


PALMER CHIROPRACTIC CLINIC, INC. 

 

 

 

OFFICE POLICIES 

 

 

X-RAY POLICY 

 

I understand that this chiropractic office takes x-rays as deemed necessary by the treating physician.  

These x-rays are meant to determine specific spinal subluxations (misalignments) and further detail as 

needed.  I understand that the fee I pay for these services is for the examination and interpretation only.   

As is the standard in any other facility, the x-ray films themselves remain property of this clinic.  If I am 

transferring to another facility, I may request my x-rays be loaned out.  They will be mailed directly to the 

doctor/hospital of referral.   

 

_________ Please initial  

 

 

ACCOUNTS RECEIVABLE STATEMENT 

 

Payments are due at the time service(s) are rendered.  Cash, check, and major credit cards are accepted.  

A monthly $35.00 charge will be added to those accounts with balances past due after 60 days, unless 

prior payment arrangements have been made.   

 

I understand that in the case of default on my part, and if it is necessary for this office or its agents to 

employ legal and/or collection counsel, I hereby agree that I am responsible for collection charges/fees 

incurred which will be added to my account.   

 

Out of respect of our doctor’s and staff’s time, there will be a $35.00 fee for a missed appointment.   

In order to avoid this fee, please notify our office if you will not be able to make your scheduled 

appointment.  This fee will only be waived in certain situations as deemed necessary by this office.   

Your understanding of this notice is acknowledged by the scheduling of your appointments.   

Effective October 2010 

 

 

Signed __________________________________________________ Date________________________ 
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Patient Consent 

For use and/or disclosure of Protected Health Information (PHI) 
To carry out Treatment, Payment, and Healthcare Operations 

 
I, hereby state that by signing this Consent Form, I acknowledge and agree as follows: 

 
1. The Practice’s Privacy Notice has been provided to me prior to my signing this Consent.  The Privacy 

Notice includes a complete description of the uses and/or disclosures of my protected health information 
(“PHI”) necessary for the Practice to provide treatment to me, and also necessary for the Practice to obtain 
payment for that treatment and to carry out its health care operations.  The Practice explained to me that the 
Privacy notice will be available to me in the future at my request.  The Practice has further explained my 
right to obtain a copy of the Privacy Notice prior to signing this Consent, and has encouraged me to read 
the Privacy Notice carefully prior to my signing this Consent. 

2. The Practice reserves the right to change its privacy practices that are described in its Privacy Notice, in 
accordance with applicable law. 

3. The Practice’s “Notice of Privacy Practices” is provided by Palmer Chiropractic Clinic, Inc. and I may 
request a copy from this office at any time via US Mail. 

4. This Notice of Privacy Practices also describes my rights and duties of this office with respect to my 
protected health information. 

5. I understand that, and consent to, the following appointment reminders that will be used by the Practice: a) 
a postcard mailed to me at the address provided by me; and b) telephoning my home, work, or mobile 
phone and leaving a message on my answering machine or with the individual answering the phone.  

6. The Practice may use and/or disclose my PHI (which includes information about my health or condition 
and the treatment provided to me) in order for the Practice to treat me and obtain payment for that 
treatment, and as necessary for the Practice to conduct its specific health care operations. 

7. I understand that I have a right to request that the Practice restrict how my PHI is used and/or disclosed to 
carry out treatment, payment and/or health care operations.  However, the Practice is not required to agree 
to any restrictions that I have requested.  If the Practice agrees to a requested restriction, then the restriction 
is binding on the Practice. 

8. I understand that this Consent is valid for seven years.  I further understand that I have the right to revoke 
this Consent, in writing, at any time for all future transactions, with the understanding that any such 
revocation shall not apply to the extent that the Practice has already taken action in reliance on this consent. 

9. I understand that if I do not sign this consent or revoke consent at any time, the Practice has the right to 
refuse to treat me. 

10. I understand and consent to the following other types of correspondence from this office:  a)  reminder 
post- cards may be mailed to me at the address I provided; and b) I may receive periodic mailings of 
general health information in the form of a newsletter. 

 
I have read and understand the forgoing notice, and all of my questions have been answered to my full  
satisfaction in a way that I can understand. 
 
Name of patient, parent, or guardian _____________________________________________________________ 
 
Signature of above _________________________________________________ Date _______________________ 
 
 
Please list two (2) people who are authorized to obtain your health records. (optional) 
 
 _____________________________________________________ relationship to patient____________________ 
 
_____________________________________________________ relationship to patient ____________________ 
 

http://www.palmerchirokf.com/�
mailto:palmercc@live.com�


 
 
 

 It is the premise of Chiropractic that the human body possesses the inherent potential to 
maintain itself in a natural state of homeostasis.  A state of normal homeostasis allows the body 
to establish normal function, express appropriate adaptation, and employ its recuperative, health 
sustaining powers. The relationship between the spine and the nervous system may affect the 
conduction of the nerve impulses over the nervous system affecting that inherent potential.  
Therefore, chiropractic care focuses primarily on the chiropractic adjustment for the purpose of 
establishing proper spinal alignment thus allowing normal nerve conduction throughout the 
body.  The success of chiropractic care often depends on the environment, underlying causes, 
and the physical and spinal conditions of each individual patient.  
 
 The doctor will conduct a clinical analysis for the express purpose of determining the 
presence of the vertebral subluxation and the effects of the vertebral subluxation complex.  If 
such is not detected, the patient will be informed and an attempt to refer the patient to an 
appropriate health care provider will be made. 
 

 The purpose of chiropractic care is to promote health though the correction of the 
vertebral subluxation complex.  Since there are so many variables, it is difficult to predict the 
time schedule, degree of response, or the efficacy of the chiropractic adjustment for any given 
patient.  However, the doctor may make recommendations for clinical management based upon 
known circumstances and clinical experience.   

 Due to the complexities of nature, and the many variables (both known and unknown) 
that can affect a patient’s response, no doctor can promise specific results.  The Doctor of 
Chiropractic is licensed to provide a specialized, unique, health care service.  The Chiropractor 
is licensed in a special area of practice and is available to work with other providers in your 
health care regimen. 
 
 Although Doctors of Chiropractic are experts in the analysis of the structural alignment 
of the human spine and its effects on the nervous system, they are not internal medical or 
surgical specialists.    Therefore, every patient should be mindful of their own symptoms and 
should secure other opinions should they have any concerns as to the nature of any other 
symptoms or their total health picture.  Your Doctor of Chiropractic may express an opinion as 
to whether or not further consultation is necessary, but the patient is responsible for the final 
decision and any subsequent action.  
 
 Where vertebral subluxations are detected, the chiropractic adjustment is usually 
beneficial and seldom causes any adverse reactions.  In rare cases, undetected physical defects, 
deformities, or pathologies may render the patient susceptible to such injuries as vascular 
accidents, fractures and disc injury.  The doctor, of course, will not perform any procedures if 
there is awareness that such care may be contra-indicated.  It is the responsibility of the patient 
to make it known if they are aware that they are suffering from: pathological conditions, 
illnesses, injuries, or deformities which may be known to the patient but have not have 
otherwise come to the attention of this doctor.  By signing below, the patient affirms that they 
have been open and truthful in disclosing their health history, and gives the doctor permission 
and authority to examine and care for them in accordance with recognized standards and 
acceptable chiropractic analytical and corrective procedures.   
  
Please discuss any questions or problems with the doctor before signing this statement of understanding and 
consent for care. 
 

I have read and understand the foregoing.  I hereby request and authorize the doctor to render 
chiropractic care to me:        
 
      _____________________________________________        _________________ 
                          Signature of Patient, Parent, or Guardian                                                         Date 
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INFORMED PATIENT CONSENT 
AND THE DOCTOR-PATIENT RELATIONSHIP 
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