INSURANCE

PATIENT INFORMATION

are R Who is responsible for this account?
SS/HIC/Patient 1D # Relationship to Patient
Patient Name P — Insurance Co.
Last Name
Group #
g First Name e T Is patient covered by additional insurance? [JYes [ No
ress
e Subscgibers Name
City
State Zip
E-mail <
Insurance
Sex (JM [JF e
e Group #
Birthdate ASSIGNMENT AND R
. A I certify that |, and/ol france coverage with
) Married ] Widowed 1 single 1 Minor L
- _. and assign directly to
] separated ] Divorced [ Partnered for years Name of Insurance
Occupation Dr. all insurance benefits, if any,
. otherwise payable to me for sg gerstand that | am financially
Patient Employer/School responsible for alf charges gnce. | authorize the use of
my signature on all insurg
Employer/School Address
The above-named dg g and may disclose
such information amed [nsurance Com, eir agents for
Byment for services and dete ance benefits
Employer/School Phone | } or the benefj Pr related services. This consent oy current
Pleted or one year from the date signed
Spouses Name
Birthdate _ re of Patient, Parent, Guardian or Personal Representa
S e
) Please print name of Patient, Parent, Guardian or Personal Representative
Spouses Employer
Whom may we thank for referring you? Date Relationship to Patient
PHONE NUMBERS ACCIDENT INFORMATION
Home Phone | ) Cell Phone [_____)_ Is condition due to an accident? []Yes [] No Date
Best time and place to reach you Type of accident [JAute [JWork [JHome [J]Other
IN CAS
N E OF EMERGENCY, CONTACT To whom have you made a report of your accident?
Name Relationship O Auto Insurance  [] Employer [[]Worker Comp. [ Other
Home Phone { } Work Phone | J Attorney Name (if applicable)

PATIENT CONDITION

Reason for Visit

When did your symptoms appear? = b g

Is this condition getting progressively worse? [JYes [No []Unknown

Mark an X on the picture where you continue to have pain, numbness, or tingling. .J ,'] ]/\ ll i

Rate the severity of your pain on a scale from | (least pain} to 10 (severe painj I.J_./.f" A\ \

Type of pain: [ Sharp s O Throbbing [ Numbness [JAching  [J Shooting (0 il I 1)
(OBurning [JTingling  [J Cramps [J stiffness (J Swelling  [] Cther L: _ \"'. { _!

How often do you have this pain? , lf | {I “ﬁ

Is it constant or does it come and go? \ f} [

Does it interfere with your (] Work [ Sleep [ Daily Routine  [] Recreation - 7
Activities or movements that are painful to perform [ Sitting [ Standing [] Walking [J Bending [J Lying Down
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HI{ALTH HISTORY_

Whst treatment have you already received for your condition? (] Medications  [J Surgery [ Physical Therapy
: [] Chiropractic Services [] None O Other

Narne and address of other doctor(s) who have treated you for your condition

Dat« of Last:  Physical Exam Spinal X-Ray Blood Test

Spinal Exam Chest X-Ray_ = Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan

Place a mark on “Yes" or “No” to indicate if you have had any of the following:
AIDS/HIV [OYes [JNo Chicken Pox [OYes [JNo Liver Disease [OYes [ONo Rheumatoid Arthritis [J Yes [ No
Alcoholism [OYes [INo Diabetes OYes [JNo Measles [JYes [JNo Rheumatic Fever OvYes [INo
Allergy Shots [OYes (ONo Emphysema COyes [JNo Migraine Headaches []Yes [JNo  Scariet Fever OYes [INo
Anemia {JYes [ONo Epilepsy CYes [JNo Miscarriage (OJyes [JNo Stroke OYes [JNo
Ancrexia OYes [ONo Fractures OYes [JONo Mononucleosis [IYes [ONo Suicide Attempt COYes [ONo
Appendicitis OYes ONo Glaucoma [JYes [JNo Multiple Sclerosis [ Yes [JNo Thyroid Problems [JYes []No
Arthritis Clyes [ONo  Goiter JYes [JNo Mumps OYes [JNo Tonsillitis OYes ONo
Asthima [OYes [JNo Gonorrhea OYes [JNo Osteoporosis [Oves [JNo Tuberculosis OYes [JNo
Blecding Disorders [lYes [JNo Gout OvYes [JNo Pacemaker [JYes [ONo Tumors, Growths [JYes [JNo
Bre.ist Lump [JYes [INo Heart Disease Clyes [ONo Parkinsons Disease []Yes [JNo Typhoid Fever CYes [JNo
Broichitis [OYes [ No Hepatitis [JYes [JNo Pinched Nerve [OYes [ONo Ulcers OYes [JNo
Bulimia ClYes CINo Hernia [OYes [JNo Pneumonia [JYes [JNo Vaginal Infections [JYes []No
Carcer [OYes [JNo Herniated Disk ClYes [JNo Polio [JYes [JONo Venereal Disease [JYes []No
Catracts OYes [ONo Herpes [OYes [JNo Prostate Problem [JYes [JNo Whooping Cough [JYes []No
Chernical High Cholesterol  [JYes [ No Prosthesis [OYes [INo Other
OvYes CINo Kidney Disease [JYes [ONc Psychiatric Care  [JYes [JNo

WORK ACTIVITY HABITS

{1 sitting (] smoking Packs/Day,
] Moderate [J Standing {0 Alcohol Drinks/Week
1 Daily [ Light Labor [] Coffee/Caffeine Drinks Cups/Day
[ -leavy ] Heavy Labor [] High Stress Level Reason

Are you pregnant? [ Yes [J No Due Date

Injuries/Surgeries you have had Description Date

Falis

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS ___

Pkarmacy Name

Prarmacy Phone | )




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 condition, the recommended chiropractic treatment, and the
potential risks involved with the recommended treatment. This information will assist you in making an informed decision
regarding whether or not to accept treatment. This information is not meant to scare or alarm you; it is simply an effort to
make you better informed so you may give or refuse to give your consent to treatment.

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

| have had the opportunity to discuss with the Doctor of Chiropractic named below, my diagnosis, the nature and purpose of
my chiropractic treatment, the risks and benefits of my chiropractic treatment, alternatives to my chiropractic treatment,
and the risks and benefits of alternative treatment, including no treatment at all.

| understand that, there are some risks to chiropractic treatment including, but not limited to:

O  Broken bones L Increased symptoms and pain
Dislocations No improvement of symptoms or pain

Sprains/strains Infection (acupuncture)

Punctured lung (acupuncture)

Worsening/aggravation of spinal conditions Other

o 0O o o gd

O
O
O Burns or frostbite (physical therapy)
O
O

Skin Conditions (massage therapy) Vascular problems

In rare cases there have been reported complications of arterial dissections (stroke) when a patient receives a cervical
adjustment. The complications 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.

| do not expect the doctor to be able to anticipate and explain all risks and complications. | 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



NOTICE OF PRACTICES AS REQUIRED BY THE PRIVACY REGULATIONS CREATED AS A RESULT OF THE HEALTH INSURANCE
PORTABILITY AND ACCOUNTABILITY ACT OF 1996 (HIPPA)

OUR COMMITMENT REGARDING YOUR PERSONAL HEALTH INFORMATION

Foundation Chiropractic Clinic is committed to maintaining and protecting the confidentiality of our
employees’ personal information. This Notice of Privacy Practices applies to [name of organization]
[name of the organization’s health plans covered by the privacy regulations, for example, health
benefits plans, dental plans, employee assistance plans (EAPs) and pharmacy benefit programs]
(collectively, the Plans). The Plans are required by federal and state law to protect the privacy of your
individually identifiable health information and other personal information. We are required to provide
you with this Notice about our policies, safeguards and practices. When the Plans use or disclose
your PHI, the Plans are bound by the terms of this Notice, or the revised Notice, if applicable.

HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU
' Effective Date: 04-14-03

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

If you have any questions about this notice, please contact Ella Kalantarov, 14100 US HWY 1, Juno
Beach, FL 33408.

OUR OBLIGATIONS:

We are required by law to:

= Maintain the privacy of protected health information
= Give you this notice of our legal duties and privacy practices regarding health information
about you

= Follow the terms of our notice that is currently in effect

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION:

The following describes the ways we may use and disclose health information that identifies you

(“Health Information”). Except for the purposes described below, we will use and disclose Health
Information only with your written permission. You may revoke such permission at any time by writing
to our practice Privacy Officer.

For Treatment. We may use and disclose Health Information for your treatment and to provide you
with treatment-related health care services. For example, we may disclose Health Information to
doctors, nurses, technicians, or other personnel, including people outside our office, who are
involved in your medical care and need the information to provide you with medical care.



For Payment. We may use and disclose Health Information so that we or others may bill and receive
payment from you, an insurance company or a third party for the treatment and services you

received. For example, we may give your health plan information about you so that they will pay for
your treatment.

For Health Care Operations. We may use and disclose Health Information for health care operations
purpcses. These uses and disclosures are necessary to make sure that all of our patients receive
quaiity care and to operate and manage our office. For example, we may use and disclose
inforniation to make sure the obstetrical or gynecological care you receive is of the highest quality.
We also may share information with other entities that have a relationship with you (for example, your
health plan) for their health care operation activities. '

Appointment Reminders, Treatment Alternatives and Health Related Benefits and Services. We may
use and disclose Health Information to contact you to remind you that you have an appointment with
us. We also may use and disclose Health Information to tell you about treatment alternatives or
health-related benefits and services that may be of interest to you. ;

Indjviduals Involved in Your Care or Payment for Your Care. When appropriate, we may share Health
Information with a person who is involved in your medical care or payment for your care, such as
your family or a close friend. We also may notify your family about your location or general condition
or disclose such information to an entity assisting in a disaster relief effort.

Rescarch. Under certain circumstances, we may use and disclose Health Information for research.
For example, a research project may involve comparing the health of patients who received one
treatment to those who received another, for the same condition. Before we use or disclose Health
Informiation for research, the project will go through a special approval process. Even without special
approval, we may permit researchers to look at records to help them identify patients who may be
incluced in their research project or for other similar purposes, as long as they do not remove or take
a copy of any Health Information.

SPECIAL SITUATIONS:

As Fequired by Law. We will disclose Health Information when required to do so by international,
federal, state or local law.

To Lvert a Serious Threat to Health or Safety. We may use and disclose Health Information when
necessary to prevent a serious threat to your health and safety or the health and safety of the public
or another person. Disclosures, however, will be made only to someone who may be able to help
prevznt the threat.

Business Associates. We may disclose Health Information to our business associates that perform
functions on our behalf or provide us with services if the information is necessary for such functions
or services. For example, we may use another company to perform billing services on our behalf. All
of our business associates are obligated to protect the privacy of your information and are not
allowed to use or disclose any information other than as specified in our contract.



Ty

Organ and Tissue Donation. If you are an organ donor, we may use or release Health Information to
organizations that handle organ procurement or other entities engaged in procurement, banking or
transportation of organs, eyes or tissues to facilitate organ, eye or tissue donation and
transplantation.

Military and Veterans. If you are a member of the armed forces, we may release Health Information as
required by military command authorities. We also may release Health Information to the appropriate
foreign military authority if you are a member of a foreign military.

Workers’ Compensation. We may release Health Information for workers’ compensation or similar
programs. These programs provide benefits for work-related injuries or iliness.

Public Health Risks. We may disclose Health Information for public health activities. These activities
generally include disclosures to prevent or control disease, injury or disability; report births and
deaths; report child abuse or neglect; report reactions to medications or problems with products;
notify people of recalls of products they may be using; a person who may have been exposed to a
disease or may be at risk for contracting or spreading a disease or condition; and the appropriate
government authority if we believe a patient has been the victim of abuse, neglect or domestic
violence. We will only make this disclosure if you agree or when required or authorized by law.

Health Oversight Activities. We may disclose Health Information to a health oversight agency for
activities authorized by law. These oversight activities include, for example, audits, investigations,
inspections, and licensure. These activities are necessary for the government to monitor the health
care system, government programs, and compliance with civil rights laws.

Data Breach Notification Purposes. We may use or disclose your Protected Health Information to
provide legally required notices of unauthorized access to or disclosure of your health information.

Lawsuits and Disputes. |f you are involved in a lawsuit or a dispute, we may disclose Health
Information in response to a court or administrative order. We also may disclose Health Information
in response to a subpoena, discovery request, or other lawful process by someone else involved in
the dispute, but only if efforts have been made to tell you about the request or to obtain an order
protecting the information requested.

Law Enforcement. We may release Health Information if asked by a law enforcement official if the
information is: (1) in response to a court order, subpoena, warrant, summons or similar process; (2)
limited information to identify or locate a suspect, fugitive, material witness, or missing person; (3)
about the victim of a crime even if, under certain very limited circumstances, we are unable to obtain
the person’s agreement; (4) about a death we believe may be the result of criminal conduct; (5) about
criminal conduct on our premises; and (6) in an emergency to report a crime, the.location of the
crime or victims, or the identity, description or location of the person who committed the crime.

Coroners, Medical Examiners and Funeral Directors. We may release Health Information to a coroner
or medical examiner. This may be necessary, for example, to identify a deceased person or

determine the cause of death. We also may release Health Information to funeral directors as
necessary for their duties.



National Security and Intelligence Activities. We may release Health Information to authorized federal
officials for intelligence, counter-intelligence, and other national security activities authorized by law.

Protective Services for the President and Others. We may disclose Health Information to authorized

federal officials so they may provide protection to the President, other authorized persons or foreign
heads of state or to conduct special investigations.

Inmates or Individuals in Custodly. If you are an inmate of a correctional institution or under the
custody of a law enforcement official, we may release Health Information to the correctional
institution or law enforcement official. This release would be if necessary: (1) for the institution to

provide you with health care; (2) to protect your health and safety or the health and safety of others;
or (9) the safety and security of the correctional institution.

USES AND DISCLOSURES THAT REQUIRE US TO GIVE YOU AN OPPORTUNITY TO OBJECT AND
OPT

Individuals Involved in Your Care or Payment for Your Care.Unless you object, we may disclose to a
member of your family, a relative, a close friend or any other person you identify, your Protected
Health Information that directly relates to that person’s involvement in your health care., If you are
unable to agree or object to such a disclosure, we may disclose such information as necessary if we
determine that it is in your best interest based on our professional judgment.

Disaster Relief. We may disclose your Protected Health Information to disaster relief organizations
that seek your Protected Health Information to coordinate your care, or notify family and friends of
your location or condition in a disaster. We will provide you with an opportunity to agree or object to
such a disclosure whenever we practically can do so.

YOUR WRITTEN AUTHORIZATION IS REQUIRED FOR OTHER USES AND DISCLOSURES

The following uses and disclosures of your Protected Health Information will be made only with your
writien authorization:

1. Uses and disclosures of Protected Health Information for marketing purposes; and

r

<. Disclosures that constitute a sale of your Protected Health Information

Other uses and disclosures of Protected Health Information not covered by this Notice or the laws
that zpply to us will be made only with your written authorization. If you do give us an authorization,
you may revoke it at any time by submitting a written revocation to our Privacy Officer and we will no
longer disclose Protected Health Information under the authorization. But disclosure that we made in
reliarce on your authorization before you revoked it will not be affected by the revocation.

YOUR RIGHTS:
You have the following rights regarding Health Information we have about you:

Right to Inspect and Copy. You have a right to inspect and copy Health Information that may be used
to make decisions about your care or payment for your care. This includes medical and billing



récords, other than psychotherapy notes. To inspect and copy this Health Information, you must
make your request, in writing, to Ella Kalantarov, 14100 US HWY 1, Juno Beach, FL 33408.

We have up to 30 days to make your Protected Health Information available to you and we may
charge you a reasonable fee for the costs of copying, mailing or other supplies associated with your
request. We may not charge you a fee if you need the information for a claim for benefits under the
Social Security Act or any other state of federal needs-based benefit program. We may deny your
request in certain limited circumstances. If we do deny your request, you have the right to have the
denial reviewed by a licensed healthcare professional who was not directly involved in the denial of
your request, and we will comply with the outcome of the review.

Right to an Electronic Copy of Electronic Medical Records. If your Protected Health Information is
maintained in an electronic format (known as an electronic medical record or an electronic health
record), you have the right to request that an electronic copy of your record be given to you or
transmitted to another individual or entity. We will make every effort to provide access to your
Protected Health Information in the form or format you request, if it is readily producible in such form
or format. If the Protected Health Information is not readily producible in the form or format you
request your record will be provided in either our standard electronic format or if you do not want
this form or format, a readable hard copy form. We may charge you a reasonable, cost-based fee for
the labor associated with transmitting the electronic medical record.

Right to Get Notice of a Breach.You have the right to be notified upon a breach of any of your
unsecured Protected Health Information.

Right to Amend. If you feel that Health Information we have is incorrect or incomplete, you may ask us
to amend the information. You have the right to request an amendment for as long as the information
is kept by or for our office. To request an amendment, you must make your request, in writing, to Ella
Kalantarov, 14100 US HWY 1, Juno Beach, FL 33408.

Right to an Accounting of Disclosures. You have the right to request a list of certain disclosures we
made of Health Information for purposes other than treatment, payment and health care operations
or for which you provided written authorization. To request an accounting of disclosures, you must
make your request, in writing, to Ella Kalantarov, 14100 US HWY 1, Juno Beach, FL 33408.

Right to Request Restrictions. You have the right to request a restriction or limitation on the Health
Information we use or disclose for treatment, payment, or health care operations. You also have the
right to request a limit on the Health Information we disclose to someone involved in your care or the
payment for your care, like a family member or friend. For example, you could ask that we not share
information about a particular diagnosis or treatment with your spouse. To request a restriction, you
must make your request, in writing, to Ella Kalantarov, 14100 US HWY 1, Juno Beach, FL 33408. We
are not required to agree to your requestunless you are asking us to restrict the use and disclosure
of your Protected Health Information to a health plan for payment or health care operation purposes
and such information you wish to restrict pertains solely to a health care item or service for which
you have paid us “out-of-pocket” in full. If we agree, we will comply with your request unless the
information is needed to provide you with emergency t -eatment.



Out-of-Pocket-Payments. If you paid out-of-pocket (or in other words, you have requested that we nbt '
bill your health plan) in full for a specific item or service, you have the right to ask that your Protected
Health Information with respect to that item or service not be disclosed to a health plan for purposes
of payment or health care operations, and we will honor that request.

Rigiit to Request Confidential Communications. You have the right to request that we communicate
with you about medical matters in a certain way or at a certain location. For example, you can ask
that we only contact you by mail or at work. To request confidential communications, you must make
your request, in writing, to Ella Kalantarov, 14100 US HWY 1, Juno Beach, FL 33408. Your request
must specify how or where you wish to be contacted. We will accommodate reasonable requests.

Rigiit to a Paper Copy of This Notice. You have the right to a paper copy of this notice. You may ask
us to give you a copy of this notice at any time. Even if you have agreed to receive this notice

electronically, you are still entitled to a paper copy of this notice. To obtain a paper copy of this
notice, Ella Kalantarov, 14100 US HWY 1, Juno Beach, FL 33408.

CHANGES TO THIS NOTICE:

We reserve the right to change this notice and make the new notice apply to Health Information we
already have as well as any information we receive in the future. We will post a copy of our|current

notice at our office. The notice will contain the effective date on the first page, in the top right-hand
corner.

COMFLAINTS:

If you believe your privacy rights have been violated, you may file a complaint with our office or with
the Secretary of the Department of Health and Human Services. To file a complaint with our office,
contact Ella Kalantarov, 14100 US HWY 1, Juno Beach, FL 33408. All complaints must be made in
writing. You will not be penalized for filing a complaint.

You may contact our office at:

Founciation Chiropractic Clinic

14100 US HWY 1

Juno 3each, FL 3340

foundationchiroclinics@gmail.com

phorie : 561-626-6711 '

fax: 561-626-6733

The Plans may change the terms of this Notice at any time. If the Plans change this Notice, the Plans
may rnake the new Notice terms effective for all of your PHI that the Plans maintain, including any
information the Plans created or received before we issued the new Notice. If the Plans change this
Notice, the Plans will make it available to you.



FOUNDATION CHIROPRACTIC CLINIC
14100 US HWY 1
JUNO BEACH, FL 33408

RECEIPT OF NOTICE OF PRIVACY PRACTICE
WRITTEN ACKNOWLEDGEMENT FORM

1, , have read a copy of Foundation

Print Name
Chiropractic Clinic’s Notice of Patient Privacy Practices.

Signature of Patient 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 Y2 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 Y2 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 information
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 condition pertaining to my physical or mental condition, past,
present or future. A photo static copy of this authorization should likewise be

honored.
Dated this day of , 20
Patient Signature Print Name of Patient

Date of Birth
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