Personal Information
Patient Name: _________________________
(First)

____________
(Middle Int.)

_____________________
(Last)

Address: _____________________________________________________________________

City: _________________________ State: _________________ Zip Code: ________________

Birth date: _____/_____/_____
Sex: ____ M

Age: _____ Social Security Number ______-______-______

_____ F

Home Phone: (

) _____________________ Cell Phone: (

) ________________________

Work Phone: (

) ____________________E-mail: __________________________________

Employer: ___________________________ Job description: ___________________________
Referred to this office by:
______________________________________________________________
**Please present your insurance card to the receptionist to be photocopied**

Please read the following carefully:
I understand and agree that health and accident insurance policies are an arrangement between an
insurance carrier and myself. Furthermore, I understand that this chiropractic office will prepare
any necessary reports and forms to assist me in making collections from the insurance company
and that any amount authorized to be paid directly to this chiropractic office will be credited to
my account upon receipt. However, I clearly understand and agree that all services rendered to
me are charged directly to me and that I am personally responsible for payment. I also
understand that if I suspend or terminate my care and treatment, any fees or professional services
rendered to me will be immediately due and payable and I will be responsible for any necessary
collection costs.
Signature of Patient: _____________________________________ Date: __________________
(Guardian if patient is under 18 years of age)
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Financial Policy
Thank you for choosing All Star Chiropractic & Wellness as your health care provider. We are
committed to the success of your care. Please understand that payment is considered part of
your care. The following is a statement of our Financial Policy, which we require you to read
and sign prior to any care. Dr. James R. DuPuy, D.C., is in-network with most insurance plans.
We will discuss and advise, but ultimately it is your responsibility to understand what services is
covered under your insurance policy. We will check your insurance policy to determine your
coverage. To prevent any misunderstandings about your insurance coverage and our billing /
collections procedure, we would like to inform our patients that we cannot render services under
the ASSUMPTION that we will be reimbursed by your insurance company. Please understand
that you will be fully responsible for all professional services that your insurance company does
not pay.
It is our policy to:
1. Collect all co-pays at the time services are rendered.
2. Collect full payment for cash patients the day services are rendered. If payment is not
collected on the day of service, the time of service discount will no longer apply and you
will be billed the full standard fee, but a payment plan can be setup if necessary.
3. Charge a $35 late fee on all returned checks.
4. Charge for missed appointments at the rate of a normal office visit if the visit is not
cancelled 24 hours prior to the appointment time. (Please help us serve you better by
keeping scheduled appointments.)
Usual and Customary Rates
All Star Chiropractic & Wellness is committed to providing the best care for our patients and we
charge what is usual and customary for our area. You are responsible for payment regardless of
any insurance company’s arbitrary determination of usual and customary rates.
Assignment of Insurance Proceeds
If you have insurance, please sign this assignment of benefits agreement. By agreeing to this
assignment, we will direct your insurance company to make any payments for your chiropractic,
physiotherapy, physical rehabilitation, diagnostic testing, or any other reimbursable treatment or
evaluations you receive to our clinic directly. In exchange for services and supplies rendered, I
do assign to All Star Chiropractic & Wellness, any insurance proceeds, including accident and
health insurance benefits and bodily injury claim awards up to the amount of any unpaid balance
with interest as allowed by law.
Signature ___________________________________

Date __________________

Missed Massage Appointment Policy
We are requiring a 24 hour notice for any massage therapy appointment cancellations. We have
a three strike policy for those who are unable to notify us within 24 hours. After the third
missed appointment, you will no longer be able to schedule ahead for massage
appointments. You would have to call the day of to schedule for a massage appointment. Thank
you for understanding.
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INFORMED CONSENT TO CHIROPRACTIC TREATMENT

Doctors of chiropractic, medical doctors and physiotherapists who use manual therapy
techniques such as spinal adjustments are required to advise patients that there are or may be
some risks associated with such treatment. In particular you should note:
a) While rare, some patients have experienced rib fractures or muscle and ligament sprains or
strains following spinal adjustments;
b) There have been reported cases of injury to a vertebral artery following cervical spinal
adjustments. Vertebral artery injuries have been known to cause stroke, sometimes with serious
neurological impairment, and may on rare occasion result in serious injury. The possibility of
such injuries resulting from cervical spinal adjustment is extremely remote;
c) There have been rare reported cases of disc injuries following cervical and lumbar spinal
adjustment although no scientific study has ever demonstrated such injuries are caused, or may
be caused, by spinal adjustments or chiropractic treatment.
Chiropractic treatment, including spinal adjustment, has been the subject of government reports
and multi-disciplinary studies conducted over many years and has been demonstrated to be
highly effective treatment for spinal pain, headaches and other similar symptoms. Chiropractic
care contributes to your overall well-being. The risk of injuries or complications from
chiropractic treatment is substantially lower than that associated with many medical or other
treatments, medications, and procedures given for the same symptoms.
I acknowledge I have discussed, or have had the opportunity to discuss, with my chiropractor the
nature and purpose of chiropractic treatment in general and my treatment in particular (including
spinal adjustment) as well as the contents of this Consent.
I consent to the chiropractic treatments offered or recommended to me by my chiropractor,
including spinal adjustment. I intend this consent to apply to all my present and future
chiropractic care.

__________________________________ ___________________________________
Patient Signature (Legal Guardian)
Witness of Signature
Name: _____________________________ Name: _____________________________
(please print)
(please print)
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Notice of Privacy Practices
THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION
ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
In the course of your care as a patient at All Star Chiropractic & Wellness we may use or
disclose personal and health related information about you in the following ways:
*Your personal health information, including your clinical records, may be disclosed to
another health care provider or hospital if it is necessary to refer you for further diagnosis,
assessment or treatment.
*Your health care records as well as your billing records may be disclosed to another
party, such as an insurance carrier, an HMO, a PPO, or your employer, if they are responsible for
the payment of your services.
*Your name, address, phone number, and your health care records may be used to contact
you regarding appointment reminders, information about alternatives to your present care, or
other health related information that may be of interest to you.
If you are not at home to receive an appointment reminder, a message may be left on your
answering machine. Further, you have the right to inspect or obtain a copy of the information we
will use for these purposes. You also have the right to refuse to provide authorization for this
office to contact you regarding these matters. If you do not provide us with this authorization it
will not affect the care provided to you or the reimbursement avenues associated with your care.
Under Federal Law, we are also permitted or required to use or disclose your health information
without your consent or authorization in these following circumstances:
*If we are providing health care services to you based on the orders of another health care
provider.
*If we provide health care services to you in an emergency.
*If we are required by law to provide care to you and we are unable to obtain your
consent after attempting to do so.
*If there are substantial barriers to communicating with you, but in our professional
judgment we believe that you intend for us to provide care.
*If we are ordered by the courts or other professional agency.
Any use or disclosure of your protected health information, other as outlined above, will only be
made upon your written authorization.
We normally provide information about your health to you in person at the time you receive
chiropractic care from us. We may also mail information to you regarding your health care or
about the status of your account. If you would like to receive this information at another address
other than your home or if you would like this information in a different form, please advise us
in writing as to your preferences.
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You have the right to inspect and/or copy your health information for seven years from the date
that the record was created or as long as the information remains in our files. In addition you have
the right to request an amendment to your health information. Requests to inspect, copy or amend
your health related information should be provided to us in writing.
We are required by state and federal law to maintain the privacy of your patient file and the health
protected health information therein. We are also required to provide you with this notice of our
privacy practices with respect to your health information.
We are further required by law to abide by the terms of this notice while it is in effect. We reserve
the right to alter or amend the terms of this privacy notice. If changes are made to our privacy
notice we will notify you in writing as soon as possible following the changes. Any change in our
privacy notice will apply for all of your health information in our files.
Information that we use or disclose based on this privacy notice may be subject to re-disclosure by
the person to whom we provide the information and may no longer be protected by the federal
privacy rules.
If you have a complaint regarding our privacy notice, our privacy practices or any aspect of our
privacy activities you should direct your complaint to: Dr. James R. DuPuy, D.C.
If you would like further information about our privacy policies and practices please contact our
privacy officer Dr. James R. DuPuy, D.C. at (614) 891-1800.
This notice, and any alterations or amendments made hereto will expire seven years after the date
upon which the record was created. My signature acknowledges that I have received a copy of this
notice.

_________________________________
Name (Printed please)

___________________________________
Signature
Date

If you are a minor, or if you are being represented by another party:

_________________________________
Personal Representative Printed

___________________________________
Personal Representative Signature Date

_________________________________
Relationship to Patient
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Auto Accident Patient Acceptance Policy
All Star Chiropractic & Wellness WILL NOT SOLELY BILL 3RD PARTY PAYERS FOR PI/ AUTO ACCIDENT
CASES. Third party insurance companies no longer pay medical providers directly on liability claims. They
will only pay you. If you were involved in an automobile accident or had a personal injury, (WHETHER
THE ACCIDENT WAS YOUR FAULT OR NOT), you will only be accepted as a patient at this office on at
least one of the following bases:
1. You can file a claim with your own automobile insurance company, present the claim number
and company information by your second visit, so that we may bill your MEDPAY for
chiropractic services. We will be glad to also bill any 3rd party insurance as well so that they mat
surrogate (PAY BACK) payments to your auto insurance at the time you settle with the party at
fault.
2. I will use/ provide the “AT FAULT” persons’ car insurance coverage.
3. If you cannot supply MEDPAY or PERSONAL HEALTH INSURANCE, you may choose one of the
following options:
a. You may choose to retain an attorney. You must supply us with a letter of protection
from your attorney by the second visit. This outstanding balance must be paid
immediately upon settlement to avoid interest charges. We will gladly bill any 3rd party
insurance company for you. If you change attorney, a new protection letter must be
submitted immediately. If you drop attorney representation completely, your
outstanding balance will be immediately due.
b. You may elect to pay in full each visit. We will gladly bill any insurance for you or supply
with the necessary claim forms to present to your insurance company or 3rd party payer
for reimbursement.
I HAVE READ AND COMPLETELY UNDERSTAND THESE POLICIES. I ALSO UNDERSTAND THAT I AM FULLY
RESPONSIBLE FOR MY BILL. IF MY ACCOUNT BECOMES DELINQUENT, I WILL BE RESPONSIBLE FOR ALL
COLLECTION FEES, INTREST, AND COURT COST.
Please check the appropriate box:
I will/ have opened a MEDPAY claim with my own insurance company.
I will use my personal health insurance coverage
I will retain an attorney and supply a letter of protection.
I will use the at fault insurance company for payment
Signature: ________________________________________

Date: _________________

Witness:

Date: _________________

_________________________________________
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ACCIDENTAL INJURY REPORT
If your clinic visit is due to an accident, please describe all events associated with it.
Date of Accident: ___________________________

Hour of Accident: ___________ AM

Days missed work due to accident: _________ __

Date last worked: ______________

TRAFFIC ACCIDENT


Truck



Car

PM

What kind of vehicle were you in when the accident occurred?



Motorcycle



Other

Were you a:


Driver



Passenger



Pedestrian

Total number of people in the vehicle: _______
If a passenger, where you seated in the vehicle? Yes OR No
What was the speed of the vehicle speed? _______MPH
What part of the vehicle was hit? _______________________
Other vehicle hit? Yes OR No

If so, where? _________________

Was accident reported to police? Yes OR No

Who received citation? __________________

Have you been contacted by an insurance adjustor or company representative regarding this claim?
Yes OR No
Name of your insurance adjustor: _____________________________
Have you retained an attorney? Yes OR No

Litigation? Yes Or No

If so, name and address: ___________________________________________
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GENERAL TRAFFIC ACCIDENT INFORMATION
Describe accident including cause/s and surrounding circumstances: (Please be specific)
_______________________________________________________________________________________
_______________________________________________________________________________________
Any physical complains prior to the accident? _________________________________________________
What symptoms did you feel during the accident? ______________________________________________
What symptoms were felt later that day? _____________________________________________________
What symptoms did you feel the next day? ___________________________________________________
Since this injury, what are your symptoms today? ______________________________________________
Are you aware of any congenital problems or previous illness related to this injury? ___________________
How has this accident affected you either socially or emotionally? _________________________________
If you consulted a doctor, give his/her name and diagnosis: ___________________ D.C. M.D. D.O D.D.S
Diagnosis: ______________________________________________________________________________
What treatments did you receive? __________________________________________________________
Have you ever injured this area before? Yes OR No

If so, when? _______________________

If injured before, did you lose time from work? Yes OR No
If you lost time from work with injuries, give name of doctors(s) consulted: __________________________
Have you ever been involved in any other type of accident fall, or had a broken bone, etc.? Please give a
brief description.
_______________________________________________________________________________________
I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier
and myself. Furthermore, I understand that this office will prepare any necessary reports and/ or forms to assist me in
making any collections from the insurance company and that any amount authorized to be paid directly to this office
will be credited to my account. Upon receipt permit this office to endorse co-issued remittances for the conveyance
of credit to my account. However, I clearly understand and agree that all services rendered be charged directly to me
and that I am personally responsible for payment. I also understand that if I suspend or terminate my care and
treatment, any fees or professional services rendered to me will immediately due and payable.

Patient’s Signature _______________________________________

Date ______________________

Doctor’s Signature _______________________________________

Date ______________________
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