
Last Name: _____________________     Sex:  M / F                               Nearest Relative not living with you:

First: __________________________     Marital Status: S  M  D W                   __________________________

Street: _________________________    DOB: ________________                   Address: ___________________

City: __________________________              Phone: ____________________

Postal Code: _________     State: ____     Driver’s Lic.#__________________

Home Tel: _____________________        

Cell: __________________________       Employer ____________________        

Work Tel: ______________________       Employer Address _____________

E-mail: ________________________       ____________________________

SS# ___________________________      Employer Phone: ______________

 How long has it been since your 
last chiropractic adjustment? 

 
 

Who referred you to our office? 
 
 

INJURY INFORMATION

PATIENT INJURY QUESTIONAIRE

PAYMENT / INSURANCE INFORMATON



Thank you for choosing South Jordan Chiropractic





PATIENT AGREEMENTS 
 
In consideration of treatment by the doctor the undersigned agrees as follows: 

1. To pay the amount charged by the doctor for all professional treatment and 
services to the undersigned and /or his/her family.  Payment to be made to South 
Jordan Chiropractic, LLC. 

 
2. All charges are due and payable at the time of service unless other financial 

agreements are made. 
 

3. Any balance due 30 days after treatment will be subject to a 2% per month 
service charge (APR of 24%) 

 
4. To pay all collection fees, settlement costs and reasonable attorney fees in the 

event of referral to any collection agency, arbitration / mediation process, or suit.  
I further agree to pay all costs of collections, including a 50% agency 
commission. 

 
5. That in the event of death, this obligation shall be binding on the estate, heirs or 

successors of the undersigned. 
 
 
FINCIAL ARRANGEMENTS 
 

1. This office will accept payment for services by cash, check and all major credit cards. 
 
2. This office has several types of financial plans available.  A Chiropractic Assistant 

will discuss this with you upon request.  Financial arrangements must be set to paper 
and signed by both parties to be binding to office policy. 

 
 
CHIROPRACTIC INSURANCE 
 

1. If you have medical insurance that covers chiropractic, your estimate portion is due 
and payable at the time of service.  If after this office receives payment from the 
insurance company, a balance remains, a statement will be sent to you.  If your 
insurance is Blue Cross/ Blue Shield (i.e.; ValueCare) full payment is due at time of 
service as their policy is to pay the insured direct. 

 
2. If an insurance payment is not received within 60 days, the full amount is due and 

payable. 
 

3. The filing of a secondary insurance is your responsibility.  The necessary insurance 
forms will be given to you at time of service.   

 
 
 
 
 
 
 
 
 
 

I/We do herby agree to the above agreement.  I also give permission for the doctor and/or his designated employees to 
perform chiropractic services for any minors I/We are responsible for.  The name of such minors are listed below. 
 
 
Print patient’s name 
 
 
Patient Signature     Date 



HIPPA Notice of Privacy Practices 
 
This Notice of Privacy Practices describes how we may use and disclose your protected health 
information to carry out treatment, payment or health care operations and for other purposes that 
are permitted or required by law.  It also describes your rights to access and control your 
protected health information.  “Protected health information” is information about you, including 
demographic information, that may identify you and that relates to your past, present or future 
physical or mental health or condition and related health care services.  
 
Use and disclosure of protected information 
 
Your health information will only be used by the doctor, our office staff and others outside of our 
office that are involved in your case of treatment for the purpose of providing health care services 
to you, to pay your health care bills, to support the operation f the physician’s practice, and any 
other use required by law. 
 
Health Operations 
We may use or disclose your protected health information in the following situations without 
your authorization.  These situations include: as Required by Law, Public Health issues as 
required by law, Communicable Diseases; Health Oversight; Abuse or Neglect, Food and Drug 
Administration requirements, Legal proceedings; Law Enforcement, Coroners, Funeral Directors 
and Organ Donation; Research; Criminal Activity; Military Activity and National Security; 
Workers’ Compensation; Inmates.  Under the law we must make disclosures to you and when 
required by the Secretary of the department of Health and Human Services to investigate or 
determine our compliance with the requirements of Section 164.500. 
 
Your Rights 
You have the right to inspect and copy your protected health information other than 
psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, 
criminal or administrative action or proceeding and protected health information that is subject to 
law that prohibits access to protected health information.  
 
You have the right to request to receive confidential communications from us by alternative 
means or at an alternative location.   You have the right to obtain a paper copy of this notice from 
us, upon request. 
 
You have the right to receive an accounting of certain disclosures we have made, if any, of 
your protected health information.  
 
Complaints 
You may complain to us or to the Secretary of Health and Human Services if you believe your 
privacy rights have been violated by us.  You may file a complaint with us by notifying our 
privacy contact of your complaint.  We will not retaliate against you for filing a complaint. 
 
This notice was published and becomes effective on/or before April 14, 2003 
 
Signature below is only acknowledgement that you have received this notice of our Privacy 
Practices: 
 
 
Print patient’s name 
 
 
Patient Signature    Date 




