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Welcome:
Welcome to Long Chiropractic Center! We appreciate your trust in selecting us for your health
care needs. Long Chiropractic Center strives to provide the best care for all our patients and
seeks to have our patients actively involved in their care and rehabilitation as much as possible.
Our clients offer a variety of chiropractic treatments, exercises, therapies and modalities to best
meet your needs. Chiropractic care is for the whole family. We care for individuals of all ages
and welcome referrals.

Office Polices:
Firearms: Firearms are not allowed on the premises of Long Chiropractic Center.

Changes/Updates: Patient are responsible for promptly notifying the clinic of any changes in
their insurance coverage, contact information, legal guardianship, or other pertinent data that
may affect our billing or care.

Appointments: It is important that patients follow the recommended plan of treatment to maximize
their healing and recovery time. If you need to reschedule an appointment, it is
appreciated if you can contact our office within 24 hours prior to the appointment. Our clinic
will also do our best to accommodate walk-in appointments or same-day appointment
requests but is not guaranteed.

Exams: Please note that our office policy is to carry out an exam at your initial visit, if you have a new
chief complaint, have had a new injury, have a new work comp/auto case or if you have not been seen
in 3 or more months as well as every 11 visits.

Financial Policies:
Payment Methods: Our clinic accepts Cash, Check, Credit/Debit Cards (MasterCard/Visa). Card
information is required to be stored securely on file.

Outstanding balances – Patients are fully responsible for paying for all their services received at Long
Chiropractic Center. If we have exhausted our resources in an attempt to receive payment, your card on
file will be charged for the full remaining balance.

Claims Submission: As a courtesy, Long Chiropractic Center will submit claims to your primary
insurance and, if applicable, your secondary insurance on your behalf. This includes Medicare
and Medicaid. Please submit a copy of all insurance cards upon arrival.

Insurance Verification: As a courtesy, Long Chiropractic Center will call to verify benefits and
eligibility; however, Long Chiropractic Center is not responsible for any erroneous data
provided to us by your insurance carrier. Long Chiropractic Center does not guarantee that your
insurance will pay. Patients are responsible for understanding their health care policy benefits
and limitations. If for some reason your insurance claim is denied, you are responsible for the
full amount of the bill. If you have any questions regarding your eligibility or benefit coverage,
please contact your insurance carrier to discuss your policy.

Deductibles, Copays, Coinsurance, Non-Covered: Payment of deductibles, Copays, Coinsurance
and Non-Covered items are due at the time of service. Please be prepared to pay upon



appointment check-in.

Cash Discount:We offer a discount plan called ChiroHealth USA. This plan is a $49 Fee for
one year and this will significantly discount your services. Payment must be received at the time
of service for the discount to apply. Please inquire for details.

Work Comp: If a Worker’s Compensation carrier does not accept liability, the patient will be
financially responsible for all services.

Personal Injury & Auto: Charges will be submitted to the applicable insurance company (auto,
health, liability, responsible party’s insurance). Denied services will be the patient’s
responsibility.

Minor Patients: The legal guardian accompanying a minor is responsible to authorize treatment
and provide payment for services. Billing statements will be sent to legal custodian.

Medicare: Please note that Medicare does not pay for all of your health care costs; however,
even though Medicare may not pay for a service, it does not mean you should not receive that
service. Medicare Part B recognizes payment for the following Chiropractic services only: Spinal
Manipulation (a/k/a Chiropractic Adjustment).

A calendar-year deductible is required for all Medicare patients. After your deductible has been
met, Medicare pays 80% of the approved Spinal Manipulation. The patient is responsible for the
remaining 20% coinsurance.

Items not covered and the patient’s full financial responsibility are: Exams, X-Rays, Extremity
Adjustments, Therapies, Nutritional Supplements, DME’s/Supports, Exercise Programs, and
Maintenance Care. Please note that it is our policy to obtain x-rays and perform periodic Exams
as part of our treatment protocol, even though they are Non-Covered services and the patient’s
financial responsibility. Patients will have an opportunity to decide if they would still like to
receive the service(s) if not covered by Medicare via use of an Advanced Beneficiary Notice
(ABN) form. **Non-Covered services such as those listed above are eligible for the Cash
Discount as mentioned above. Please inquire if interested.

Medicare Supplemental Plan:Medicare supplemental policies are designed to coordinate with
Medicare and are plan-specific. Larger co-payments and additional benefits may apply. Some
supplemental plans may pay for Deductible and Co-insurance depending upon patient’s policy.
Please provide a copy of the Medicare supplemental insurance card at the same time the
Medicare card is provided.

Supplements/ Durable Medical Equipment (DME): Payment for these items is due at the time
of purchase.

Returns/ Exchanges/ Refunds:We do not accept returns or exchanges for opened or used
items (supplements, DME’s, Therapy items, etc.), unless under manufacturer’s warranty. Other
items may be returned to the clinic of original purchase unopened and unused within 15 days
of purchase for a refund or exchange.



Informed Consent: Chiropractic Care & Adjustments, Physical Therapy & Modalities

I hereby request and consent to receiving chiropractic care manipulations and other
chiropractic procedures, including various Physical Therapy Modalities, Exercise Therapies and any
other supportive therapies as deemed appropriate by the Doctor and performed by the Doctor or
License Support Staff employed by Long Chiropractic Center.

I understand and am informed that with chiropractic care, as in the practice of medicine and all
other health care modalities, results are not guaranteed and there is not promise of a cure. I further
understand and am informed that, while chiropractic care is remarkably safe and effective and provides
many patients with benefits including pain relief and enhanced health, there can be associated risks, just
as in the practice of medicine. Potential risks include, but are not limited to: soreness, fractures, disc
injuries, rib injury, physiotherapy burns, soft tissue injury, stroke, dislocations and sprains. With that
understanding, I do not expect the doctor to be able to anticipate and explain all risks and complications,
and I wish to rely on the doctor to exercise judgement, which is in my best interest, during the course of
the procedure the doctor has deemed appropriate at the time based upon the facts them known. I also
understand that there are treatment options available for my condition other than Chiropractic
procedures. These treatment options include, but are not limited to: rest; self-administered care; over-
the-counter analgesics; medical care with prescription drugs such as anti-inflammatories, muscle
relaxants and pain killers; 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 opinions if I have
concerns as to the nature of my symptoms and treatment options.

I acknowledge that the Doctor has discussed with me the following items:
o Explanation of my current condition;
o Proposed Chiropractic Procedures;
o Risks of not receiving or undergoing any treatments or procedures.

I have read, or have had read to me, the above consent. I have also had the opportunity to ask
questions about its content. I intend this consent to cover the entire course of treatment for my current
condition and for any future condition(s) for which I seek treatment. This consent is for Chiropractic care
and procedures to be performed on me, or for the patient names below (for whom I am legally
responsible), whether in my presence or absence.

Laser Consultation
Laser therapy is a safe and effective therapy that is FDA cleared for the temporary relief of pain and
reduction of symptoms associated with mild arthritis and muscle pain. Laser also promotes relaxation of
muscle spasm and promotes vasodilation. Adverse effects from laser therapy are normally rare and
temporary. Pain relief from laser therapy may be dramatic and substantial, lasting for hours, days or
weeks. However, your results may be minimal or insignificant. Adverse effects of laser therapy may
occur from multiple causes including hypersensitivity, preexisting health conditions, thermal effects,
excessive pressure from the probe, and laser over-stimulation. Laser light can damage the retina in your
eye. Always wear the laser protective glasses provided. The most common adverse effects are: 1.
Temporary increase in pain during application of laser. 2. Temporary increase in pain the following day
after laser therapy. 3. Mild bruising from vasodilation or direct pressure of laser tip. 4. Temporary



dizziness. 5. Reactions when photosensitizing drugs are used with laser therapy. I understand the risks of
laser therapy and agree to the treatment program outlined by my doctor

Consents & Authorizations:

Notice of Privacy Practices: I acknowledge that I have received the Notice of Privacy Practices
and have completed the “Acknowledgement of Receipt of the Notice of Privacy Practices.”

Authorization for use & Disclosure of Protected Health Information (PHI) and Wisconsin &
Minnesota Consent – I understand that by signing below I authorize the Use and Disclose of
may Protected Health Information (PHI) described herein and in the Notice of Privacy Practices
that has been provided to me. I also acknowledge that Long Chiropractic Center has reserved
the right to make changes to the privacy practices as necessary. If Long Chiropractic Center
makes any changes, a revised Notice of Privacy Practices will be provided to me. I understand
those changes will apply to any of my PHI that Long Chiropractic Center maintains.

Disclosure authorization that may apply:
I consent to disclosure of my patient health care records for disaster relief purposes as
permitted by law.

o I consent to use and disclosure of my patient health care records to the following
person(s), including those involved in my care or payment for that care or is considered
an emergency contact [Specify person(s) below]:

___________________________ _______________________________
(Person Name) (Relationship)

________________________________________________________
(Address)

________________________________ _______________________________
(Person Name) (Relationship)

Unless indicated by me otherwise, Long Chiropractic Center may use professional judgement
and experience with common practice to make reasonable inferences of my best interest in
allowing a person acting on my behalf to pick up supplies, X-rays or other similar forms of PHI as
applicable.

Copy of Consent – I understand I am entitled to a copy of this Consent and Policy Brochure and I will
inform clinic staff if I choose to have a copy. The original will be retained in my patient file.
Effect of Declining Consent – I understand that this consent is a condition of my treatment with
Long Chiropractic Center and if I decline not to sign this consent, treatment may be declined.



Right to Revoke – I understand this consent is in effect until I choose to revoke it and I have the
right to revoke it at any time by giving written notice. I acknowledge that such revocation will
not affect any action Long Chiropractic Center took in reliance on this consent before receiving
the revocation. I also understand that upon revocation, Long Chiropractic Center may decline to
continue treatment.

Release of Information: I authorize the release of any information pertinent to my case to any
insurance company, adjustor or attorney involved in my case.

Assignment of Direct Payment: I authorize any and all benefit payments to be made on my
behalf directly to Long Chiropractic Center.

Notice of Privacy Practice: I acknowledge that I have been provided the opportunity to take a copy of
the Notice of Privacy Practices from Long Chiropractic Care and understand your health records are
confidential here.

Financial Policies: I understand and agree to adhere to the Financial Policies as outlined above
and described herein.

Office Policies: I understand and agree to adhere to the Office Policies as outlined above and
described herein.

Diagnostic Procedures, X-rays& Examinations: I hereby request and consent to receiving
Diagnostic Procedures, including X-rays, and Chiropractic Examinations from the Doctors of
Chiropractic and/or licensed support staff employed by, associated with, or serving as back-up
support for, Long Chiropractic Center.

This consent is for these procedures to be performed on me, or for the patient named herein
(for whom I am legally responsible)

Patient Signature:

By affixing my signature below, I acknowledge that I have fully read and understand the items
listed above. I hereby consent, authorize and acknowledge the policies, consents and items as
listed above and described herein and as outlined within the Notice of Privacy Practices
provided by Long Chiropractic Center:

_____________________________________________
Patient Name (Print)

________________________________________ ____________
Patient Signature Date

______________________________________________________
Legal Guardian/Representative Name (Print)

________________________________________ ____________
Legal Guardian/Representative Signature Date


