McCarron Lake Chiropractic

1700 – B Rice Street

St. Paul, Mn 55113

Clinic Consent and Relationship Form
TO OUR PATIENTS:  Before you begin treatment at McCarron Lake Chiropractic, the law requires that we explain your rights and responsibilities while a patient at our office.  If you have a complaint or concern about your care, please discuss it first with your care provider.  Please read and sign the form below.  Ask questions if you do not understand it.  If you need a language interpreter we can provide one for you.  

I understand I have the right to revoke this consent, in writing, at any time except where McCarron Lake Chiropractic has already made disclosures in reliance on this consent.  I have reviewed the options above and have initialed all that apply below.  I understand that I am paying for services rendered and not for results obtained from these treatments.

INITIAL TO INDICATE APPROVAL

CONSENT FOR TREATMENT:  By signing this form, I consent to and authorize my health care provider to examine and treat me today and in the future.  I understand that this could include x-rays, education or other diagnostic procedures.  I understand that my provider is available and it is my responsibility to ask them to explain the purpose of the procedures and treatment and that I have the right to refuse the recommendation treatment under any circumstances.
INSURANCE/MEDICARE/MEDICAID ASSIGHMENT OF BENEFITS PAYMENT TO MCCARRON LAKE CHIROPRACTIC MEDICAL BILLS:  I would like a “third party Payer” (for example, my insurance company/Medicaid/Medicare or its related organizations) to pay the bills for my services at McCarron Lake Chiropractic to the extent the Payer is required to do so under my policy of insurance or the law.  Therefore, I request that payment of my bills by the “third party payer” be made to McCarron Lake Chiropractic on my behalf for my services furnished to me by or in McCarron Lake Chiropractic.  I assign the benefits payable for physician’s services to the physicians or organizations furnishing the services.  In consideration of clinic visits, I agree to pay McCarron Lake Chiropractic for all charges not covered by any third party payer.  A photo copy of this Assignment shall be considered as effective and valid as the original.
RELEASE OF MEDICAL RECORDS FOR BILLING PURPOSES:  In many instances a “third party payer” will pay a portion of my entire medical bill related to today’s visit.  Examples of “third party payer’ are medical and auto insurance companies, workers’ compensation insurance carriers, Medicaid, Medicare or its related organizations.  In order for a “third party payer” to pay any or all of my bills related to visits at McCarron Lake Chiropractic.  I understand the “third party payer” may require information about the care and treatment I received.  I authorize McCarron Lake Chiropractic or its related entities to release to the “third party payers” any information needed to determine the payments related to the medical treatments I receive.  

PAYMENT POLICIES:  If your deductible has not been met, you will be expected to pay for services as rendered until the total deductible has been met.  Important: your insurance coverage is a contract between you and your insurance company and you are ultimately responsible for your bills here.  It is therefore, necessary for you to contact your insurance company to find out specific benefits.  There will be a $5.00 late fee each month for bills that are more than 30 days late.
AUTO/WORK COMP INSURANCE COVERAGE:  We will bill your insurance company for you and have payment come directly to McCarron Lake Chiropractic.  But, you are responsible for any charges not covered by your insurance company.  If checks are sent directly to you from your insurance company then you are solely responsible for that account with no deduction from that bill.  
X-RAY RELEASE:  It is the policies of McCarron Lake Chiropractic to mail all x-rays to any physician you want and not handed to the individual for transport.  We will have the x-rays sent the same day we receive a signed release from you.  We will pay postage, etc.  
RELEASE OF MEDICAL RECORDS FOR MY MEDICAL CARE OR AS REQUIRED BY LAW:  I understand that it is important that my medical providers have access to any of my medical records which will help them to safely treat me and manage my medical care.  I agree that a copy of my medical records, with the exception of psychotherapy notes, may be sent to any of my physicians or healthcare providers.  I also agree that McCarron Lake Chiropractic can release my medical records to accrediting or regulating agencies if those agencies request my records and if the law allows those agencies access to my records.  (Records are not automatically sent to your referring physicians.  They must be requested.)

Health Care Facility Requesting Records From:  _____________________________________________________________________________

Date Of Services Requested:  ALL AND ANY RECORDS ON FILE AS WELL AS RADIOGRAPHIC STUDIES (FILMS & REPORTS)

___________________________
____________________________
_________________

Print Name



Patient Signature/Other

Date

___________________________









If other, relationship



