Shelton Chiropractic & Wellness 
FINANCIAL AGREEMENT
I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and me. As a courtesy to our patients we will submit claims to your insurance company. However, as the patient, it is your responsibility to understand your benefit plan (i.e., maximums, benefits, exclusions & limitations). Copays, if any, are due at the time of service. The undersigned further agrees to pay all costs of collections of any such balance including reasonable attorney fees.
ULTIMATELY ANY BALANCE IS THE PATIENT RESPONSIBILITY
PERSONAL INJURY AND LABOR & INDUSTRIES CLAIMS 
I understand that this office will wait a maximum of three (3) months from the date of my release from care for settlement of my claim. If no insurance claim has been made by the end of those three (3) months, I further agree to pay those charges in full or make arrangements for prompt payment of the bill. Should it be necessary, this office will file a medical lien to protect our interests in any settlement. Once the lien is satisfied the lien will be removed.
PAYMENT OPTIONS 
We take cash or check, and debit and credit cards. Credit cards accepted are MasterCard, VISA, Discover Card and American Express. For our wellness patients we offer a discounted price of $40 for your chiropractic adjustments and $75 for massage therapy. This fee must be paid at the time of service and your account must be maintained at a zero (0) balance at all times. Exams and/or x-rays and other services will be charged at their regular price.
Initials
Informed Consent
I understand and I am informed that, as with all health care treatments, results are not guaranteed, there is no promise to cure, and there may be risks associated with treatment. I further understand that I am responsible for monitoring my own condition throughout the treatments and will inform the doctor of any unusual symptoms that might occur. I intend this consent to cover the entire course of treatment for my present condition and for any future condition for which I seek treatment in this office.
Reactions following chiropractic treatment often vary greatly from person to person. Most patients, however, report a great sense of well-being following an adjustment. Other reactions, such as tenderness and/or pain of the spinal joints or muscles may occur. This is due to joints beginning to move once again within their normal range of motion. This soreness will usually subside within a day or two.
Other more serious reactions, while very rare, include, but are not limited to, aggravating and/or temporary increases in symptoms, sprains or strains, fractures, disc injuries, dislocations, nausea, dizziness and strokes. Strokes are an extremely rare complication, estimated at 1 in 5.8 million people adjusted. It should be noted that the best scientific evidence available shows no direct causal relationship between adjustment and stroke. Should you experience any reaction that concerns you following chiropractic care, please contact the office at (360) 426-8060
FEES: I have read and understand the financial policy and agree to its terms. CONSENT: I have read and understand the informed consent and agree to its terms.

Printed Patient Name	Date
Patient Signature or Guardian Signature	Relationship to Patient
NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
I. Shelton Chiropractic Center has a responsibility to protect the privacy of your heals h care information and to provide a Notice of Privacy Practices that describes how your health care information may be used and disclosed, how you can access your health care information, and whom to contact if you have questions, concerns or complaints. You have the right to review our Notice of Privacy Practices before signing this acknowledgement.
We may change the Notice of Privacy Practices at any time. You may contact our office at 360-426-8060
to obtain a current copy of the Notice of Privacy Practices or to ask questions.
Notice of Privacy Practices
As a patient, you have the following rights:
The right to inspect and copy your information;
The right to request corrections to your information;
The right to request that your information be restricted;
The right to request confidential communications;
The right to a report of disclosures of your information; and
The right to a paper copy of this notice.
A full list of your rights can be found online at www.hhs.gov/hipaa 
By signing this form, I acknowledge receipt of the Notice of Privacy Practices, or that I have been given the option to receive a copy of the Notice of Privacy Practices.
Printed Name of Patient	Date of Birth
Signature of Patient or Patient's Representative	Todays Date
Printed Name of Patient's Representative	Relationship to Patient
