Johnson Chiropractic & Holistic Health Center
Dr. Kody R. Johnson † Chiropractor

2011 Chapel Plaza Ct., #111, Columbia, MO 65203

Tel: 573-447-0841     Fax: 573-447-0844

Patient Agreement Form 

Informed Consent:

· Depending upon your condition, you will require a unique amount and type of care designed specifically for your condition.  As with all healthcare types, following the prescribed treatment plan as recommended by the Doctor of Chiropractic does not constitute nor guarantee a cure. 

·  Chiropractic is a conservative and low risk health care choice.  Most common side-effects can include some minor soreness, similar to that which is felt from exercising.  
A very rare side-effect is vertebrobasilar incident (VBI) or stroke from cervical adjustment.  The risk is reported in the scientific literature as being 1:1 million to 1:4 million adjustments.  The likelihood of this occurring is just as common as if you were to get your hair washed at a hair-salon, or if you turn your head to look back as you back out of your driveway.  Recent research shows that a visit to a Chiropractor’s (D.C.) office is just as safe as a visit to an M.D.’s office in this regard.  Furthermore, it has been decided that treatment does not cause VBI, rather, patients report to either an M.D. or D.C. for symptoms of a VBI without knowing they are having this syndrome in the first place since it mimics the symptoms of migraine headache or neck pain.   Other possible rare complications from care include fracture, or sprain / strain of the affected body regions.
· 
Other common methods of treating neuromusculoskeletal problems such as taking Tylenol, Ibuprofen, Aspirin, and Naproxen have a significantly higher risk of an adverse event as compared to Chiropractic Care (3200:1million vs. 1:1million).  Spinal surgery also possesses a significantly higher risk as compared to Chiropractic as well (15,600:1 million vs. 1:1 million).
· By signing this form, you are taking responsibility for any risks or benefits, and are stating that you would like to begin care here at Our Clinic.
Consent to Privacy Practices:

· Your health information is considered to be protected and confidential.  Under federal law (HIPAA), Our Clinic must keep your protected health information (PHI) confidential and can only use it within certain guidelines, which may be subject to your prior approval.  Our Clinic will use your PHI in order to formulate an appropriate diagnosis and treatment plan, make any necessary referrals; collect payment from your insurance company, attorney, yourself, or any other necessary collections agency, or individual.  Of course, you may limit how we use and to whom we disclose your PHI to.  You must put any exceptions in writing and give to our front desk staff.  By signing this form you are agreeing to our privacy practices.  You are also giving our office the ability to contact you by any means necessary, including but not limited to: mail, email, telephone, fax, etc.  If you would like a copy of Our Clinic’s “privacy practices policy”, please ask any of our staff and they will provide you with one.
Scheduling & Payment Policy:

· Any appointment you make is reserved specifically for you.  Arriving more than five minutes late to an appointment will result in your appointment being treated like a walk-in and you will be seen as soon possible, and when the next appointment becomes open.
· Payment is expected in full at the time of service.  Fees are not negotiable. Accounts that are due past 30 days will incur a $10 late fee after each 30 days.  After 90 days, the amount will be turned into collections.  Accounts in the collections process will accrue 15% interest per annum until collected fully.
· If your health insurance, car insurance, personal injury settlement, worker’s compensation insurance, payment or settlement amount, attorney, or any other paying entity fails to pay Our Clinic completely for services rendered, you are still responsible to pay all of the difference due.  We have no control over what your insurance company or other paying entity will or will not pay, and Our Clinic will not be held responsible as such.  Your signature indicates your agreement with these policies and clauses.
By signing below, I am acknowledging that I have read, understand, and agree with all the statements, policies, and procedures listed above.

______________________________________ 
________________________

Patient Signature
                                                                              Date of Signing          


______________________________________

____________________________

Patient Named Printed

Guardian (if signing for a Minor)
