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e | lnforméd Consent for Chiropractié Treatment

T0 THE PATIENT }’ou have a right to: be :rformad about your condizzon, the recommended chtropractzc treatment, and the
‘ pozem‘ral risks involved with the recommended treatment, This. :rfm‘matzon will assist you in making an informed decision whether or
not to have rhe tredaiment. This rry'ormation is not meant 1o scare or alam you it is simply an effort to make you betser informed so .
you may give or reﬁ:se to grve your consert to treatment. :

I request and consent to ch::opracuc adjustments and other chxropmctw proccdures including various modes ofphysncal merapy and
diagnostic X-rays. The chlropracﬂc treatment may be performed by the Doctor of Chiropractic named below and/or other licensed .

- Doctors of Chiropractic working at this clinic or office. Chiropractlc treatment. may also be perfmmed by a Doctor of Chlropracﬁc'
who is servmg asa backup for the Doctor of Chixopractic named beiow. -

"I have had the oppm\mlty to_discuss wnth the Doctor of Chnopractm named below, my diagnosis, the natore and purpose ofmy
ch:mpract:c treatment, the risks and benefits of my ch:ropractic treatment, altematxves to my clumpractm treatment, and the risks and
benefits of altematwe ireatment, mcludmg no treatment at’ all ' :

I understand that, there are some risks to chmpracticn-eatm_en; including, but not limited to:

[0 Brokenbones - . 'O increased symptoms and pain
[ Dislocations - . ' 'O No improvement of symptoms or pain.
O] Sprains/strains = = '3 Infection (acupunctare)

- 3 Buros or frostbite (physical therapy) " [ Punctured lung (acupuncture)

3 Worsening/aggravation of spinal conditions ; E! Other
n rare cases there have been reported oomﬁﬁqaﬁons of :?eﬂﬁbral artery dissection (stroke) ‘when a patién! receives a cervical
adjustment. The complications reported can include temporary minof dizziness, nausea, paralysis, vision loss, locked in syndrome
{complete pamlysis of voluntary"muscles inali parts of the body'ex.cept for those that controi eye movement), and death.

1 do not expect the doctor to be able to anticipate and explam all risks dnd complications. I also mderstand that no guarantees or
promises have been made to'me concerning the results expected from the treatment. ‘

1 have read, or have had read to me, the above consent, | have also had an opportnity 1o ask questions. All of my. quiestions have been
answered to.my satisfaction. By.signing below, I consent to the uentment plan. 1 mtend this consent form to cover the entxre course
_ of treatment for my current condition. : :

Tobe cgmpleted by the patient: | - lr ‘To be completed by the': p'.;,rtient's _represehltative:
printname. . ' . o ‘ brint name of pat.ient :

sfgﬁat_ure of patie_nt ' - ' - _ ‘prinit ngrl;re of patient'é représeh'c_ati\;'e
“date sighedl B - ' o | | signature of patient’s representative

. ast__ ‘ :
" relationship/authority of patlent’s representative

; date signed

Tobe combieted by doctor or staff:

 witness to patient’s signature | o . date

trandlatedby - - " date
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Cove Freedom

Chiropractic
Dr. ]01111 B. Stockton

ASSIGNMENT OF BENEFITS: ASSIGNMENT OF GAUSE OF ACTION: CONTRACTUAL LIEN B

The undersigned patient andior responsible party, in addition to continuing personal responsibility, and in consideration of treatment
rendered or to be rendered assigns to Dr. John B. Stockton, the following rights, power and authority:

RELEASE OF INFORMATION: You aré authorized to release information concerning my condition and treatmeat to my '
insurance company, attomney, or insurance adjustor for purposes of processing my claim for benefits of payment of sexvices rendered
tome.

IRREVOCABLE ASSIGNMENT OF RIGHTS:  You are assigned the exclusive, irrevocable right to any cause of action that
exists in my favor against any insarance company for the terms of the policy, including the exclusive, imevocable right to receive
payment for such services, make demand in my name for payment, and prosecute and recetve penalties, interest, court Joss, or other
Iegally compensable amounts owed by an insurance company in accordance with Article 21.55 of the Texas Insurance Code to
cooperate, provide information as needed, and appear as needed, wherever to assist in the prosecirtion of such claims for benefits upon
request. :

DEMAND FOR PAYMENT(S): To any insurance company providing benefits of any kind to me/us for treatment rendered by the
physician facility named above, you are hereby tendered demand to pay in full the bill for services to the extent such bills are payable
under the terms of the policy. This demand specifically conforms 10 Article 21.55 of the Texas Insurance Code (15 day limitation),
providing for attomey fees, 18% penaliy, court cost, and interest from judgment, upon violation. I furiher insuruct the provider to
make all checks payabic to COVE FREEDOM CHIROPRACTIC 10 send all checks to

211 LIBERTY BELL LANE SUITE 111 COPPERAS COVE TEXAS 76522,

THIRD PARTY LIARILITY: If my injuries are the vesuit of negligence from a third party, then I instruct the Liability carrier to
cut a separate draft to pay in foll all sexvices rendered, payable directly to

COVE FREEDOM CHIROPRACTIC and to send any and afl checks to 211 LIBERTY BELL LANE SUITE 111 COPPERAS
COVE TEXAS 76522, T

STATUE OF LIMITATIONS: I waive.my rights 1o elzim any statue of limitations regarding claims for services redered by the
physician/facility named above, in addition 10 reasonable cost of collection, including attomey fees and court cost incurred.

LIMITED POWER OF ATTORNEY: I hereby grant to the physician/facility named above the power 10 endorse my name upon
any checks, drafts, or other negotiable instrurment representing payment from.any insurance company representing payment for
treatment and healthcare rendeted by the physician/facility named above. I agree that any insurance payment representing an amount
in excess of the charges for treatment rendered will be credited to my/our account or forwarded to my/our address upon request in
writing to the physician/facility named above, ‘
RESECTION IN'WRIXING: [ hereby authorize the physician/chinic named sboveto estabiish 2 PIP or UM claim on my behalf !
also instruct my insurance carrier to provide upon request to the provider/clinic named above, any rejections in writing as they apply
to my Idck of PIP or UM/UIM coverage. If my carriex is unable to provide said rejections per section 1952.152 of the Texas Insurance
Code, and fasther instruct my carrier to pay up to available limits directly fo physician/clinic named above, and to send any and all
g:;i!; orﬁnanscigl 6-._;zmszt.rume.m to COVE FREEDOM CHIROPRACTIC at 211 LIBERTY BELL LANE SUTTE 111 COPPERAS

TERMINATION OF CARE:  Ihereby acknowledge and understand that if T do not keep appointments as recommended to me by
my caring doctor at this chinic, he/she has full and complete right to terminate responsibility for my care and relinquish any disability
gmnn?dt?me within & reasoneble period of time. If during the course of my care, my insurance company requires me to take an
examumation from any other doctor, I will notify this physician/facitity immediately. 1 understand that failure to do so may Jjeopardize
my case. . ‘ .

PRINT NAME OF PATIENT DATE

SIGNATURE OR PATIENT AND OR RESPONSIBLE PARTIES

254-547-6654 * 254-383-3931 (text) » askdr.john @yaheo.com
211 Liberty Bell Lane « Copperas Cove, TX 76522



PatientNome:

NECK DISABILITY INDEX

- This questionnaire has been designed to give the doctor lnformatwn as to hol your neck pain has affected your ability to manage In
everyday life. Ploase answer every section and mark in each section only ONE box which. applies to you. We realize you may

-+ consider that two of the statements In any one section relate to you, but please just mark the box which MOST. CLOSELY

describes your problem,
Section 1 - Pain Intensity

{11 have no pain at the moment.

{1 The paity is vety mild at the moment.

{1 The pain is moderate at the moment.

‘11 The pain is fally severe at the moment.

£1 The pain is very severe at the moment

£ The pain is the worst imaginable at the moment.

Section 2 « Personal Care (Washing, Dressing, etc.)

11 canrlook after myself normally without causing extra pain,
L1 can look after myself Hormally but it causes extra pan,
0 K is painful to look after myself and | am slow and careful,

. U1 need some help but manage most of my personal care,
{11 need hefp every day in most aspects of self care.
L do not get dressed, | wash with difficuity and stay in bed.

Section 3 — Lifiiny

0 | can Bt heavy weights without extra pain.

U114 can lift heavy weights but it gives extra pain. .

1 Pain prevents me from {ifting heavy weights off the floor, but
I can manage if they are conveniently positioned, for
example on a table.

L3 Pain prevents me from lifting heavy weights, buti can
manage light to medium weights if they are conveniently
positioned.

{3 can kift very light weights,

I | cannot lift or carry anything at ail.

- Section 4 — Roeading

21| can read as much as | want to with no pain'in my neck,
{11 can read as much as | want to with slight pain in my neck,
B3 ean read as much as | want with moderate. pain,
D ean't road as much as | want because of moderate pain in
my neck,
{31 can hardly read at all because of severe pain in my neck.
O] cannot read at all.

 Section 5-Headaches

£ have no headaches at all. —
O 1 have slight headaches which come Infrequently.
31 have slight headaches which come frequently.
‘I I have mederate headaches which come infrequently.
. [ have severe headaches which come freguently.
L1 1 have headaches almost all the timé.

Scering: Questions are scored on a vertical scale of 0-5. Total scores
and multiply by 2. Divide by number of sectiots answered multipiied by
10, A score of 22% or more is considerad a significant activilies of dally

Se_ction 8 — Concentration. .

" {11 can concentrate fully when | want to with no difficulty.

{11 can concentrate fully when f want to with slight difficulty.

L1 | have a fair degree of difficuity in concentrating when | want to.
{11 have a lot of difficulty in concentrating when | want o,

{1 I have a great deal of difficulty in concentrating when | want to.
[3 1 cannot concentrate atall.

: Sei:tion_ 7—Work

3 I can do as much work as | want to,

£11 can only do my usual work, but no more,

£1 | can do most of my usual work, but no more,
{1 [ cannot do my usual work,

{11 can hardly do any work at all

- D1 can't do any worl at al.

Section 8 - Driving

iy drwe my car without any neck pain.

- Tl can drive my car as long.as 1 want with siight pain in my neck.

L1 | can drive my car as !ong as | want with moderate pain in my
nack.

O §can't drive my car as iong as  want because of moderate pain

in my neck.
£3} can hardly drive my car at all because of severe pain in my-
- heck.:

31 can't drive my car at all,

Section 9~ Sleeping

L3 i have no troubie sleeping.

L3 My sleep is stightly disturbed (less than 1 br, sieepless).
{J My sleep is moderately disturbed (1-2 hrs. sleepless).
£ My sleep is moderately disturbed (2.3 hrs, sleepless).
L My sleap is greatly distuwrbed (3-4 hrs. sleepless).

{1 My sleep is compietely d:sturbed (su? hrs. sieepless)

Sectmn 10 - Recreation

11 am able to engage In all my recreation activities with na neck
pain at all.

Dl am able to engage in afl my recreation activitles, with some

palm it my neck,

1 am able to engage in most, but not all of my usua£ recreation
actwities because of pain in my neck,

l am able to engage in a few of my usual recmatzon actawtles
bacause of pain In my neck.

{11 ¢an hardly do any recreation activities because of pain in my
neck

CJ } qan't da any recreation attiviies at all.

fiving disability.
(Score__x2)/(__ Sectionsx 10) =  %ADL c°m"’e"ts : AT
’ ; Reference. Vemon, Mior. JMPT 1991; 14(7): 40915
s '
" Cove Freedom Chiro -
an m;t Ball Lane Suite 111

copperas Cove, Texam76522



Paﬂems Name.

Date,.

LOW BACK DISABILITY QUESTIONNAIRE (REVISED OSWESTRY)

" This questionnaire - has heen dessgned to give the doctor, :nformation as to how your back path has affectad your ability to manhage in

everyday life. Please answer avery section and mark in each section ordy ONE box which applies to you. We realize you may - -

consider that two of the statements m n any one section relate to you, but please just mark the box which MOST CLOSELY

describes your problem,
Section 1 - Paln Intensity

1 | can tolerate the pain without having to use painkillers.

[1 The pairt is bad but | can-manage without taking painkillers.
Ul Painkillers give complete relief from pain.

[ Painkillers give moderate relief from pain,

1 Painkillers give very litte relief from pain.

[ Painkillers have no effect on the pain and | do not use them.

Section 2 -- Personal Care (Washing, Dressing, etc.)

[11 can lock after myself normally without causing extra pain,
21 can look after myself normally but it causes exira pain.

[ it is painful to ook after myself and | am siow and careful.
3| need sorme help but manage most of my personal care.
[1 1 need help every day in most aspects of seif care.

- 31 do not get dressed, | wash with difficlty and stay In bed.

Section 3 — Lifting

L3} can lift heavy weights without extra pain,

L1 can lift heavy weights but it gives extra pain.

[1 P ain prevants me from lifting heavy weights off the floor, but
} can manage If they ara cnnvan;ently pesmoned for ‘
example on.a table.

1 Pain prevents me from lifting heavy weights, but | can
manage fight to medium we;ghts if they are conveniently
positioned,

[11.can ift very light weights,

O3 f cannot 1ift or carry anything at all,

Section 4 — Walking

1 Pain does not prevent me from walking any distance,

{1 Pain prevents me. from walking more than ohe mile.

I Pain prevents me from waking more than one<half mile,
T3 Pain prevents me from walking tmore than one-quarter mile
[3 1 can only walk using & stick or cruiches.

Cit am inbed most of the time and have to crawd to the toitet.

Section § - Sitting

I:’.l { can sit in any chair as long ag | Iake

L3 can only sitin my favorite chair as long a3 | Iska

3 Pain prevents me from sitting more thah oha hour.

{1 Pain prevenis me from sitling more than 30 mintes.
[1 Pain prevents me from sitting mora than 10 minutes.
[1 Pain prevents me from sitting almost all the time.

- Scoring: Questions are scored on a vertical scale of 0-5, Total scores
and roulliply by 2. Divide by number of sections answered muitiplied by
10. A sgore of 22% or more Is considered sEgniﬂcant activities of daily
living disability,

K Comments'

.Section 6 — Standing

L3 | can stand as long as | want without extra pain,’
-3 1 can stand as long as | want but it gives extra pain,

[3 Pain prevents me from standing more than 1 hour.

- I3 Pain prevents me from standing more than 30 minutes.

3 Pain prevents me from standing more than 10 minutes.
{1 Pain prevents me from standing at all,

- Section 7 - Sleeping

1 Pain does not prevent me from sleeping Well

1 | can slesp well only by using tablets. )

T1 Even when | take tableis | have less than & hours sleep.
3 Even when 1 take tablets | have less than 4 hours sleep.
{1 Even whan | take tablets | have less than 2 hours sleep.
{1 Pain prevents me from sleeplng at all.

Section 8 — Social Life

{1 My sodial life Is hormal and gives me no extra pair.

1 My social life is normal but increases the degree of pain.

{1 Pain has no significant effect on my social ife apart from
lirniting my mare ehargetic interests, e.9. dancing.

1 Pain has restricted my social fife and | do nat go out as
often.

[ Pain has restnctad my sodial life to my horme,

o have no social life because of pain.

Section 9~ Traveling

L3 | can travel anywhere without extra pain.

{11 can travel anywhere but it gives me extra pain.

1 Pain is bad but | manage journays over 2 hours,

O Pain is bad but { manage joumneys less than 1 hour,

[1 Pain restricts me to short necessary joumeys under 30
minutes,

{1 Pain prevents me from travel!ng except to the doctor or
hospital.

Section 10 - Changing Degree of Pam |

K My pain is rapidly getting better.

1 My pain fluctuates but overall is definitely getting befter.

1 My pain seems to be geiting batter but tmprovemant is slow
at tha present

3 My pain is neither gettmg battar nor worse.

{1 My pain I gradusily worsening.

3 My pain is rapidly warsening.

Reference: Fairbank Physiotherapy 1981, 66(8): 2713, Hudson-Cook.

{Score,__ % 2) ! e SeCHIONS X 10) id IADL in Roland, Jenner (eds.), Back Pain New Approaches To Rehabllitation
. : . & Education. Manchester Unlv Press, Manchester 1980: 187-204
Cove.Freodom Chiro

211 Liborty Beli Lane Suite 149
Copperas Cove, Texas 76522



Cove Freedom Chiropractic - -
211 Liberty Bell Lane, Ste 111 Copperas Cove, TX 76522
Phone: 254-547-6654  Fax: 254-547-6652
JohnB. Stot:kton, D.C.

Agreement and Instructfon for Direct Payment by Private and Group or
Accident and Health Insurance

RE: Patient: _ - Insured:
Employer: |
Group / Claim #:

SS.oriD#:

I hereby instruct and direct the
- Insurance Company to pay by check made out and mailed directly to:
Cove?reedom Chirobractic
211 Li'b‘erty Bell Lane Ste 111
~ COpperas Cove, TX 76522 :
O, if my current policy prohibits direct payment to. the provider, then | hereby also instruct and direct you to make out
the check to me and mail it as follows: : '

Cove Freedom Chiropractic
21 1Li erty Bell Lane Ste 111
Copperas Cove, TX 76522
1 .
The medical expenses benefits allowable under my heaith or PIP policy, and otherwise payable to me under my current
msurance policy as payment toward the charges for Fhiropractlc services rendered

THIS IS A DIRECT ASSIGNMENT OF My RIGHTS AND BENEFITS UNDER THE POLICY.

’Thns payment will not exceed my indebtedness to the above-mentloned assignee, and | have agreed to pay, ina
" current manner any balance for chlropractlc services ‘charges OVer and above this insurance payment.

A PHOTOCOPY OF THIS ASSIGNMENT SHALL BE CON$IDERED AS EFFECTIVE AND VALID AS THE ORIGINAL

| authotize thé release of any information pertinent tb my case t|o you as the insurance company

Dated this day of 3

Policyhotder.
Patient Signature

" Witness

;20

(U




ATHORIZATION, ASSIGNMENT AND RELEASE FORM
- AUTHORIZATION AND ASSIGNMENT

COVE FREEDOM CHIROPRACTIC211 Liberty Bell Ln. Suite 111 Copperas Cove, TX. 76522
. i Ph#(254)547-6654 '

In consideration of your undertaking to care for me, I agree to the following;

1.

You are authorized to release any information you.deem appropriate concerning my physical condition to any
insurance company, attorney or adjuster in order to process any claim for reimbursement of charges incurred.

1 authorize the direct payment to you of any sum I now or heréﬁer owe you by my attorney, out of the

proceeds of any settlement of my case, and/or by any insurancé company obligated to make payment to me or
you based in whole or in part upon the charges made for your services.

In the event any insurance company obligated by contractual agreement to make payment to me or to you for
the charges made for your services refuses to make such payment upon demand by you, I hereby assign and
transfer to you the cause of action that exists in my favor against any such company (the name(s) of which is
believed to be correctly set forth under pertinent data) and authorize you to prosecute said action in my name
as you see fit and further authorize you to compromise, settle or otherwise resolve said claim as you see fit.
However, it is understood that until a reasonable c¢ffort has been made to collect the sums due from the
insurance company or companies contractually obligated, you will refrain from collection the amounts owed,
directly from me. I understand that what ever amounts you do not collect from insurance companies

" proceeds, whether it be all or part of what is due, I personally owe and agree to pay to you.

In addition to the above, | hereby waive the statute of limitations on collection and/or recovery in this state of
Texas.

1 further agree that this Authorization and Assignment is irrevocable and ongoing until all monies owed are
paid in full.

This Authorization for Assignment will be in continual effect until revoked by both parties.

Date Patient/Insured Signature
RECORDS RELEASE
ve Freedom Chiropractic, I hereby authorize you to release to l ' . any

Information including the diagnosis and records of treatment or examination rendered to me for all care during the
period from : to, '

Date Patient/insured

Date : Staff Signature

RELEASE FROM CARE

I _ here by understand that Dr. John B. Stockton is releasing me from care, for my
accident dated » and that I have reached a pre accident status or maximum medical

improvement. I further understand that all expenses incurred from this accident are my responsibility or the insurance
company’s and that all expenses incurred after the date below will be my personal responsibility. I will make financial
arrangements for payment directly.

\

Date

Patient Signatre ' Staff Signarure



APPLICATIONFOR BENEFITS AUTOMOBILE PERSONAL INJURY PROTECTION

L | o

[ YOUR NANE . : LENGTH OF TIME ) STATE l PHONE HOME BUSINESS i
. . . s L. -

DATE OF BIRTH. SOGIAL SECURTY NO.

DEIAIE)
N YOUR FamilY AUTO: : OWNER: . i : . ISURER: 2
: . = ; 3
MEYOUAMEMBEROFTHEPDUW&DLDER’SWOLD? a YES

L1_KO
ASﬁREBULTOF'fHIBM}GIDENTWEREYODINwm Q ves 0 NO WYOIRMWSYE&WLETEWWOFNI&W 1F NGO, SIGN
HERE AND RETURN THIS FORM TO US,

DATE

AT THE TIME OF THES AUGIDENT WERE YOU

WORKING FOR YOUR EMPLOYER? Clves  CING
T VO e ves. OINO__

"5iD YOU LGSE TIME FROM WOR

! osvounm.mm 0 ves O NO WEIG»R\)’WEOR R
' HAVE YOU REGEIVED OR ' ' : : : ‘ ' :
‘ mewssmmmnmmems umzn : _ ‘ I YES, AMOUNT OF MEDICAI 8 WAGE
{1) WORKER'S COMPENSATION LAW? OYES QnNe | 0 PERVEEK

) f MW OTHER QOURBE?

ABARESULTOF YOUR JURY HAVE YOUHADANY OTHER EXPENSES? . - [IVHS DINO  IF YIS, EXPLAIN ON REVERSE SIDE,
BORATIRE T ' L

VO MUBT ALBO GO0 ANY ST ACHED pebirdelel el iy
& RETURN FROMPTLY WITH ANY MEDIGAL BILLS YOU HAVE REGENED T0 DATE.

i " OMIt-OUsIE00
. X
|




211Lﬁ:ertyBeIILn Su:l.te 111 -Copperas Cove,TX 76522- (254:547 6654

Waiting for Settlement

. As a service to you, the Cove Freedom Chiropractic Clinic will wait a reasonable
amount of time for payment. Up to three months after you are released or having
reached maximum improvement.

Note: Your attorney can start working on resolution once we report either of the
above. . :

If no resolution is in sight after three months, you Wﬂl be expected to take care of
your balance. We suggest staying in contact with your attorney regularly at that
point toinsure prompt resolution. -

We are one of the few clinics t,hat offer a grace period for payment. It will only be
allowed with the following provisions:
1. You do not miss any of the scheduled appointments — the party being
: asked to pay the bill wiil quesuon your injuries because of ton- -
compliance.
2. Youjeopardize your health as well as your case if you do not keep your
- scheduled appointments. Becausle you are responsible for your bill a
non-compliant schedule makes your account due and payable
immediately. :
3. Discontinuance of your care w1th our office results in your account
balance being due and payable nnmedlately in full. We will not wait for

settlement.

I bave read the above and agree to comﬁly w:th my treatment schedule and the
provisions stated. I understand that the: Cove Freedom Chiropractic Clinic has
agreed to allow me to charge my account as long as I follow the above provisions.

PATIENT SIGNATURE _ T DATE

~ CLINIC REPRESENTATIVES SIGNATURE DATE
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211leenyBelanSmw111 Copperas Cove, TX 76522
Ph: (254) 347-6654 ¥+ (254) 547-6652
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Name:.

HEADACME PAIN AND ITS
EFFECT ON DAILY LIVING:

Using the grading scale below, Locate and
describe your headache pain compietely.
Place your grades in the shaded boxes on

the bottom of the page.

( if your headaches are in more than one

area grade each separately).

Grade your headaches' effect
{due to pain and discomfort.

1 (Mimimal) the painis.
annoying, but fs forgolten during
activities of daily iving.

2 (SHight) the pain s tolerated,
ket it does interfere with'
. [some daily actities.

. |3.(Moderste) The pain exdensively

 |intesferon with aciivides, inciuding sleep.

Recrealion and socialization
memw '

4. (Marked) The pain prevents most
{and socialization are impossible.

. |site: front of head
fGrade: (1to 4, choose one)

1 2 3 4

 |indicate where the

{ |pain is:

If your pain is in the front

is i on the right side, left side
both sides? If your pain 5 in the
side.isﬂmﬂtedgm;hﬁor

Grade: (t to 4, choose one) -

1 2 3 4

. quuemy. (1 to 4, choose one)

1 2. 3 4

1. 2 3 4

Grade: 1to 4, !chnoseope) ‘Frequency: (1 o 4, choose ane)
1. 2 3 _ 4. 1 2 3 1%
| Grade: (1 1o 4, ehoose one) pibal) Frequency: {1 1o 4, choose ane)

1_.2 3 4




Cove Freedom Chiropractic

211 Liberty Bell Lane, Suite 111 -
Copperas Cove, Tx 76522

Clinic Policies

The following is an explanation of our clinic policies. We believe that a clear definition will allow us all to
concentrate on the most important issue. Regaining'and maintaining your health.

No Charge Consultation

Cove Freedom Chiropractic Clinic will do a special “no charge” consultation, or brief conference, with
anyone interested in finding out if chiropractic can help them with their individual health problems. There is
no charge or obligation in connection with this appointment.

New Patient Care Services

We require the payment in full on the first visit unless prior arrangements are made. Then the balance of
these charges may be made in payments over the course of your treatment schedule. Properly documented
auto accident claims are not required to pay at this time if appropriate forms and liens are signed.

Established Patient Care :

Patients under care are required to make regular payments on all unpaid balances except for properly
documented auto injury claims. Payments need to be made according to prior arrangements. We reserve
the right to charge finance charges and late fees to any account that is not paid in a timely manner.

Appointments

in order to better serve our patients, we ask that you call if you need to reschedule your appointment or if
you will be late. Your appointment time is reserved for you. If you fail to notify our office, it leaves a time slot
open that could have been used to help someone else. Please help us help others.

Questions and Answers
Your questions about any aspect of your care and account are invited. Please feel free to ask your doctors
or staff members. We will make every effort to answer your inquiries.

Payments

Payments for office visits are due the same day as your office visits unless other documented arrangements
have been made, such as our Cove Freedom Finance plan, Special Consideration payment Plan, or our
Cove Freedom Membership plan.

| have read the Cove Freedom Chiropractic Clinic Policies and will honor them.

Patient’s Signature Date / .




