditation agency, or any physician or insurance carrier as
needed.

There is an administrative fee of$25 for all disability, FMLA, and other forms/paperwork that you need to have
filled out by the physician. Please allow 5-7 business days for paperwork to be completed.

If applicable, Malina Chiropractic Clinic has agreed to treat me with a Letter of Protection which guarantees
payment of outstanding charges that accrue after my insurance benefits have been terminated for whatever reason.
These charges will be paid out of the proceeds of any pending litigation in my case. I hereby direct my attorney or
responsible party who controls the disbursement of funds after my litigation has been resolved to pay Malina
Chiropractic Clinic in fuIl for any unpaid balance.

I acknowledge that I have carefully read and understand the Financial Guidelines and Patient Responsibility
Policies. A duplicate of this statement is considered the same as the original.

Name (please print)

Signature Today's

Date of Birth

Date



MALINA CHIROPRACTIC CLINIC
ASSIGNMENT OF INSURANCE BENEFITS AND DIRECTION TO PAY

I, hereby instruct and direct any insurance carrier that is providing insurance benefits on
my behalf under any policy of insurance to make out a check to, and directly pay, MALINA CHIROPRACTIC CLINIC for
professional medical and rehabilitative services rendered to me. This includes a direct assignment of my rights and benefits under any
policy of insurance and may only be revoked with the express written consent of MALINA CHIROPRACTIC CLINIC. This
assignment of insurance benefits pertains to any and all professional services, including past services, provided by MALINA
CHIROPRACTIC CLINIC in relation to my health insurance and/or motor vehicle accident of

This assignment of insurance benefits is provided so that MALINA CHIROPRACTIC CLINIC may attempt to collect any unpaid or
overdue insurance benefits from the insurance carrier. This includes the assignment of any cause of action that might accrue against
such insurance carrier for its failure to pay insurance proceeds. Such assignment is given in consideration of professional medical and

rehabilitative services.

I authorize any holder of insurance information about me to release such information to MALINA CHIROPRACTIC CLINIC needed to
determine the insurance benefits or to assist in the collection of payment for services. I authorize MALINA CHIROPRACTIC
CLINIC to contact the insurance company for an exact dollar amount of insurance benefits that are available under any policy of
insurance that affords coverage, and to obtain any payout or check ledger reflecting insurance benefits that have been paid out on my

behalf.

I understand that there may be services provided that may not be paid under the benefits of my insurance plan and therefore I am
responsible to pay for these services outside of my co-pay amounts.

A copy of this agreement will be as valid as the original.

I have read and I do understand this assignment thoroughly.

Patient's signature _

Signature of Legal Guardian _

(when patient is a minor child)

X-RAY CONSENT FORM

Date ---------

1, ,.hereby release MALINA CHIROPRACTIC CLINIC from complications that may arise
from receiving any x-ray studies. I understand that inherent risk associated with exposure to x-rays. I understand the need for x-rays to
properly diagnose and treat my condition.
ATTENTION FEMALE PATIENTS: I, ,hereby certify to the best of my knowledge that I am not pregnant
and release MALINA CHIROPRACTIC CLINIC ofliability for any complications that may arise from receiving any x-ray studies. I
understand the inherent risk associated with exposure to x-rays. I understand the need for x-rays to properly diagnose and treat my

condition.
ATTENTION PARENTS: Please complete Parent Consent Form for minor children. I,
______________ , being parent or legal guardian of , hereby consent to the
treatment and performance of diagnostic testing ofthis minor at MALINA CHIROPRACTIC CLINIC by Drs Clifford and Whitney
Malina or any legal agent of this clinic.

Patient Signature _

Parent Signature _

Witness -------------------------

Date _

Date ----------
Date ----------



Authorizations and Releases
NAME CASE' _

Consent for Treatment

I, the undersigned, hereby authorize Dr. and whomever he/she may designate as his/her
assistant(s) to perform diagnostic tests, including but not limited to radiographs, and to administer treatment as is necessary.

I, also, certify that no guarantee or assurance has been made to the results that may be obtained.
I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. Furthermore, I

understand that this office will prepare any necessary reports and forms to assist me in making,collection from the insurance company and that any
amount authorized to be paid directly to this office will be credited to my account upon receipt. I permit this office to endorse remittances for the con- .
veyance of credit to my account. HOWEVER, I CLEARLY UNDERSTAND AND AGREE THAT All SERVICES RENDERED TO ME ARE CHARGED DIRECTlY
TO ME AND THAT I AM PERSONALLY RESPONSIBLE FOR PAYMENT.

Pallent's Signalure Dale _._1 __ 1__ Witness _

Authorization to Release Medical Information

I authorize the release of any medical information necessary to process my insurance claim(s) and also certify that all insurance information given
to this clinic is correct and complete.

Palient's Signature Date _1_1_ Witness _

Request For Payment of Benefits To Provider of Care

I hereby authorize the Insurance Company/Insurance Administrator to pay by check, and for it to
be mailed directly to: _
the expense benefits allowable and otherwise p:lable to me under my current policy, as payment toward the total charges for professional services
rendered. I have agreed to pay, in a current ma.(l1)er,any balance of said applicable charges. I agree that this office be given power of attorney to
endorse/sign my name on any and all drafts for payment of my bilt.

Palient's Signalure Dale __ 1__1_ Wilness _

Attorney Representation and Protection of Balance

I, the undersigned patient am directing my Attorney, , to pay any outstanding bills out of my settlement
and. in effect, protecting any such balance. I hereby make and declare the instructions herein contained to be irrevocable. I fully understand that I am
directly responsible for all medical bills and this agreement is made solely for the doctor's additional protection and consideration of his awaiting pay-
ment. I further understand that such payment is not contingent on any settlement, judgement or verdict by which I may eventually recover said fee. I
have been advised that if my attorney does not wish to cooperate in protecting the doctor's interest, the doctor will not await payment but, will require
me to make payment on a current status.

Pallent's Signature Dale __ 1__ 1__ Witness _

Consent For Treatment of Minor

I hereby authorize , D.C., and whomever he/she may designate as his/her assistant(s), to perform diagnostic
tests, including but not limited to radiographs, and to administer treatment as he/she deems necessary to my (indicate relationship 01 child) _
_______________________ (child'sname) _

Guardian's Signalure Dale __ 1_1_ Wilness _

X-Ray/Medical Records Release

I have requested the release of records of (~i~n1'sname) ~ __ which are
a part of the records at (facility) _

I hereby request and authorize you, your employees and agents to furnish to the person(s) listed below or anyone designated in writing by them, all
copies of records and reports. including copies of x-rays and photostatic copies, abstracts or excerpts of all records and any other information they may
request relating to any examination, treatment or opinion concerning any condition that I may have had in the past, now have, or may have in the future.
Please forward Ihis 10: (Name) (Address) _

Patient's Signature Dale __ 1_1_ Wilness _

CCopyr9lt 1996Alp. Inc. Version2.1.



Malina .ChirQp:raictiic CHinlc

AC;I'NOWIL,EDGEM&NT Q,F".,C.ElPT OF
N!OTIC,EOf 'RIWACY PRACTICE,.

**You May Refuseto Sign ThilAeknowled •• ment"

I, _-----------' have received aeo,f)y of this office's Notice of
'PtW.~,f?ra~s.

{PleasePrint.Name}

{Si9nalu~}

Weatternptedtoobtain written acknowledgement of receiptof ourNo_ofPm~ Practi_s, but
acknowtedgementcould not be obtained ,because: .

o Individual refused to sign

[J Communications barriers prohibited obtaining the acknowledgement

lJ An emergency situation prevented us from obtaining acknowtedgement

lJ Other (Please Specify)



ZIP

/

ZIP

/

/

/

STATE

STATE

CITY

CITY

Co. Name: _

Address: _

Phone #: ( _

Insured's ID#: _

Group # (Plan,Local,or Policy#): _

Insured's Name: _

Relation: Date of Birth:

Insured's Employer: _

Secondary Insurance

Co. Name: _

Address: _

Relation: Date of Birth:

Insured's Employer: _

Phone #: ( _

Insured's ID#: _

Group # (Plan,Local,or Policy#): _

Insured's Name: _

Whom should we contact? _

Relation: _

Home Phone #: ( _

Work Phone #: (
Cell Phone #: ( _

Who is your Medical Doctor? _

Medical Doctor's Phone #: (

Ext _

ZIP

STATE ZIP

/ File #_' _

STATE

/

LAST FIRST MI

What You Prefer To Be Called: 0 Male0 Female

Birthdate: / / Age: SS#: _

Mailing Address: _

Work Phone #: ( ) _
Payment method: 0 Cash 0 Check

SS#: _

CITY

Home Phone #: ( ) _

Work Phone #: ( ) _

Cell Phone #: ( ) _

E-mail Address: _

Referred By: _

Employer: How Long? _

Employer's Address: _

I hereby authorize assignment of my insurance
Inilials rights and benefits directly to the provider for

services rendered. I fully understand I am solely responsi-
ble for any balance not paid by my insurance company
(if offered at this office),

CITY

Drivers License #: _

o CreditCard- Entercard# above(if accepted)

CITY STATE ZIP

Occupation: _

Status: 0 Minor0 Single0 Married0 Divorced0 Separated0 Widowed
Spouse's Name: _

Do you have children? 0 Yes 0 No How many? _

Person ultimately responsible for account

Name: _

Relation: _

Billing Address: _



Reason for today's visit: 0 Emergency 0 New injury 0 Old injury 0 Chronic pain 0 Well ness
Are you in pain: 0 Yes 0 No Rate your pain with the following scale: discomfort1 2 3 4 5 6 7 8 9 10intense

Did your injury occur during: 0 Work 0 Sports/play 0 Auto Accident 0 Routine/Household activity
When did your condition/accident occur? / / Where did your injury occur? _
Please explain what happened: _
Is your condition getting worse? 0 Yes 0 No 0 Constant 0 Comes and goes.
Is your condition interfering with your: 0 Work 0 Sleep or 0 Daily routine? If so, how: _

List any past serious accidents with dates: _
Please list anything that you may be allergic to: _
Family Health History: _
Do you take Supplements or Vitamins? 0 Yes 0 No Do you exercise? 0 No 0 Yes __ hours per week
Do you smoke? 0 No 0 Yes How much? How long?__ .
Are you wearing: 0 Shoe lifts 0 Inner soles 0 Arch supports Are you dieting: ONo DYes Since: / /
For woman: Are you taking Birth Control? 0 Yes 0 No
Are you Nursing? 0 Yes 0 No Are you Pregnant? 0 No 0 Yes If so, how many weeks? _

FrontRight

Haveyou ever beentreated by a Chiropractor? DYes ONo
Clinic or Dr's name: _
Clinic phone#: _

Using the adjacent body charts, please circle
all affected areas.
Haveyou beentreated by a Medical Physician for this
condition? DYes ONo If so, where? _

Has this or something similar happened in the past?
DYes 0 No Explain: _

Are you taking any of the following medications? 0 Nerve pills 0 Pain killers(including aspirin) 0 Muscle relaxers
o Blood Thinners 0 Tranquilizers 0 Insulin 0 Other(s) _
Do you have or have you had any of the following diseases, medical conditions or procedures?
Y N Heart Attack / Stroke Y N HeartSurg.lPacemakerY N Heart Murmur Y N Congenital Heart Defect Y N Mitral Valve Prolapse
Y N Artificial Valves Y N Alcohol/Drug Abuse Y N Venereal Disease Y N Hepatitis Y N HIV+ / AIDS / ARC
Y N Shingles Y N Cancer Y N Frequent Neck Pain Y N Glaucoma Y N Anemia / Diabetes
Y N High/LowBloodPressureY N Psychiatric Problems Y N Rheumatic Fever Y N Severe/ FrequentHeadaches Y N Kidney Problems
Y N Ulcers / Colitis Y N Fainting/Seizures/EpilepsyY N Sinus Problems Y N Emphysema / Asthma Y N Tuberculosis
Y N Difficulty Breathing Y N Chemotherapy Y N Lower Back Problems Y N ArtificialBones/Joints/ImplantsY N Arthritis

Please list any surgeries with dates and/or any other serious medical condition(s) not listed above:. _

• We invite you to discuss with us any questions regarding our services. The best health services are based on a
friendly, mutual understanding between provider and patient.

• Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been
made with the business manager. If account is not paid within 90 days of the date of service and no financial
arrangements have been made, you will be responsible for legal fees, collection agency fees, interest charges and
any other expenses incurred in collecting your account.

• I authorize the staff to perform any necessary services needed during diagnosis and treatment. I also authorize the
provider to release any information required to process insurance claims.

• I understand the above information and guarantee this form was completed correctly to the best of my knowledge
and understand it is my responsibility to inform this office of any changes to the information I have provided.

UPDATE
(OFFICE USE)

/ /
Date

Comments

/
Initials Date

Comments

/
Initials Date

Signature -,-- ----::- Date
o AdultPatient 0 Parentor Guardian 0 Spouse

/ /
Comments
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