
Welcome to Perrysburg Chiropractic!

We hope you understand that our financial policies are established to assure the financial resources needed to maintain this 
chiropractic office for all of our patients.  Chiropractic is considered a specialty in medicine and as such is reimbursed accordingly.  
Prior to or the time of your first visit, we will attempt to verify your chiropractic benefits with your insurance company and report that 
information to you. However, the benefits quoted to us by your insurance company are not a guarantee of payment and we strongly 
recommend that you verify your own benefits by calling the member services number on the back of your insurance card.  We are 
required by law to collect all co-pays which are due at time of service.  

Billable to Insurance
 Initial Consultation and Examination $125 - $150
 Spinal Treatment  $45 - $56 Based on areas requiring spinal adjusting
 Extremity Treatment $20
 Muscle Therapy  $20
 Exercise Rehabilitation Therapy $40 - $120

At Time of Service Discount (Cash patient)
 Spinal Treatment $45 
 Muscle Therapy if ordered by doctor $5
 Exercise Rehabilitation Therapy $30 (half hour max)
 Rock Tape Application $5
 Nutritional Supplements Fees vary 
 Cold Laser Treatment $20 Investigational by insurance and will not be billed

Medicare Patients
 Medicare Muscle Therapy if ordered by doctor $10 
 Exercise Rehabilitation Therapy $20 (half hour max)

MISSED APPOINTMENT POLICY  
CANCEL OR RESCHEDULE WITH 24 HOURS’ NOTICE    NO CHARGE  

MISSED APPOINTMENT WITH NO NOTIFICATION       $25-$125 PREVENTING OTHER PATIENTS FROM RECEIVING NEEDED CARE  

Insurance
Your insurance policy is an agreement between you and your insurance company.  Our relationship is with you, not your insurance 
company.  Therefore, all charges are ultimately your responsibility, regardless of your insurance status.  Outstanding patient balances 
will be billed monthly.  Billing your insurance is a courtesy service we offer to our patients.  We prefer to avoid extra costs and time it
takes to process statements to our patients and appreciate your assistance in this by keeping your account current.  Unpaid balances 
over 30 days will receive a 2% service charge to cover the expense of rebilling.  We do not bill secondary insurance, but will be happy
to supply you with the information you need to submit these claims on your own.  Reimbursement for secondary insurance is paid 
directly to you, not our office.

Your health insurance and Medicare deductible renews annually.  During your deductible period, services’ provided will be applied to 
your deductible by your insurance carrier.  Once we receive an EOB (Explanation of Benefits) from your insurance company, we can 
better determine what their reimbursement rate is for you; balances are due at that time.

Medicare Services
Federal Medicare guidelines indicate that fees for a chiropractic visit depending on the complexity of the problem and the number of 
areas requiring spinal adjustments.  X-rays and physical therapy modalities are not covered expenses by Medicare.  You will be 
provided an ABN (Advanced Beneficiary Notice) that is required for all Medicare recipients to sign acknowledging what services are 
not covered by Medicare.

Personal Injury or Automobile Accidents
It is our office policy that all Motor Vehicle Accidents be submitted to your auto insurance’s Med-Pay.  We do not submit claims thru 
the at-fault party’s auto insurance.  Although we do submit claims to your auto insurance, you are ultimately responsible for your bill. 
Please notify our insurance department immediately if an attorney is representing you.

Methods of Payment
Accepted methods of payment include cash, check, MC, Visa, Discover and Debit Card. There is a minimum credit card charge of 
$5.00.
I, the undersigned, have read this financial agreement. I understand that I am personally responsible for co-pays or percentages of 
services at the time of treatment. In the event that my account is personal injury claim, and insurance carrier makes no payment or 
only partial payment on the claim, I understand that I am personally responsible for this entire balance due. I also authorize the release
of any medical information necessary to process any claims.

_______________________________________ ___________________
Patient signature Date







Perrysburg Chiropractic, Inc.
CASE HISTORY

Name: _________________________________ Height: Weight:

Circle the severity (0 = No Pain to 10 = Very Severe Pain) and Frequency of pain (% of the week you experience the pain).

One Symptom per line Severity Frequency (% of week)

Minimal Severe Occasional Constant

1. a. 0 1 2 3 4 5 6 7 8 9 10 0 10 20 30 40 50 60 70 80 90 100

Symptom (a.) is: Sharp / Dull / Burning / Aching / Throbbing / Numbness / Tingling / Pins & Needles

2. b. 0 1 2 3 4 5 6 7 8 9 10 0 10 20 30 40 50 60 70 80 90 100

Symptom (b.) is: Sharp / Dull / Burning / Aching / Throbbing / Numbness / Tingling / Pins & Needles

3. c. 0 1 2 3 4 5 6 7 8 9 10 0 10 20 30 40 50 60 70 80 90 100

Symptom (c.) is: Sharp / Dull / Burning / Aching / Throbbing / Numbness / Tingling / Pins & Needles

(Please mark the figures where you experience pain.)

4. Symptoms are worse in the (circle what applies)

-Morning -Increase during the day

-Afternoon -Same all day

-Night -Decrease during the day

5. When did your symptoms begin (onset date)? __________________________________________________________

6. How did your symptoms begin? _____________________________________________________________________

7. Have you experienced these before? __________________________________________________________________

8. Has your condition? ____ Improved ____ Gotten Worse ____ Stayed the same since it began

9. Do your symptoms move up or down your legs or arms? _________________________________________________

10. Circle the things that make your problems worse:

Bending - Lying - Walking - Standing - Sitting - Movement - Twisting - Lifting - Sleeping

11. Is there anything you can do to relieve the problems? ____No ____Yes Describe: _____________________________

If No, what have you tried that has not helped? _________________________________________________

12. Have you been treated for this before? ____No ____Yes How long ago? ___________________________________

13. What treatment did you receive? _____________________________________________________________________

14. Results of previous treatment? ____Good ____Poor Comments _________________________________________

15. Is this condition interfering with ____ Work ____Sleep ____Daily Routine ____Recreation

16. List any other major injuries you have had, other than those mentioned above: ________________________________

___________________________________________________________________________________________________

16. Who referred you to our office?






