 Motion Chiropractic and Acupuncture, PC
Dr. Tara Ritter, D.C., FIAMA

910 16th Street #426
Denver, CO 80202
303-291-1017

FINANCIAL AGREEMENT, POLICY ON FEE SCHEDULES & PAYMENTS
      Our office offers two methods of payment for services delivered.  Please check one of the following.  

                   (
SELF-PAY PLAN
Definition: 
Under this payment method, charges for services are paid in full immediately after they are delivered, and no paper work is performed, other than a receipt, and no insurance codes will be utilized.

(
INSURANCE PLAN
Definition:  
The fee schedule is higher than the SELF-PAY PLAN as the INSURANCE PLAN requires considerable insurance billing, copying of records, report writing for medical necessity and completion of forms.  Charges will be billed to your insurance company. Deductible and Co-pay if applicable is due at the time of the visit.  CODES ARE BILLED BY THE FEE SCHEDULE SET BY THE STATE OF COLORADO WORKERS COMPENSATION COMMISSION.
· VERIFICATION OF COVERAGE IS NOT A GUARANTEE OF BENEFITS OR PAYMENT. ACTUAL PLAN COVERAGE AND BENEFITS IS BASED UPON MEDICAL NECESSITY AND DETERMINED BY YOUR CARRIER UPON RECEIPT OF THE CLAIM FOR YOUR DATE OF SERVICE.

· PAYMENT PROCEDURE - Our office requires payment at the time of each visit unless the patient is covered by health insurance which pays to our office, and this office has received VALID INSURANCE INFORMATION OR REFERRAL (when applicable). If you wish us to file your insurance for you, we will do so only if we are in network with your insurance. 
· CO-PAYMENT/CO-INSURANCE  IS DUE AT THE TIME OF SERVICE.  We are happy to accept payment by cash, check, or credit card (VISA, MASTERCARD, or DISCOVER).

· IT IS YOUR RESPONSIBILITY TO HAVE YOUR REFERRAL @ THE TIME OF YOUR VISIT (IF NEEDED), OTHERWISE YOU MAY BE HELD RESPONSIBLE FOR PAYMENT.
NOTE: Our financial relationship is with YOU, not with your insurance company. When we verify benefits, and as a courtesy to you, we will try to give you general guidelines about what your insurance policy might cover. Since insurance is a agreement entered into by you and your insurance carrier, you are ultimately responsible for knowing the specifics of what your policy covers.

All patient portions of accounts past due for 60 days or greater will be assessed an interest penalty of 2% monthly. This is an annual percentage rate of 24%. 
CANCELLATION FEE - If you need to cancel or reschedule your appointment, please call or e-mail us at least twenty-four hours prior to your appointment, or you will be charged a $50.00 cancellation/no-show fee. Exceptions may be made for emergency situations.

I agree to the above selected payment schedule, and accept my responsibility as outlined in my selection.

_____________________________________________                          ___________________________

 Signature




                           Date





Motion Chiropractic and Acupuncture, PC
PATIENT CONSENT

FOR USE AND/OR DISCLOSURE OF PROTECTED HEALTH INFORMATION

TO CARRY OUT TREATMENT, PAYMENT AND HEALTHCARE OPERATIONS

I_______________________, hereby states that by signing this Consent, I acknowledge and agree as follows:

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.

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

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 and leaving a message on my answering machine or with the individual answering the phone.

    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.

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.

    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.

I understand that if I revoke this consent at any time, the Practice has the right to refuse to treat me.

     I understand that if I do not sign this Consent evidencing my consent to the uses and disclosures described to me above and contained in the Privacy Notice, then the Practice will not treat me.

I have read and understand the foregoing notice, and all of my questions have been answered to my full satisfaction in a way that I can understand.

____________________________________

___________________________________________

Name of Individual (Printed)




Signature of Individual

____________________________________
            _______________________________________

Signature of Legal Representative



Relationship

(e.g., Attorney-In-Fact, Guardian, Parent if minor):

Date Signed ___/___/___




Witness: _____________________________________
Motion Chiropractic and Acupuncture, PC
Dr. Tara A. Ritter, DC, FIAMA

910 16th Street #426
Denver, CO 80202

(303)291-1017


Notice of Information Practices
Protecting the privacy of your personal health information is important to us.  This notice describes how information about you may be used and disclosed and how you can get access to this information.  Please review it carefully.

Disclosure of your protected health information without authorization is strictly limited to defined situations that include emergency care, quality assurance activities, public health, research, and law enforcement activities.  Any other disclosures for the purposes of treatment, payment, or practice operations will be made only after obtaining your consent.  You may request restrictions on disclosures.

Disclosures of protected health information are limited to the minimum necessary for the purpose of the disclosure.  This provision does not apply to the transfer of medical records for treatment.

You may inspect and receive copies of your records within 30 days.  You must, however, send a request to do so.  There may be a reasonable cost-based fee for photocopying, postage and preparation.

You may request changes to your records.  Our practice has the right to accept or deny your request.

We maintain a history of protected health information disclosures that is accessible to you.

In the future, we may contact you for appointment reminders, announcements, and to inform you about our practice and its staff.

Our practice is required to abide by this notice.  We have the right to change this notice in the future.  Any revisions will be prominently displayed in a clearly visible location in our office.

You may file a complaint about privacy violations by contacting our Office Manager.

____________________________                                                        _____________________

Signature                                                                                                 Date



Motion Chiropractic and Acupuncture, PC
Dr. Tara Ritter, DC, FIAMA
910 16th Street #426
Denver, CO 80202

303-291-1017

Dear Patient:

Every type of healthcare is associated with some risk of a potential problem.  This includes chiropractic health care.  We want you to be informed about the potential problems associated with chiropractic health care before consenting to treatment.  This is called informed consent.

Chiropractic adjustments are the mobilization of joints with the doctor’s hands or with the use of an instrument.  Frequently, adjustments create a “pop” or “click” sound/sensation on the area being treated.

In this office we use trained staff personnel to assist the doctor with portions of your consultation, examination, x-rays, physical therapy applications, traction, massage therapy, exercise instruction, etc.  Occasionally when your doctor is unavailable, another clinic doctor will treat you on that day.

The following is a list of possible complications that can arise from an adjustment:

STROKE: Stroke is the most serious potential problem associated with receiving an adjustment.  Stroke means that a portion of the brain does not receive enough oxygen from the blood stream.  The result can be a temporary or permanent dysfunction of the brain, and very rarely, death.  Cervical (neck) adjustments have been associated with strokes that arise from the vertebral artery, this is because the vertebral artery is actually found inside the neck vertebrae.  The type of adjustment that is related to vertebral artery stroke is called the “maximal extension-rotation” adjustment.  We do not perform this adjustment on patients.  Other types of neck adjustments may also be potentially be related to vertebral artery strokes, but no one is certain.  The most recent studies (Journal of the CCA, Vol. 35 No. 2, June 1993) estimate that the incident of this type of stroke is 1 per every 3,000,000 upper neck adjustments.  This means that an average chiropractor would have to be in practice for hundreds of years before they would statistically be associated with a single patient stroke.

DISC HERNIATION: Disc herniations that create pressure on the spinal nerve or on the spinal cord are frequently successfully treated by chiropractors and chiropractic adjustments, traction, etc.  This includes both neck and back.  Yet occasionally chiropractic treatment (adjustments, traction, etc.) will aggravate the problem and rarely surgery may become necessary for correction.  Chiropractic adjustments may also cause a disc problem if the disc is in a weakened condition.  These problems occur so rarely that there are no available statistics to quantify their probability.

SOFT TISSUE INJURY: Soft tissues primarily refer to muscles and ligaments.  Muscles move bones and ligaments limit joint movement.  Rarely, adjustment, traction, massage therapy, etc., may tear some muscle or ligament fibers.  The result is a temporary increase in pain and necessary treatments for resolution, but there are no long term affects for the patient.  These problems occur so rarely that there are no available statistics to quantify their probability.

RIB FRACTURES: The ribs are found only in the thoracic spine or middle back.  They extend from your back to your front chest area.  Rarely an adjustment will crack a rib bone, this is referred to as a fracture.  This occurs only on patients that have weakened bones from such things as osteoporosis on their x-rays.  We adjust all patients very carefully, and especially those who have osteoporosis on their x-rays.  These problems occur so rarely that there are no available statistics to quantify their probability.

PHYSICAL THERAPY BURNS: Some of the machines we use generate heat.  We also use both heat and ice and recommend them for home care on occasion.  Everyone’s skin has different sensitivity to these modalities, and rarely, either heat or ice can burn or irritate the skin.  The result is a temporary increase in skin pain, and there may even be some blistering of the skin.  These problems occur so rarely that there are no available statistics to quantify their probability.

SORENESS: It is common for an adjustment, traction, massage therapy, exercise, etc. to result in a temporary increase in soreness in the region being treated.  This is nearly always a temporary symptom while your body is undergoing therapeutic change.  It is not dangerous, but please notify your doctor if it occurs.

OTHER PROBLEMS: There may be other problems or complications that might arise from chiropractic treatment other than those noted above.  These problems or complications occur so rarely that it is not possible to anticipate and/or explain them all in advance of treatment.

ACUPUNCTURE: Patients will receive information regarding all methods of treatment used in acupuncture, which involves the insertion of fine needles at specific points in the body, manual manipulation of the needles and/or electrical stimulation or application of localized heat.  In addition, recommendation of herbal supplements as related to the scope of practice of oriental medicine according to Federal Legislation may be used.  Mild discomfort may be experienced, but this pain is unusual.  Bruising at the acupuncture point is a possibility.  Due to differences in human constitution and response, it is not possible to guarantee any specific effect resulting from the acupuncture treatment.  This practice of acupuncture uses disposable needles only and complies with all regulations set forth by the NCCAOM and NCCA.

Chiropractic is a system of health care delivery, therefore, as with any health care delivery system we cannot promise a cure for any symptom, disease, or condition as a result of treatment in this clinic.  We will always give you our best care, and if results are not acceptable, we will refer you to another provider who we feel will assist your situation.

If you have any questions on the above, please ask your doctor.  When you have a full understanding, please sign and date below.

____________________________________
______________________________________

Patient’s Name Printed



Today’s Date

____________________________________
______________________________________

Patient’s Signature




Parent or Guardian Signature
