Bellevue Chiropractic Centre
Improving Function, Improving Life
Bill Walsh, DC

Bridget Walsh, DC
Clinic Policies

We believe that a clear definition of our clinic policies will allow us both to concentrate on the most important issue – your health.
We will be happy to answer any questions you may have regarding our policies, your account, or insurance coverage.

Patient Payment Policy

Payment is expected at the time of service. Most insurance policies cover chiropractic care. We will be happy to file your
primary and secondary insurance claims as a service to you. We cannot take responsibility for what your health insurance will
or will not cover. Your co-pays and deductible payment are expected at the time of service. However, the patient’s health needs
are paramount, and, upon your request, our staff will arrange for payment plans if need be. Properly documented Worker’s
Compensation and auto accident claims are not required to be paid at the time of service.

Appointments

In order to better serve our patients, we ask that you call if you are unable to make your appointment or if you will be late.

Emergencies or After Hour Calls

In case of an emergency, you may contact the office for a special appointment any time during regular office hours. If you, a friend,
or family member requires after hours or weekend assistance, you may call the clinic for special assistance.

Who is responsible for your bill?

___ Self ___Spouse ___Parent ___Insurance ___Worker’s Comp ___Auto Insurance ___Medicare ___Medicaid
We welcome you to ask the doctors or staff about questions about your account or any aspect of your care. Getting you well is our
primary concern.
I have read the Bellevue Chiropractic Centre Policies and will honor them.
__________________________________________
Patient Signature

Date

_____________________

Insurance Information

Insurance Company Name ____________________________
ID# _______________________________
Name of Insured ______________________________
Insured’s DOB ________________________________
Insured’s Phone # _____________________________

Phone Number __________________________
Group# ______________________________
Relationship ____self _____spouse ____ parent
Insured’s SS# __________________________________
Insured’s Employer _________________________________

Assignment and Release

I, the undersigned, certify that I (or my dependent) have insurance coverage and assign directly to Bellevue Chiropractic all
insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all
charges, whether or not paid by insurance. I hereby authorize the doctors to release all information to secure the payment of
benefits. I authorize the use of my signature on all insurance submissions.
_________________________________________
Responsible Party Signature

Date

_________________________________
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Consent for Use or Disclosure of Health Information
While the Health Insurance Portability & Accountability Act (HIPPA) requires us to give you this disclosure, please
understand that we are very concerned with protecting your privacy and will always respect the privacy of your health
information. Bellevue Chiropractic Centre may need to use your name, address, phone number, and your clinical records to
contact you with appointment reminders, information about treatment alternatives, or other health related information that
may be of interest to you. If this contact is made by phone and you are not at home, a message will be left on your answering
machine. By signing this form, you are giving us authorization to contact you with these reminders and information.
There are several circumstances in which we may have to use or disclose your health care information.
• We may have to disclose your health information to another health care provider or a hospital if it is necessary to
refer you to them for the diagnosis, assessment, or treatment of your health condition.
• We may have to disclose your health information and billing records to another party if they are potentially
responsible for the payment of your services.
• We may need to use your health information within our practice for quality control or other operational purposes.
We have a more complete notice that provides a detailed description of how your health information may be used or disclosed.
You have the right to review that notice before you sign this consent form. We reserve the right to change our privacy practices
as described in that notice. If we make a change to our privacy practices, we will notify you in writing when you come in for
treatment or by mail. Please feel free to call us at any time for a copy of our privacy notices.
You have the right to request that we do not disclose your health information to specific individuals, companies, or
organizations. If you would like to place any restrictions on the use or disclosure of your health information, please let us
know in writing. We are not required to agree to your restrictions. However, if we agree with your restrictions, the restriction
is binding to us. We will not be able to honor your revocation request if we have already released your health information
before we receive your request to revoke your authorization. If you were required to give your authorization as a condition of
obtaining insurance, the insurance company may have a right to your health information if they decide to contest any of your
claims.
You have the right to refuse to give us this authorization. If you do not give us authorization, it will not affect the treatment we
provide to you or the methods we use to obtain reimbursement for your care.
Upon request, you may receive a copy of this authorization. This authorization will expire seven years after the date on which
you last received services from us.
I authorize Bellevue Chiropractic to use or disclosure my health information in the manner described above.
_______________________________________
Patient Name Printed

_____________________________
Patient Signature

__________________
Date

_______________________________________
Personal Representative Printed

_____________________________ _
Personal Representative Signature

___________________
Description (parent,
guardian, etc)

Bellevue Chiropractic Representative: _______________________________________

700 Lincoln Ave, Bellevue, PA 15202 • PHONE: (412) 766-5577 • FAX: (412) 766-4350
www.bellevuepachiro.com

Bellevue Chiropractic Centre
Improving Function, Improving Life
Bill Walsh, DC
Chiropractic

Bridget Walsh, DC

Informed Consent in Doctor-Patient Relationship

It is important to acknowledge the difference between the health care specialties of chiropractic, osteopathy, and medicine.
Chiropractic health care seeks to restore health through natural means without the use of medicine or surgery. This
gives the body maximum opportunity to utilize its inherent recuperative powers. The success of the chiropractic doctor’s
procedures often depends on environment, underlying causes, and physical and spinal conditions.

Analysis

A doctor of chiropractic conducts a clinical analysis for the express purpose of determining whether there is evidence
of spinal conditions. When spinal conditions are found, chiropractic adjustments and/or ancillary procedures may be
given in an attempt to restore spinal integrity. It is the chiropractic premise that spinal alignment and motion allows
nerve transmission throughout the body and gives the body an opportunity to use its recuperative powers. Due to the
complexities of nature, no doctor can promise you specific results.

Diagnosis

Although doctors of chiropractic are experts in chiropractic diagnosis, they are not internal medicine specialists. Every
chiropractic patient should be mindful of his/her own symptoms and should secure other opinions if s/he has any concerns
as to the nature of their total condition. Your doctor of chiropractic may express an opinion as to whether or not you
should take this step, but you are responsible for the final decision.

Informed Consent for Chiropractic Care

A patient, in coming to a doctor of chiropractic, gives the doctor permission and authority to care for the patient
in accordance with the chiropractic tests, diagnosis, and analysis. The chiropractic adjustment and or other clinical
procedures are usually beneficial and seldom cause any problem. In rare cases, underlying physical deficits, deformities,
or pathologies may render the patient susceptible to injury. The doctor, of course, will not give a chiropractic adjustment,
or health care, if s/he is aware that such care may be contraindicated. It is the responsibility of the patient to make it
known or to learn through health care procedures whatever s/he is suffering from: latent pathological defects, illnesses, or
deformities which would otherwise not come to the attention of the doctor of chiropractic. The patient should look to the
correct specialist for the proper diagnosis and clinical procedures. The doctor of chiropractic provides a specialized, nonduplicating health service. The doctor of chiropractic is licensed in a special practice and is available to work with other
types of providers in your health care regime.

Results

The purpose of chiropractic services is to promote natural health through the care and correction of spinal function. Since
there are so many variables, it is difficult to predict the time schedule or efficacy of the chiropractic procedures. Sometimes
the response is phenomenal. In most cases, there is a more gradual, but quite satisfactory response. Occasionally, the results
are less than expected. Two or more similar conditions may respond different to the same chiropractic care. Many medical
chiropractic cases may be controlled or be helped through medical science. The fact is that the science of chiropractic
and medicine may never be so exact as to provide definite answers to all the problems. Both have made great strides in
alleviating pain and controlling disease.
Please discuss any questions or problems with the doctor before signing this statement of policy. I have read and
understand the foregoing.
___________________________________________
Patient Signature

________________________
Date
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Informed Consent for Text and E-mail Appointment Reminder
• I consent to Bellevue Chiropractic Centre contacting me by text message and/or e-mail for the purpose of receiving
appointment reminders.
• I acknowledge that appointment reminders by text and e-mail are an additional service, and the responsibility of
attending appointments or changing them still rests with me. I understand that if I am not able to keep an appointment I
will phone Bellevue Chiropractic Centre within 24 hours notice to change the appointment.
• Text messages and e-mails are generated using a secure facility, but I understand that they are transmitted over a public
network onto a personal device and, as such, may not be secure. There is some risk that individually identifiable health
information or other sensitive or confidential information contained in such text or e-mail may be misdirected, disclosed
to or intercepted by unauthorized third parties. Information included in text messages or e-mails may include your first
name, date/time of appointments, name of physician, and physician phone number, or other pertinent information.
• All patients have the right to revoke this consent and have this service stopped. If you no longer wish to receive these
reminders please notify our office at (412) 766-5577.
• The automated service does not offer a reply facility to enable patients to respond to texts or e-mails directly.
• I agree to advise the practice if my mobile number or e-mail changes or if this number/e-mail is no longer in my
possession.
The cell phone number that I authorize to receive text messages (standard text messaging rates may apply as provided in your
wireless plan)
__________________________________________________________
The e-mail address that I authorize to receive e-mails:
__________________________________________________________
I consent to receiving appointment reminders from Bellevue Chiropractic Centre at that e-mail and/or cell phone number provided.
________________________________________________
Patient Name (print)
________________________________________________
Patient/Guardian Signature

_______________________________
Date

700 Lincoln Ave, Bellevue, PA 15202 • PHONE: (412) 766-5577 • FAX: (412) 766-4350
www.bellevuepachiro.com

