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PREGNANCY WAIVER 
 

I hereby acknowledge that Physicians Plus Spine and Rehab Center has informed me prior to being x-rayed of the 

advisability of risk and the probable consequences of receiving x-rays during pregnancy. I have stated on my own that 

I was not pregnant at the time and do hereby release and hold harmless from any legal action or responsibility caused 

by the use of this procedure.  

 
____________________________________________   _______________________________________  

Printed Name of Patient      Date 

 

_____________________________________________ 

Signature of Patient  
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Insurance Information 
 

Name: _____________________________________________________ Date: _______________ 

 

Name of the Insurance carrier responsible for payment: __________________________________ 

Insurance Claim Number: _____________________________ 

Name of Insurance Company’s Claim Adjustor that has been assigned to handle the bodily injury portion 

of your claim: __________________________________  

Adjustors Telephone Number: ______________________________ Ext: ____________________ 

 

Important - for your protection 
 

[ ] Yes  [ ] No  I have completed and returned all of the required insurance forms to initiate 

payment of my medical bills. 

[ ] Yes  [ ] No I am fully aware that it is my responsibility to complete all forms as mandated by 

my insurance company in order to have my medical expenses paid. 

[ ] Yes  [ ] No I am aware that if I have not completed all paperwork (in a timely manner) my 

medical expenses will not be covered and it is possible for my insurance carrier 

to deny payment of my entire claim. 

Note:   We’re fully aware that dealing with insurance companies after an injury can be 

potentially confusing.  We are here at your service to provide support to the 

very best of our ability.  Please never hesitate to ask for assistance. 

 

Private Insurance Information 
 

The name of your private insurance company: _________________________________________ 
 

ID Number: ______________________________ 

Please Note:   This information is important for your protection in the unlikely event of the 

denial of your claim. 

Important: Please allow us to make a copy of your insurance card for our own records. 

 

Attorney Information (If applicable) 

[ ] Yes  [ ] No Do you have an attorney to assist you?  If yes, please complete below. 

 Attorney ____________________________________________ 

 Law Firm:  ____________________________________________ 

 Paralegal: ____________________________________________ 

 Address: _____________________________________________ 

 Telephone: ____________________________________________ 
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Informed Consent 
To the Patient: Please read this entire document prior to signing it. It is important that you understand the 

information contained in this document. Please ask questions before you sign if there is anything that is unclear.  
 

The nature of the chiropractic adjustment.  
The primary treatment used by doctors of chiropractic is spinal manipulative therapy. I will use that procedure to treat you. I may use my hands or a 
mechanical instrument upon your body in such a way as to move your joints. That may cause an audible "pop" or "click," much as you have experienced 
when you "crack" your knuckles. You may feel a sense of movement.  

 

Analysis / Examination / Treatment  
As a part of the analysis, exanimation, and treatment, you are consenting to the following procedures: (Please initial each procedure to 

give consent.) 
__ spinal manipulative therapy  __ palpation   __ range of motion testing 
__ orthopedic testing  __ basic neurological testing  __ muscle strength testing 
__ postural analysis testing __ ultrasound   __ hot/cold therapy  
__ radiographic studies  __ EMS   __ vital signs 
__ Other (please explain): ______________________________  

 

The risks inherent in chiropractic adjustment.  
As with any healthcare procedure, there are certain complications which may arise during chiropractic manipulation and therapy. These complications 
include but are not limited to: fractures, disc injuries, dislocations, muscle strain, cervical myelopathy, costovertebral strains and separations, and burns. 
Some types of manipulation of the neck have been associated with injuries to the arteries in the neck leading to or contributing to serious complications 
including stroke. Some patients will feel some stiffness and soreness following the first few days of treatment. The Doctor will make every reasonable 
eff0rt during the examination to screen for contraindications to care; however, if you have a condition that would otherwise not come to the Doctor's 
attention it is your responsibility to inform the Doctor.  

 

The probability of those risks occurring.  
Fractures are rare occurrences and generally result from some underlying weakness of the bone which we check for during the taking of your history 
and during exanimation and X-ray. Stroke and /or arterial dissection caused by chiropractic manipulation of the neck has been the subject of ongoing 
medical research and debate. The most current research on the topic is inconclusive as to a specific incident of this complication occurring. If there is a 
causal relationship at all it is extremely rare and remote. Unfortunately, there is no recognized screening procedure to identify patients with neck pain 
who are at risk of arterial stroke. 

 

The availability and nature of other treatment options.  
Other treatment options for your condition may include:  

• Self-administered, over-the-counter analgesics and rest  
• Medical care and prescription drugs such as anti-inflammatory, muscle relaxants and   pain-killers  
• Hospitalization  
• Surgery  

If you chose to use one of the above noted "other treatment" options, you should be aware that there are risks and benefits of such options and you 
may wish to discuss these with your primary medical physician.  

 

The risks and dangers attendant to remaining untreated.  
Remaining untreated may allow the formation of adhesions and reduce mobility which may set up a pain reaction further reducing mobility. Over time 
this process may complicate treatment making it more difficult and less effective the longer it is postponed.  

 

CONSENT TO TREATMENT (MINOR) 

I hereby request and authorize Physicians Plus Spine and Rehab Center to perform diagnostic tests and render chiropractic adjustments and 
other treatment to my minor son/daughter: ___________________________. This authorization also extends to all other doctors and office 
staff members and is intended to include radiographic examination at the doctor's discretion. As of this date, I have the legal right to select and 
authorize health care services for the minor child named above. (If applicable) Under the terms and conditions of my divorce, separation or 
other legal authorization, the consent of a spouse/former spouse or other parent is not required. If my authority to so select and authorize this 
care should be revoked or modified in any way, I will immediately notify this office.  
 

DO NOT SIGN UNTIL YOU HA VE READ AND UNDERSTAND THE ABOVE. PLEASE CHECK THE APPROPRIATE BLOCK 
AND SIGN BELOW  
 

I have read  or have had read to me  the above explanation of the chiropractic adjustment and related treatment. I have discussed it with 
Physicians Plus Spine and Rehab Center and have had my questions answered to my satisfaction. By signing below, I state that I have 
weighed the risks involved in undergoing treatment and have decided that it is in my best interest to undergo the treatment recommended. 
Having been informed of the risks, I hereby give my consent to that treatment.  
 

Date: ______________________________  Date: ______________________________ 
 
 

___________________________________  ___________________________________ 
Patient’s Name     Doctor’s Name 
 

___________________________________  ___________________________________ 
Signature      Signature 
 

___________________________________  
Signature of Parent or Guardian (if a minor) 
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AUTHORIZATION FOR COMMUNICATION 

 I authorize communication between Physicians Plus Spine and Rehab Center staff and the person(s) listed below 

on my behalf regarding my information including medical records, billing, and/or scheduling. (This communication 

may be sent by email if requested.) 

 Family Member: ______________________ ______________ 

 Other: _______________________________________ _____ 

 Physician’s Office: ___________________________________ 

 I authorize Physicians Plus Spine and Rehab Center to leave voicemail and/or text message reminders about 

scheduling and/or billing at the number indicated on these forms and/or at __________________.  

 I DO NOT authorize the release of information to anyone. (I understand by doing this no one can talk on my 

behalf and no information will be release to any one including other doctor’s office or attorney’s office.)  

 I DO NOT authorize Physicians Plus Spine and Rehab Center to leave voicemail and/or text message reminders 

about scheduling and/or billing. 

By signing below, I authorize Physicians Plus Spine and Rehab Center to communicate by mail or email with myself and/or those I have given 

authorization. I know that I am under no obligation to authorize Physicians Plus Spine and Rehab Center to send emails and/or text messages. I 

understand that releasing medical information or communicating by email and/or text messages is not a secure format of communication. There 

is some risk that individually identifiable health information or other sensitive or confidential information contained in email communication 

may be misdirected, disclosed to or intercepted by unauthorized third parties. Information included in email and/or text messages 

communication may include your first name, date/time of appointments, name of physician, and physician phone number, or other pertinent 

information. This Authorization for Communication will remain in effect until terminated by me in writing. 

By signing below, I accept and understand the risk explained above. 

 

Acknowledgment of Privacy Practices 
Our practice is committed to protecting privacy and confidentiality. With my consent, Physicians Plus Spine and Rehab Center, 

may use and disclose Protected Health Information (PHI) about me or my dependent to perform treatment, payment and 

healthcare operations (TPO). Please refer to Notice of Privacy Practices of Physicians Plus Spine and Rehab Center for a 

complete description of such uses and disclosures. I acknowledge that a copy of said Notice of Privacy Practices was offered to 

me. 

 
Date: ______________________________    Date: ______________________________ 

 
_____________________________________________________ ___________________________________ 
Patient’s Name       Name of Parent or Guardian (if a minor) 
 
_____________________________________________________ ___________________________________ 
Signature       Signature of Parent or Guardian (if a minor) 
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HIPPA Authorization 

Patient Name:________________________________________________ DOB:____________________ 

THE FOLLOWING PHI IS TO BE RELEASED: (PATIENT OR PATIENT REPRESENTATIVE MUST CHECK ONE BOX FOR 

EACH ITEM): 

Yes  No  Items Requested    Yes  No  Items Requested   

        Physician Notes          All Medical Records on file 

       X-Ray Reports          Lab Results   

       MRI Scans          Claims/Billing Information 

       CT Scans           Other: ___________________ 

REVIEW OF PROCEDURES AND SELECTION OF INSPECTION OR COPYING OF MEDICAL RECORDS: 

Your request to inspect or copy your PHI will be reviewed by the Medical Records Clerk of Physicians Plus Spine and Rehab 

Center who will determine if the information requested can be made available to you. We may legally prohibit from making 

certain information available to patients or the patients’ representatives, including: Psychotherapy Notes, information related to 

legal proceedings, information that federal or state laws prevent us from disclosing, information that is related to medical 

research in which you have agreed to participate, information whose disclosure may result in harm or injury to you or to 

another person, and information that was obtained under a promise of confidentiality. 
 

 Inspection of Medical Records: We will complete our review of your request and will arrange for you to inspect your 

records at our Bear office within a minimum of 14 business days of your request. 

 Copying of Medical Records: We will complete our review of your request and within the limitations of the law, we 

will make every effort to accommodate your request. If we deny your request, in whole or in part, you may request 

that we review that decision. It will take a minimum of 14 business days before your records will be copied. We will 

call you when your records are ready to be picked up at the Bear office. 
 

Indicate the reason why you want your medical records copied: ________________________________ 

Provide full name and address if you want your records mailed to your doctor: ___________________ 
 

I understand that my PHI may be redisclosed by the person or entity receiving my PHI from Physicians Plus Spine and Rehab 
Center, and that it then may no longer be protected by federal privacy regulations. State law may or may not prohibit such 
redisclosure by the person or entity receiving my PHI from Physicians Plus Spine and Rehab Center I voluntarily sign this 
authorization, and I understand that my health care will not be affected if I do not sign this form. I understand that I have the 
right to receive a copy of this authorization. I also understand that I may revoke or modify this authorization at any time by 
notifying Physicians Plus Spine and Rehab Center in writing. I understand that my revocation or modification of this authorization 
will not affect any actions taken by Physicians Plus Spine and Rehab Center in reliance on this authorization before Physicians 
Plus Spine and Rehab Center receives my request for revocation or modification. I must sign and date my written request and 
send it to the following address: Medical Records Department, Physicians Plus Spine and Rehab Center, 1701 Pulaski Highway, 
Bear, DE 19701. 

The authorization will expire on (date no more than one year in advance): ______________________ 

Signature of Patient/Guardian:____________________________________Date:__________ 
If you are signing as the patient’s representative, print your name: __________________________________ 

Please indicate your relationship to the patient: 
 Parent, guardian or caregiver of a minor patient. 

 Guardian or conservator of an incompetent patient. 

 Beneficiary or personal representative of a deceased patient. 

 Other: ________________________________________________________(Specify Relationship) 
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LIEN ASSIGNMENT – LETTER OF PROTECTION 
 

I herby enter into the following agreement with (Physicians Plus Spine and Rehab Center LLC), hereinafter known as "the 
provider" in order to guarantee payment for services rendered by the provider to me. I understand that I am directly and fully 
responsible to the provider for all medical bills for services rendered to me. I understand that I am directly and fully responsible 
to the provider for any remaining balance on all medical bills for services rendered to me that were submitted on my behalf to 
the responsible insurance carrier. This document further serves to acknowledge my responsibility to repay all remaining 
balances subsequent to all the applicable insurance payments. I agree to make myself available to appear or correspond with 
the provider as often as may be necessary for any collections effort that is undertaken. 
 

I agree to comply with all Insurance Company regulations including, but not limited to examinations under oath and 
independent medical examinations. I understand that any failure on my part to comply with any condition precedent to 
insurance coverage, may, at the election the medical provider, serve to revoke any assignment of benefits. 
 

The Provider agrees to seek compensation from the appropriate insurance carrier prior to invoking the terms of the lien based 
on the accuracy of the information the patient has provided. The patient shall provide all necessary insurance information, 
police reports, and any additional documentation, or information deemed necessary by the provider for the submission of the 
aforementioned insurance claim as applicable. Failure to provide the accurate insurance information leading to a viable source 
of coverage may serve to invalidate any executed assignment of benefits. 
 

I hereby give and grant this lien on my case to Physicians Plus Spine and Rehab Center LLC against any and all proceeds of 
settlement, judgement, verdict, or other disposition of any litigation filed or contemplated on my behalf that may be paid to 
me OR MY ATTORNEY as a result of the injuries for which I have been treated. I grant the provider the aforesaid lien against 
such sums of the aforesaid settlement, judgment, verdict, or other disposition of any litigation filed or contemplated on my 
behalf as may be necessary to adequately reimburse the provider for services rendered to me and towards all outstanding 
balances. 
 

I hereby agree to provide accurate contact information for the attorney pursuing any litigation on my behalf. 
 
I hereby direct and authorize direct payment to the provider, such sums as may be due and owing for medical services 
rendered to me. I further direct my ATTORNEY to honor the aforesaid lien and to withhold such sums from any settlement, 
judgement, verdict or other disposition of any litigation filed or contemplated on my behalf as may be necessary to adequately 
reimburse the provider for services rendered to me towards all outstanding balances. 
 

I understand that this document may NOT be rescinded and that my ATTORNEY shall not honor any such rescission. I hereby 
instruct that in the event another ATTORNEY is substituted in my case, the new ATTORNEY honor this lien as inherent to the 
settlement, judgement, verdict, or other disposition of any litigation filed or contemplated on my behalf and enforceable upon 
the case as if it were executed by him/her. I hereby direct my attorney, on demand, to provide the status of such litigation to 
the provider or this attorney engaged in any collection efforts. Furthermore, I direct my attorney to contact the provider prior 
to disbursement of any funds to ascertain any outstanding balances due and owing to Physicians Plus Spine and Rehab Center 
LLC 
 

By signing below, I am stating that I have read and understand this agreement that I have signed. 
 

Date: ______________________________    Date: ______________________________ 
 
_____________________________________________________  ___________________________________ 
Patient’s Name       Name of Parent or Guardian (if a minor) 
 
_____________________________________________________  ___________________________________ 
Signature        Signature of Parent or Guardian (if a minor) 
 

As the Attorney of record for the above patient, I agree to observe the terms of this agreement and to act in accordance with the 

agreement between the Clinic and my client by paying directly from the proceeds of any settlement, judgment or recovery that 

patient is entitled to receive after attorney fees and costs and any valid hospital liens are paid.  

 

Date: ______________________________    ___________________________________ 
        Signature of Attorney 

 


