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PATIENT NAME: ___________________________________________________________ 

 

HIPPA Acknowledgement 

My signature below indicates that I have been provided a copy of the HIPPA Notice of Privacy practices and 

have read the clinics policy regarding HIPPA privacy. 

 

Patient Signature:___________________________________         Date:______________ 

(Guardian signature if minor) 

 

 

 

 

Voicemail and Texting Preference 

Sailer Chiropractic Center uses telephone calls and texting to communicate about appointments and 

various health information.  

Please CHECK all methods of communication that Sailer Chiropractic can use to contact you. 

Please CIRCLE your preferred method 

_______ Calling (Home, Mobile, Work) 

_______Texting (Mobile) 

I give permission for Sailer Chiropractic Center to call and leave voicemails and/or text messages to my 

phone regarding appointments and health information. I understand message and data rates may apply. 

 

Patient Signature:_______________________________               Date:_________________ 

(Guardian signature if minor) 
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Authorization and Assignment of Benefits Office Policy 

 

Please initial on the lines and sign the bottom 

 

1. __________In exchange for services and supplies rendered, I do assign Sailer Chiropractic Center 

any insurance proceeds, Including accident and health insurance, auto insurance benefits and bodily 

injury claim award up to the amount of any unpaid balance on my account. In giving this assignment 

I acknowledge that I am responsible for all charges to my account.  

2. __________With my signature on  this authorization, I am agreeing to allow Sailer Chiropractic 

Center  to direct my  insurance company to make any payments for my  chiropractic, physiotherapy, 

physical rehabilitation, diagnostic testing or any other reimbursable treatment or evaluations I 

receive to Sailer Chiropractic Center directly. 

3. __________I understand and agree to pay a $5.00 monthly service charge on any outstanding 

balance over 30 days old. 

4. __________By signing this, I am authorizing Sailer Chiropractic to release any information contained 

in my file to any insurance company, attorney, adjuster, or member of our office staff, in order to 

process any claim for reimbursement of charges incurred for supplies furnished to me or services 

rendered to me by you or another member of the clinic. I further authorize phone contact with the 

above listed third parties should phone contact be required. 

5. __________I agree to pay any and all amounts not paid by the insurance company. If any action 

must be taken by Sailer Chiropractic Center to enforce its rights under this authorization and 

assignment of benefits, I understand that I may be held responsible for any reasonable costs 

incurred by taking such action. 
 

 

Patient Name (print): _________________________________________________________ 

 

Patient Signature:_______________________________________ Date:_________________ 

 
(Guardian signature if minor) 
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Informed Consent 

Print Name:____________________________________________________________________ 

Almost all chiropractic treatment includes chiropractic adjustments, a specific manipulation of joint. Like most 

healthcare procedures, there are risks associated with chiropractic treatments. The serious risks associated with 

chiropractic adjustments are extremely rare. The following are known risks of chiropractic treatment. 

Temporary soreness or increased symptoms of pain: It is not uncommon for patients to experience temporary 

soreness or increased symptoms following a treatment. 

Bruising: Soft tissue manipulation or instrument assisted soft tissue treatment may result in bruising. 

Dizziness, nausea, flushing: Although rare, it is important to notify the doctor if you are experiencing symptoms of 

dizziness, nausea or flushing 

Fractures: If patients have an underlying condition such as osteoporosis, they may be susceptible to fractures. It is 

important that you notify your chiropractor if you have been diagnosed with a bone weakening disease or condition. 

If your chiropractor detects any such conditions while you are under their care, your will be informed, and your 

treatment plan will be modified to minimize fracture risk. 

Disc herniation or prolapse: Spinal disc conditions such as a disc bulge or herniation may worsen with chiropractic 

care. It is important you notify your chiropractor if your symptoms change or worsen. 

Stroke: In rare cases a certain rare type of stroke has been associated with chiropractic care. Although there is an 

association between chiropractic visits and this rare stroke, there are also an association between this stroke and 

primary care visits. According to the most recent research, there is no evidence of excess risk to stroke associated 

with chiropractic care (If you are interested in this research please see Dr. Sailer or her staff). The increased 

occurrence of the type of stroke associated with both chiropractic and medical visits is likely explained by patients 

with neck pain and headache consulting with both doctor of chiropractic and primary care medical doctors before or 

during the stroke.  

Other risks: associated with chiropractic treatment include rare burns from physiotherapy devices that produce heat. 

Patient Signature:________________________________________ Date:____________________ 

(Guardian Signature of minor) 

Consent to Treat a Minor 

I,_________________________________________, the parent/guardian having legal custody/ legal guardianship of 

the above named child, do herby authorize Sailer Chiropractic Center to evaluate and treat as deemed advisable by 

Dr. Tonia Sailer. 

Parent/Guardian Signature:___________________________________ Date:___________________ 

 

 


