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Franks Chiropractic                                

         “Life” Center        
Have you ever been to a chiropractor?  Yes or No          If so, Who ___________________________

Name: ________________________________________________________________________________       Date: _______________________

Home Phone: ________________________________________________ Cell Phone: ____________________________________________

Home Address: _________________________________________________________________________________________________________

City: ___________________________________________________________________ State: ____________ Zip Code: ___________________

Date of Birth: ___________________________________ Social Security Number: _______________________________________

E-mail Address: _________________________________________________________________________________________________________   

Employer: ______________________________________________ Occupation: _________________________________________________

Work Phone: _______________________________________________________________ Marital Status:  S  M  W  D
Spouse’s Name: _______________________________________________ Phone Number: __________________________________

Emergency Contact Name: __________________________________ Phone Number:__________________________________

How is this person related to you?________________________________________________________________________________

Nearest relative not living with you: ____________________________________ Phone #_____________________________

Whom may we thank for referring you to us? ________________________________________________________________

What Doctor was referred?  Dr. Richard Franks   Dr. Curtis Harraway   Dr. Tyler Franks   Neither  (circle one)
Did you sustain an injury at work?             Are you covered under an employer or union policy?

Yes or No                                                                     Yes or No

Are your injuries accident related?            Is your spouse or other family member employed?

Yes or No                                                                     Yes or No

Are you currently employed?                        Do you have a health insurance policy?

Yes or No                                                                     Yes or No

Have you ever served in the military?       Are you covered under any other health care plan?

Yes or No                                                                     Yes or No

Have you made any changes to your choice of insurance options in the last open enrollment period? 

Yes or No

I have(n’t) received services by another provider for the condition for which I seek treatment today and I will promptly disclose any necessary information to my insurance carrier necessary to resolve any issues they may have.  I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance of my account for any professional services rendered.  I have read all the information and have completed the above answers.  I certify this information is true and correct to the best of my knowledge.  I will notify you any changes in my status or the above Information.

____________________________________________________________________________________             _________________________________

Signature



         





Date

CHIROPRACTIC INFORMED CONSENT TO TREAT

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various modes of physical therapy and diagnostic x-rays, and any supportive therapies on me (or on the patient named below, for whom I am legally responsible) by the doctor of chiropractic indicated below and/or other licensed doctors of chiropractic and support staff who now or in the future treat me while employed by, working or associated  with or serving as back-up for the doctor of chiropractic named below, including those working at the clinic or office listed below or any other office or clinic, whether signatories to this form or not.

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic personnel the nature and purpose of chiropractic adjustments and procedures.  I understand that results are not guaranteed.

I understand and am informed that, as in the practice of medicine and like all other health modalities, results are not guaranteed, and there is no promise of cure. I further understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks the treatment, including, but not limited to, fractures, disc injuries, strokes, dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all risk and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, is in my best interests.

I further understand that there are treatments options available for my condition other than chiropractic procedures.  These treatment options include, but not limited to, self-administered, over-the-counter analgesics and rest, medical care with prescription drugs such as anti-inflammatories, muscle relaxants and painkillers; physical therapy; steroid injections, bracing, and surgery.  I understand and have been informed that I have the right to a second opinion and to secure other options if I have concerns as to the nature of my symptoms and treatment options.

I have read, or have had read to me, the above consent.  I have also had an opportunity to ask questions about its content, and by signing below I agree to the above-named procedures. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

PATIENT SIGNATURE X____________________________________________________________DATE______________________





        (Or Patients Representative/ Guardian/Parent)

NCC-FED

Patient Consent for Use and Disclosure

Of Protected Health Information

I give my consent for FRANKS CHIROPRACTIC LIFE CENTER to use and disclose protected health information (PHI) above me to carry out treatment, payment and healthcare operations (TPO).

FRANKS CHIROPRACTIC LIFE CENTER Notice of Privacy Practices provides a more complete description of such uses and disclosures.

I have the right to review the Notice of Privacy Practices prior to signing this consent. FRANKS CHIROPRACTIC LIFE CENTER reserves the right to revise its Notice of Privacy Practices at any time.  A revised Notice of Privacy Practices may be obtained by forwarding a written request to FRANKS CHIROPRACTIC LIFE CENTER.

With this consent FRANKS CHIROPRACTIC LIFE CENTER may call, mail, or email my home or other alternative location(s) and leave a message on voicemail or in person in reference to any item that assist the practice in carrying out TPO, such as appointments reminders, insurance items and any calls pertaining to my clinical care, including laboratory results among others.

I have the right to request the FRANKS CHIROPRACTIC LIFE CENTER restrict how it uses or disclose my PHI to carry out TPO. However, the practice is not required to agree to my requested to agree to my requested restrictions, but if it does, it is bound by this agreement.

By signing this form, I am consenting to FRANKS CHIROPRACTIC LIFE CENTER use and disclosure of my PHI to carry out TPO.

I may revoke me consent in writing except to the extent that the practice has already may disclosures in reliance upon my prior consent. If I do not sign the consent, or later revoke it, FRANKS CHIROPRACTIC LIFE CENTER may decline to provide treatment to me.

Patient/ Guardian Signature_________________________________________

Print Name of Patient______________________________________________ Date____________________________________

We the staff of Franks Chiropractic Life Center would like to take the time out to tell you thank you for choosing us as your healthcare provider. We consider it a privilege to serve your needs and we look forward to doing so. We are committed to providing you with the highest level of care and to building a successful provider-patient-staff relationship with you and your family. We believe your understanding of our patients’ financial responsibility is vital to that provider-patient-staff relationship and out goal is to not only inform you of the provisional aspect of hat financial policy but also to keep the lines of communication open regarding them. If at any time you have any questions or concerns regarding our fees, policies, or responsibilities please feel free to contact us at 706-453-7411.

We believe this level of communication and cooperation will allow us to continue to provide quality service to all our valued patients.

Please understand that payment for services is an important part of the provider-patient-staff relationship.  If you do not have insurance, proof of insurance, or participate in a plan that will not honor an assignment of insurance benefits, payment for service will be due at the time of service unless a payment arrangement has been approved in advance by our staff.

We make payment as convenient as possible by accepting (cash, money order, MasterCard, Visa and in-state checks). A $35.00 service fee will be charged for all returned check. Additionally, you may authorize us to keep your credit card on file for your convenience knowing that we adhere to the highest level of information security.

Interest

Interest will occur if a balance remains unpaid after 30 days.

Insurance

Please remember that your insurance policy is a contract between you and your insurance carrier. We will, as a courtesy, bill your insurance and help you receive the maximum allowable benefit under your policy. We have found that patients who are involved with their claims process are more successful at receiving prompt and accurate payment services from their insurance carrier. We do expect patients to be interactive and responsible for communication with your carrier on any open claims.

It is your responsibility to provide all necessary insurance eligibility, identification, authorization and referral information and to notify our office of any information changes when they occur. Even a preauthorization of services does not guarantee payment from your insurance carrier.  We also require photo identification or non-participating with their insurance plan.  Failure to provide all required information may necessitate patient payment for all charges.  When insurance is involved we are contractually obligated to collect payment, co-insurance, and deductible, as outlined by your insurance carrier.

Please be aware that out-of-network insurance carriers often prohibit assignment of benefits and may try to limit their financial liability with arbitrary limits, exclusions or reductions such as reasonable and customary or usual and prevailing reductions. Our fees are well within such ranges and although we will assist in the filing of an appeal if these limitations are imposed, you as the guarantor are responsible for all out-of- network fees. If we are not contracted with your carrier we will not negotiate reduced fees with your carrier.

Payment Guarantee

In the event the undersigned is entitled to Insurance benefits of any type whatsoever arising out of any policy of insurance patient or any other party liable to patient, said benefits are hereby assigned to Franks Chiropractic Life Center for application on patients bill, and it is agreed that Franks Chiropractic Life Center may receipt for any such payment and such payment, the undersigned and/or patient being responsible for charges not covered by this assignment. For Medicare patients: I certify that the information given by me in applying for payment under the Title XVIII & XIX under the social security Act is correct. I request that payments of authorized benefits be made on my behalf for any services furnished to me by Franks Chiropractic Life Center, including physician service.  In consideration of the services to be rendered to the patient, they hereby individual obligate themselves to pay the charges of Franks Chiropractic Life Center in accordance with the regular rates and terms of Franks Chiropractic Life Center. Should any account be referred to an attorney for collection, the undersigned shall pay reasonable attorney’s fees and collection expenses. All delinquent accounts bear interest at the legal rate.

Miscellaneous Forms, Additional Information and Authorizations

We will provide all necessary information to have your benefits released.  However, if it becomes necessary to submit reduridant or unnecessary information for the completion of claims forms for school, sports, or extra-curricular activities there will be an administrative fee, not to exceed $35.00, for the additional information.

Medical Records Fees

Patients are entitled under federal law to have access to their protected health information and we follow all rules, guidelines and exceptions to ensure compliance to patient rights.  However, providers also have the right to compensation for records and our fees are as reasonable cost-based fee for copies including the copying, supplies, labor and postage of the files, and/or summaries.

We realize that temporary financial problems may affect timely payment of your account.  If this should occur please contact us for assistance in the management of your account.  Our goal is to provide quality care and service.  Please let us know immediately if you require any assistance or clarification from anyone within our business.

I agree to assign insurance benefits to Franks Chiropractic Life Center whenever applicable. I also agree, in addition to the amount owed, I also will be responsible for the fee charged by the collection agency for costs of collections if such action becomes necessary.

I have read and Understand the above financial policy.

Signature:_______________________________

Date____________________________________
