
Dear Patient, 

 

Welcome to Advanced Alternatives in Spine & Health Care! 

 

We hope that, by reading this, you will better understand our examination and treatment procedures! Our 

aim is to promote an environment for your optimum comfort and healing. 

 

After you have completed the proper intake forms, I, Dr. Pollock, will obtain your health history with an 

emphasis on your chief complaint. During this time feel free to discuss with me and/or staff any health 

issues. All personal health information expressed in this office is held in strictest confidence. 

 

YOUR EXAMINATION: 

 

This may include some general physical exam procedures, for example: measuring blood pressure, pulse, 

etc. as well as your specific area of pain. It often will include orthopedic tests, neurological tests, specific 

chiropractic tests, observation, postural analysis, range of motion testing, testing of balance and strength of 

muscles. 

 

Chiropractic is a “hands on” healing art, and thus relies heavily on the doctor’s palpation skills (i.e. sensing 

problems with the fingertips in the evaluation of your condition).  A female staff member may accompany 

the doctor during the initial examination and subsequent treatment of female patients.  In some instances 

both male and female patients may need to wear a gown, scrubs, or athletic shorts at some point during 

their initial examination.   

 

It is important to understand that pain in one area of the body may have its root cause elsewhere.  While the 

science and art of chiropractic primarily deal with the spine, other areas such as the feet or the jaw may be 

evaluated as areas of the body remote from the spine can contribute to and perpetuate spinal problems.  

Referrals to practitioners of other healing arts may be made as they are at times necessary for the best 

treatment results.   

 

X-RAY AND LAB WORK: 

 

Following your examination and history, x-rays may be taken to determine the extent of an injury, postural 

or spinal alignment problem, or the presence of a disease process.  Please understand that all female 

patients who are POSSIBLY PREGNANT must notify the doctor and staff  BEFORE x-rays would 

be taken.  Lab work may be performed in some cases to help the doctor to arrive at a diagnosis.  This 

information will be forwarded to your family doctor upon request.   

 

RECOMMENDATIONS: 

 

After all testing is completed and the results evaluated, I will discuss my findings and recommendations 

with you.  This may or may not occur on the same day as your first appointment, depending on your 

specific case.  If you have a spouse, partner or guardian, it is often best to have this significant person with 

you.  This helps your spouse, partner or guardian to better understand your problem and to understand what 

corrective processes are necessary to expedite optimal healing.  Having your significant person present can 

also help in the decision-making process, as often more than one treatment option is available.  Of course, 

the decision to have or not to have your spouse or partner present is yours.   

 

TREATMENT: 

 

The type of treatment recommended in your particular case will depend upon a number of factors, 

including how long the condition has been developing, whether the condition is acute or chronic, your age 

and the specific findings noted in the evaluation process.  I have been in practice for thirty-four years, 

and I take post-graduate educational courses on a regular basis blending into my existing evaluation 

and treatment protocol the current methods of care that will bring the best results in the shortest 

period of time.   



 

Treatment procedures currently used in this office: 

 

1. “DIVERSIFIED” ADJUSTMENT:  This treatment involves the delivery of a specific thrust by 

the doctor’s hand on the vertebrae to improve alignment and motion.  This procedure may elicit a 

harmless, audible “click” as the pressure changes in the spinal joint (vertebrae).  This is the most 

common type of spinal adjustment in chiropractic care. 

2. LOW FORCE ADJUSTMENT:  This treatment produces excellent results, and is often used in 

“delicate” cases involving children or adults with sensitivities.  This can include contact points off 

of the spine that influence muscles that can affect the position of the spine, such as “ LOGAN 

BASIC” Technique or “VECTOR POINT” Technique.  It may also include the use of 

adjusting instruments that deliver a low force but high speed thrust such as with the 

“ACTIVATOR” Technique. 

3. BIOCRANIAL THERAPY:  This very effective form of corrective therapy, though quite 

intense, “opens up” and “frees” the nervous system in ways that some other procedures can not 

accomplish.  More information about this therapy developed by osteopathic Dr. Robert Boyd can 

be obtained at www.biocranial.com.   

4. MUSCLE-STRENGTHENING/ENERGIZING TECHNIQUES:  These techniques help to 

restore the strength to a weakened muscle involving the application of light or firm pressure in a 

specific direction on specific points.  Improvement in strength can usually be noticed immediately 

after the treatment is performed.  Specific home exercises given by the doctor can also do much to 

further heal and stabilize your condition.   

5. MYOFASCIAL RELEASE:  This treatment method is a specific “hands-on” procedure that 

involves a stroking pressure over muscles and the corresponding facial sheath (connective tissue 

membrane) that has been adversely affected from trauma or some other form of stress.   

6. PHYSICAL THERAPY MODALITIES:  These include the application of various forms of 

heat, such as ultrasound or diathermy, the use of cold, such as cold packs, the use of traction to 

help relieve pressure on nerves or to increase the resiliency of a joint that is binding or “fixated,” 

and/or the use of electrical muscle stimulation to relieve spasms and to reduce pain in muscles.   

 

DISCHARGE: 

 

Patients will be discharged from care when symptomatic improvements have reached a satisfactory 

level and the objective findings revealed in the initial and follow-up examinations have improved 

to an optimal level.  Patients may then choose to return on an “as needed” basis or to undergo periodic 

checkups and “tune-ups,” for the purpose of maintaining optimal spinal function and alignments as a 

preventative measure.  If, as a patient, you wish to discontinue care for any reason, please discuss your 

intentions to do so with a staff member or myself.   

 

Thank you for placing your trust in me as your chiropractic health care provider!  I sincerely 

desire the best health care experience for you, your family and others whom you might refer. 

 

Very Truly Yours, 

 

       Michael D. Pollock, D.C. 

 

 

 

I have read a copy of the above examination and treatment protocol and I understand it. 

______________________________________________________________________ 

Signature of Patient or Guardian                                                                     Date 
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Confidential Patient Information 
Patient Name ______________________________     Date of Birth:  ____/____/______ 

Social Security _____________________________Referred by: _______________________________________ 

Telephone#s:  H ( ___   )_____________C (____   )________________W(_____)________________ 

Which telephone # do you prefer that we call first?  H  C  W   e-mail address: _____________________________ 

Home Address: (Street) ____________________________________________________ 

(City) _____________________ (State) ________ (Zip Code) ________ 

Occupation: _________________________Place of Employment: _______________________________________ 

Work Address: ________________________________________________________________________________ 

Spouse’s name: ___________________________Spouse’s Occupation: ___________________________________ 

Spouse’s place of employment & work address: ______________________________________________________ 

________________________________________________________________________ 

Primary Care Physician: _____________________________ PCP’s Phone:_________________ 

Primary Reason for this Office Visit: _____________________________________________________________ 

Onset Date of Injury: ____________Last X-Ray Date: __________Smoker? Y  N   

Have you been treated for any health condition by a physician in the last year? Yes   No 

If ‘yes” please describe: _________________________________________________________________________ 

List all medications you are presently taking: ________________________________________________________ 

Females: Any possibility of pregnancy at this time? Yes   No 

Check if you suffered from the following since the onset of this injury? 
____ Anemia   ____ Arthritis  ____Asthma  ____  Backache  ____ Cancer  ____Diabetes ____ Digestive disorders  ____Dizziness  

____Headaches  ____Heart trouble ____ Nervousness  ____Numbness  ____ Sinus troubles  ____ Tuberculosis 

List any illnesses of immediate family members (parents, siblings):  

____________________________________________________________________________________________ 

Emergency Contact of nearest relative not living with you: 

Name: ________________________________________________  Relationship to you: ____________________ 

Telephone #: _______________________ Address: __________________________________________________ 

(1)  Name of person responsible for payment on this account:________________________________________ 

Name of Insurance Company (if applicable):  _____________________________________________________ 

YOU MUST PROVIDE YOUR INSURANCE CARD & PHOTO ID FOR PHOTOCOPY. 

Are you the Primary Insured person?  Yes__ No__ 

If “No”, what is your relationship to the Primary Insured?  ___spouse ___child 

If "No," what is the Primary Insured's full name and birthdate?_____________________________________ 

(2) I understand that IF I am involved in any sort of personal injury or motor-vehicle accident THEN I must pay 

$25.00 per week until settlement of my case.  If any insurance reimbursement pays for services rendered to me by 

Michael D. Pollock, D.C. I will be reimbursed any overage within 30 days of payment on my account. 

(3) I understand and agree that health and accident insurance policies are an arrangement between my insurance 

carrier and me.  I am responsible for verifying what may or may not be covered by my insurance company.  

Furthermore, I understand that Michael D. Pollock, D.C. of Advanced Alternatives in Spine & Health Care will 

assist me in making a claim to my insurance company.  Any secondary insurance claims are to be file by me.  Any 

amount authorized to be paid directly to Michael D. Pollock, D.C. or Advanced Alternatives in Spine & Health Care 

will be credited to my account upon receipt.  However, I clearly understand and agree that all services rendered to 

me are to be charged directly to me and that I am personally responsible for payment. If my account is referred to an 

attorney for further collection, I agree to pay all collection and court costs, including attorney’s fees up to 50.00% of 

the total outstanding indebtedness.  I realize that Michael D. Pollock, D.C. and staff of Advanced Alternatives in 

Spine & Health Care do not guarantee that my insurance company will make ANY payment and will not enter into 

any legal dispute with my insurance company over any claims.  I understand that if I cancel or miss my appointment 

with less than 8 hours notice I will incur a $10.00 charge payable immediately.  By my signature below I understand 

and agree to comply with all of the above-stated office policies. 

_____________________________________________________________________________________________  

Patient’s printed name                                       Patient’s signature                                                    Date 





 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 
 

Advanced Alternatives in Spine & Health Care 

8707 Forest Hill Avenue, Richmond, VA  23235 (804) 272-9191 

Medical Service Contract: 

Consent for Care and Treatment:   

I, the undersigned, do hereby agree to and give my consent for Michael D. Pollock, D.C. of Advanced 

Alternatives in Spine & Health Care to examine, diagnose, provide chiropractic treatment and therapies 

which he considers medically necessary and appropriate regarding the health concerns of (Please print 

patient’s name) ______________________________________.   

FEMALES:  By signing below, I understand that Michael D. Pollock, D.C. recommends that I contact my 

gynecologist or urologist for any issues related to my breasts, fertility, and reproductive organs.       

MALES:  By signing below, I understand that Michael D. Pollock, D.C. recommends that I contact my 

urologist, proctologist or neurourologist for any issues related to my reproductive organs.   

Benefit Assignment/release of Information: 

I also hereby assign all medical/ chiropractic/ therapeutic benefits, to include major medical benefits to 

which I am entitled, including private insurance and third party payers, to Michael D. Pollock, D.C. or to 

Advanced Alternatives in Spine & Health Care.  A photocopy of this assignment is to be considered as 

valid as the original.  I hereby authorize said assignee to release all information necessary, including 

medical records, to secure payment. 

I understand that Michael D. Pollock D.C. is currently not under contract with Medicare nor with any other 

insurance company.  However, most insurance companies have out of network benefits.  Our office staff is 

glad to find out about these potential out-of-network benefits for you.   

Financial Policy Statement and Agreement: 

I understand that the staff at Advanced Alternatives in Spine & Health Care bills my insurance carrier 

solely as a courtesy to me.  I am responsible for the entire bill when services are rendered.  I understand 

that arrangements for payment of my estimated share are required to be made today.  If my insurance 

carrier does not remit payment to Advanced Alternatives in Spine & Health Care within 60 days from the 

date of service, I will owe the balance in full immediately.  In the event that my insurance carrier requests a 

refund of payments made, I will be responsible for the amount of money refunded to my insurance 

company.  In the event that my insurance carrier establishes an internal “usual and customary fee schedule” 

I understand that I will be responsible for the difference remaining on my account.  

If any payment is made directly to me from my insurance carrier for services billed by this office, I 

recognize my obligation to promptly remit the same to Advanced Alternatives in Spine & Health Care.   

I hereby authorize direct payment of insurance benefits to Michael D. Pollock, D.C., which would 

otherwise payable to me.   

I understand that the above does not apply if I am considered a worker’s compensation claimant; however, 

I understand that if I claim worker’s compensation benefits and am subsequently denied such benefits, I am 

held responsible for the total amount of charges rendered to me.  I understand that I am financially 

responsible for all charges arising from the treatment of myself or the above-named patient, for whom I am 

the responsible guardian.  I understand that payment in full is due at the time that services are rendered.  

However, I agree to pay a finance charge of 1.5% per month on balances over 30 days past due, which is an 

annual percentage rate of 18%.  If my account is referred to an attorney for further collection, I agree to pay 

all collection and court costs, including attorney’s fees in the amount of up to 50.00% of the total 

outstanding indebtedness.  A photocopy of this contract shall be considered as valid as the original.  I 

hereby authorize the release of my medical records to third-party insurers or others to whom disclosure is 

necessary to establish or collect a fee for the services rendered.  

________________________________________________         _________________ 

Patient/ Guardian/ or Responsible Person                                       Date 




	2015WelcomeLetter.pdf
	PtIntakeFormAdult2015
	pain rating chart
	MedicalService Contract2015
	DailyUpdateNotesPtCompletesTopHalf

