




FOUNDATION CHIROPRACTIC CLINIC 
14100 US Highway One 
Juno Beach, FL 33408 

(561) 626-6711 

Patient Policy 

Arriving for your appointment: Patients scheduled for therapy should arrive no later than 5 
minutes prior to their scheduled appointment time. We understand that situations arise that 
might cause you to arrive late for your scheduled appointment. The courtesy of a phone call 
informing us that you may be late is appreciated. Efforts will be made to still a patient who 
arrives late. However, you may not receive your full amount of time for massage or in some 
situations, it may necessary to reschedule. 

New patients are expected to arrive at least 30 minutes prior to your scheduled time to 
complete paperwork. If paperwork has been completed prior to the appointment day, new 
patients should arrive at least 15 minutes early. 

No show/Late Cancellation fee: We make every effort to make appointments for patients as 
requested. Therefore, all appointment times are precious. In the event that your appointment 
with the Doctor needs to be rescheduled, we request an hour in advance or “no shows” are 
subject to a fee. This fee must be paid before a new appointment is scheduled.  

Insurance cards/Personal information forms:  It is necessary for us to keep all of our  

to update personal information and present your insurance card at least every 3 months. A 
photo ID will also be requested if none is present in the chart. It is suggested that you arrive 10 
minutes prior to your scheduled appointment time to update forms.  

Supplements: Unopened products may be exchanged or returned for a credit within 30 days 
of purchase.  

Payment Policy 

Insurance: Insurance is a contract between you and your insurance company. We are NOT a 
party to this contract, in most cases. We will bill your primary insurance company as a courtesy 
to you. If your insurance company requires a referral and/or preauthorization, you are 
responsible for obtaining it. Failure to obtain the referral and/or preauthorization may result in 
the bill for services becoming your responsibility.  

Payment options if you have insurance: As a courtesy, we will file insurance claims for 
patients who present a valid insurance card. We require that payment for co-pays and services 
not covered by paid at the time services are rendered by cash, check, or credit card (Master 
Card, Visa, Amex, Discover are accepted). 



Payments options if you DO NOT have insurance: We require that payment for all office 
visits be paid at time/date of service. You may choose to pay by cash, check, or credit card 
(Master Card, Visa, Amex, Discover are accepted). 

Returned checks: There is a fee (currently $25) for any checks returned by the bank. 

Waiver of confidentiality: You understand if this account is submitted to a collection agency 
or attorney, if we have to litigate in court, or if your past due status is reported to a credit 
reporting agency, the fact that you received treatment at our office may become a matter of 
public record.  

Divorce: In case of divorce or separation, the party responsible for the account prior to the 
divorce or separation remains responsible for the account. After a divorce or separation, the 
parent authorizing treatment for a child will be the parent responsible for those subsequent 
charges. If the divorce decree requires the other parent to pay all or part of the treatment 
costs, it is the authorizing parent’s responsibility to collect from the other parent.  

Co-signature: If another person signs this or another financial policy, that co-signature remain 
in effect until canceled in writing. If written cancellation is received, it becomes effective with 
any subsequent charges.  

Effective date: Once you have signed this agreement, you agree to all of the terms and 
conditions contained herein and the agreement will be in full force and effect. 

Patient’s name: ____________________________________________________ 

Responsible party 
(if not the patient):_________________________________________________ 

Signature: _______________________________ Date: ___________________ 

Co-signature:_____________________________  Date:___________________



Informed	Consent	for	Chiropractic	Treatment	
TO THE PATIENT:  You have a right to be informed about your condi4on, the recommended chiroprac4c treatment, and the 
poten4al risks involved with the recommended treatment. This informa4on will assist you in making an informed decision 
regarding whether or not to accept treatment. This informa4on is not meant to scare or alarm you; it is simply an effort to 
make you be?er informed so you may give or refuse to give your consent to treatment. 

I request and consent to chiroprac1c adjustments and other chiroprac1c procedures, including various modes of physical 
therapy, massage therapy, mechanical trac1on, supplementa1on/topical pain relievers (which may not be FDA approved to 
treat your condi1on), and diagnos1c X-rays.  The chiroprac1c treatment may be performed by Dr. Grant Schneider, Dr. Ella 
Kalantarov, and/or other licensed Doctors of Chiroprac1c working at this clinic or office. Chiroprac1c treatment may also be 
performed by a Doctor of Chiroprac1c who is serving as a backup for the Doctors of Chiroprac1c named above. 

I have had the opportunity to discuss with the Doctor of Chiroprac1c named below, my diagnosis, the nature and purpose of 
my chiroprac1c treatment, the risks and benefits of my chiroprac1c treatment, alterna1ves to my chiroprac1c treatment, 
and the risks and benefits of alterna1ve treatment, including no treatment at all.  

I understand that, there are some risks to chiroprac1c treatment including, but not limited to: 

□ Broken bones     □  Increased symptoms and pain 

□ Disloca1ons     □  No improvement of symptoms or pain 

□ Sprains/strains     □  Infec1on (acupuncture) 

□ Burns or frostbite (physical therapy)   □  Punctured lung (acupuncture) 

□ Worsening/aggrava1on of spinal condi1ons  □  Other ______________________________ 

□ Skin Condi1ons (massage therapy)                                  □  Vascular problems 

In rare cases there have been reported complica1ons of arterial dissec1ons (stroke) when a pa1ent receives a cervical 
adjustment. The complica1ons reported can include temporary minor dizziness, nausea, paralysis, vision loss, locked in 
syndrome (complete paralysis of voluntary muscles in all parts of the body except for those that control eye movement), 
and death. 

I do not expect the doctor to be able to an1cipate and explain all risks and complica1ons. I also understand that no 
guarantees or promises have been made to me concerning the results expected from the treatment. 

I have read, or have had read to me, the above consent.  I have also had an opportunity to ask questions. All of my questions 
have been answered to my satisfaction.  By signing below, I consent to the treatment plan.  I intend this consent form to cover 
the entire course of treatment for my current condition.  

To be completed by the patient:      To be completed by the patient’s representative:  
____________________________________  ______________________________________ 
patient printed name      patient printed name 
____________________________________  ______________________________________ 
patient signature    printed name of patient’s representative 
____________________________________  ______________________________________ 
date signed      signature of patient’s representative 
                   as:___________________________________ 
        relationship/authority of patient’s representative 
       ____________________________ 
       date signed 

To be completed by doctor or staff:   
____________________________________________          _____________________________________ 
witness to patient’s signature       date 
____________________________________________         _____________________________________ 
translated by 















FOUNDATION CHIROPRACTIC CLINIC 
14100 US HWY 1 

JUNO BEACH, FL 33408 

RECEIPT OF NOTICE OF PRIVACY PRACTICE 
WRITTEN ACKNOWLEDGEMENT FORM 

I, _________________________________________, have read a copy of FoundaIon  
                                    Print Name 
ChiropracIc Clinic’s NoIce of PaIent Privacy PracIces. 

________________________________    ______________________ 
Signature of PaIent or Parent      Date     
Or Legal Guardian 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  



FOUNDATION CHIROPRACTIC CLINIC 

MISSED THERAPY POLICY 

 
Patients scheduled for therapy should arrive no later than 5 minutes prior to their scheduled appointment 
time. We understand that situations arise that might cause you to arrive late for your scheduled appointment. 
The courtesy of  a phone call informing us that you may be late is appreciated. Efforts will be made to still 
see a patient who arrives late. However, you may not receive your full amount of  time for therapy or in 
some situations, it may be necessary to reschedule. We make every effort to make appointments for patients 
as requested. Therefore, all appointment times are precious. In the event that your appointment needs to be 
rescheduled or canceled, there are a few guidelines that we request you to follow as a patient. 

• You may cancel your appointment without charge anytime 24 hours prior to your scheduled 
service. 

• If  you give less than a 24-hour notice of  cancellation for an appointment, you will be 
charged 50% of  the scheduled service price as follows: 

o ½ hour therapy = $22.50 

o 1 hour therapy = $40.00 

o Adjustment = $25.00 

• If  you do not call to cancel your appointment or do not show up for your scheduled 
appointment, you will be charged full price for the scheduled service.  

o ½ hour therapy = $45.00 

o 1 hour therapy = $80.00 

o Adjustment = $50.00 

If  a missed therapy fee is not collected from the patient, that patient will no longer be able to schedule 
additional therapy sessions until the amount has a zero balance.  

By signing below, I, ____________________________, agree to the fees of  the Missed Therapy Policy for 
Foundation Chiropractic Clinic and agree to abide by the terms in this agreement.  

_________________________________    _____________  
Signature   Date



FOUNDATION CHIROPRATIC CLINIC 
14100 US HWY ONE 

JUNO BEACH, FL 33408 
P: 561-626-6711 
F: 561-626-6733

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 

To: 

____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________ 

You are hereby authorized and requested to furnish any and all informa5on 
including reports, records and x-rays to GRANT A SCHNEIDER, D.C. or ELLA 
KALANTAROV, D.C. of FOUNDATION CHIROPRACTIC CLINIC with respect to any 
injury, disease or condi5on pertaining to my physical or mental condi5on, past, 
present or future. A photo sta5c copy of this authoriza5on should likewise be 
honored. 

Dated this_________ day of _____________________, 20_______. 

__________________________            ______________________ 

PaRent Signature    Print Name of PaRent 

__________________ 

Date of Birth
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