Chiropractic Health Innovations

228 Loudon Rd. Suite 5, Concord, NH 03301

603-415-2100

Notice of Privacy Practices Acknowledgement

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPPA”), I have certain rights to privacy regarding my protected health information.  I understand that this information can and will be used to:

· Conduct, plan and direct my treatment and follow-up among the healthcare providers who may be involved in that treatment directly and indirectly.

· Obtain payment from third party payers.

I have received your Notice of Private Practices containing a more complete description of the uses and disclosures of my health information.  I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at the address above to obtain a current copy of the Notice of Private Practices.

Patient Name (Print):____________________________________________________________________

Patient Signature:______________________________________________________Date:____________

Privacy Officer Signature:________________________________________________________________

Office Policies

Payment is expected at time of visit.

Name of person responsible for payment_____________________________________________

Are you insured?    ____Yes  ____No  Company______________________________________

I understand and I agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  Furthermore, I understand that this chiropractic office will prepare any necessary reports and forms to assist me in making collections from the insurance company and that any amount authorized to be paid directly to this chiropractic office will be credited to my account upon receipt.  I also give this office power of attorney to endorse checks made out to me, to be credited to my account.  However, I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for payment.  I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered me will be immediately due and payable.  In addition, a 1.5% monthly interest charge will be applied to all outstanding accounts over 90 days.

Patient’s Signature____________________________________________Date:______________

Guardian’s Signature authorizing care_____________________________Date:______________

PLEASE NOTE – I understand that if I am using insurance, there MAY be certain charges that my insurance company will not cover (example:  exams or extended care).  I agree to be responsible for all charges not covered by my insurance.  Please Initial____________________

