PATIENT FINANCIAL RESPONSIBILITIES &

CONSENT REQUESTS
_________________________________________________
CONSENT TO EXAMINE & TREAT

I authorize the performance of an examination which Dr. Branham or his associates may consider necessary or advisable in the course of establishing a differential diagnosis. I also authorize the performance of any and all physiological therapeutics as well as manipulative therapy which may be necessary or advisable in the course of treatment by Dr. Branham and his associates.

Patient Initials _______ Dr. Initials _______
CONSENT TO EXAMINE & TREAT CHILD

I authorize the performance of an examination of my child which Dr. Branham or his associates may consider necessary or advisable in the course of establishing a differential diagnosis. I also authorize the performance of any and all physiological therapeutics as well as manipulative therapy which may be necessary or advisable in the course of treatment by Dr. Branham and his associates to my child.
Patient Initials _______ Dr. Initials _______
INFORMED CONSENT TO CHIROPRACTIC ADJUSTMENTS & CARE

If any tests were performed outside of this office (laboratory or other diagnostic procedures) I understand that the doctor will notify me of the results within an acceptable time frame not to exceed 1 week from my last appointment.

Patient Initials _______ Dr. Initials _______
I have had an opportunity to discuss with Dr. Branham the nature and purpose of chiropractic adjustments and other procedures. I understand the results are not guaranteed.

Patient Initials _______ Dr. Initials _______
I further understand and am informed that as in all health care, in the practice of chiropractic there are some very slight risks to treatment, including, but not limited to, muscle strains and sprains, disc injuries, and strokes. I do not expect the doctor to anticipate and explain all risks and complications and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then unknown, is in my best interests.

Patient Initials _______ Dr. Initials _______
AUTHORIZATION FOR MAJOR MEDICAL INSURANCE PAYMENT

I authorize the release of any medical or other information necessary to process any and all insurance claims from Dr. Branham’s office. I authorize payment directly to Dr. Sean Branham, DC for services rendered.

Patient Initials _______ Dr. Initials _______
AUTHORIZATION FOR MEDICAL PAYMENTS FROM MY AUTOMOBILE INSURANCE

I authorize and instruct my automobile insurance carrier to send (mail) all paid monies for diagnostic testing, treatment, and/or medical supplies to Dr. Sean Branham, DC for all services/supplies billed. A photocopy of this authorization shall be considered as valid as the original. I authorize direct payment to Dr. Sean Branham, DC. In addition, I hereby give limited Power of Attorney for Dr. Sean Branham, DC to cash and deposit any sums paid by my insurance carrier for only the specific injury indicated on billing statement. I authorize Dr. Sean Branham to release any information pertinent to my case with my automobile insurance carrier. I authorize Dr. Sean Branham to use my name in the “Signature on File” in future billings. I authorize use of this form on all of my insurance submissions (billings).
Patient Initials _______ Dr. Initials _______
Note: Read & sign Assignment of Benefits form.

PAYMENT RESPONSIBILITY
Payment is due when services are rendered for all costs not covered by a third party carrier. Balances including auto and work injury claims must be paid in full within 90 days of treatment unless otherwise noted. Service charge of 1.5% per month are added to all balances outstanding 60+ days and are the responsibility of the patient unless otherwise noted by Dr. Branham. By my initials, I agree to be held responsible to treatment rendered and collection of fees in accordance with the terms of this office.

Patient Initials _______ Dr. Initials _______
Patient co-pays are due at each visit and can be paid in advance of scheduled appointments. I fully understand that deductibles and co-pay amounts are my responsibility. I also understand that deductibles can be paid in a three month flexible payment plan which is determined by the doctor and office personnel.

Patient Initials _______ Dr. Initials _______
Hardship Exemptions: Insurance regulations do not allow doctors to waive either deductibles or co-payments. If you feel you cannot afford to pay deductibles or co-payments, a hardship exemption may be granted by the Doctor.

SERVICES NOT COVERED BY INSURANCE

I understand that I will be financially responsible for any and all services not covered in accordance with the guidelines outlined in my insurance plan documents.

Patient Initials _______ Dr. Initials _______
UNITED HEALTHCARE MEMBERS ONLY

I understand that United Healthcare will only cover manipulative therapy in Dr. Branham’s office. Therefore, any other therapies/supplies that are recommended will be my responsibility.

Patient Initials _______ Dr. Initials _______
NUTRITIONAL SUPPLEMENTS/SUPPLIES

I understand that any and all prescribed nutritional supplements and adjunctive supports such as analgesic creams, back supports, braces, at-home rehabilitative devices must be paid at time of sale. NO EXCEPTIONS. These items are subject to local and state sales taxes.
Patient Initials _______ Dr. Initials _______
ACKNOWLEDGEMENT OF RECOMMENDED ACTION PLAN BY DOCTOR AND STAFF

I acknowledge that Dr. Branham and his staff have reviewed with me my recommended action plan. I furthermore acknowledge that Dr. Branham has discussed with me financial obligations and I agree to begin treatment.

Patient Initials _______ Dr. Initials _______
