
  

 

Patient Information 
 

Thank you for choosing our practice for your chiropractic, acupuncture and wellness needs. If you have any questions 
or concerns, do not hesitate to ask for assistance. We will be happy to assist you.  (Please Print) 
 
 

 
Name____________________________________________ Date: ___________________  
 

Date of Birth: __________ SSN__________________           Biological Sex: Female    Male    

Address________________________________________ City _____________________________  

State________ Zip____________ email________________________________________ 

Cell (____)_______________               Work (____)_______________  

 

Married      Widowed     Single        Divorced     Minor      

 

Spouse name _________________________        Are you a Veteran   YES    NO 

 

Who may we thank for referring you to us? ________________________________________________ 

 

 

Patient Employer/School _______________________________ Occupation________________________ 

Address____________________________________________ City ___________ State____ Zip_______ 

 

Emergency Contact ______________________________________ Phone (____)___________________ 
   

 

Medication Allergies:      No      Yes   List allergies:____________________________________________ 

____________________________________________________________________________________ 

 
Responsible Party for Minors  

 

Name of person responsible for this account ________________________________________________ 

Relationship to patient ___________________________________________________________  

DOB ____________________ SSN_________________________ Phone (____) ____________________ 

Address________________________________________ City ________ State________ Zip__________ 

 

851 S. Colorado Ave. 
Republic, MO 65738 

(417) 732-4000 
Fax: (417) 222-8645 

 

First                   Middle Initial                         Last 



Insurance Subscriber – (If the subscriber is other than you) 
 
Name of the primary person on the insurance coverage ____________________________________ 
 
DOB____________________________________ SSN ____________________________________ 
 
 
Consent to Bill Insurance 
 

To the best of my knowledge, the above information is complete and correct. I understand that it is my 
responsibility to inform my doctor if I or my minor child has a change in health insurance. 
 
I certify that I, and my dependent(s), have insurance coverage with______________________________ 
and assign directly to Dr. Vance’s all insurance benefits, if any, otherwise payable to me for services 
rendered. I have provided the office the most recent copy of my insurance card. I understand that I 
am financially responsible for all charges whether paid by my insurance company or 
not. I authorize the use of my signature on all insurance submissions. The above-named doctor may use 
my health care information and may disclose such information to the above-named Insurance 
Company(ies) and their agents for the purpose of obtaining payment for services and determining 
insurance benefits or the benefits payable for related services. This consent will end one year from the 
date signed below. 
 
__________________________________________________ ____________________________ 
Signature of Patient, Parent, Guardian or Personal Representative 

__________________________________________________  _____________________________ 

 
 

HIPAA - Authorization to release Medical Information 

The information covered includes medical records, billing, scheduling or other personal information. I do 
understand my personal information will be protected by the HIPAA Policy and will only be release to the 
approved list below. I understand that the information disclosed may include details of my reproductive 
health history, treatments, and services received. I also understand that I have the right to specify 
limitations or restrictions on the information to be released. I understand this office will not condition my 
treatment or payment on whether I provide authorization for the requested use or disclosure. 

This authorization is in effective for one year or I may revoke or terminate this authorization by submitting 
a written revocation to this office at any time. The information disclosed may be disclosed again by the 
person released to and may not be protected by federal privacy regulations at that time.  

 

Signature of Patient or Guardian: ______________________________________ 

Date: _____________________________ 
 
Approved Names for Personal Information Release: 
 
1.__________________________________________ Phone Number: _________________________ 
 
2.__________________________________________ Phone Number: _________________________ 
 
3.__________________________________________ Phone Number: _________________________ 

Date 

 
Please print name of Patient, Parent, Guardian or Personal 

 
Relationship to Patient 



 
 

 
Do you wish to receive appointment text reminders and or other text communication?    YES       NO 

 
 
 
 

 Notice of Privacy Practices Acknowledgement Authorization Form 
 

 
Use and Disclosure of your Protected Health Information 
Your Protected Health Information will be used by Vance Chiropractic, Inc. or may be disclosed to others for the 
purposes of treatment, obtaining payment, or supporting the day-to-day health care operations of this office. 
 
Notice of Privacy Practices 
You should review the Notice of Privacy Practices for a more complete description of how your Protected Health 
Information may be used or disclosed.  It describes your rights as they concern the limited use of health 
information, including your demographic information, collected from you and created or received by this office.  
I have received a copy of, or a copy is available to view of the Notice of Patient Privacy Policy. ______Patient Initials 

 
A copy of the complete Notice of Privacy Practices is available at the front desk.  

 
Requesting a Restriction on the Use or Disclosure of Your Information 

• You may request a restriction on the use or disclosure of your Protected Health Information. 
• This office may or may not agree to restrict the use or disclosure of your Protected Health Information. 
• If we agree to your request, the restriction will be binding with this office.  Use or disclosure of protected 

information in violation of an agreed upon restriction will be a violation of the federal privacy standards. 
 
Notice of Treatment in Open or Common Areas 
Private areas are available upon request to discuss any private and personal information. 
 
Revocation of Consent 
You may revoke this consent to the use and disclosure of your Protected Health Information.  You must revoke 
this consent in writing.  Any use or disclosure that has already occurred prior to the date on which your 
revocation of consent is received will not be affected. 
 

By my signature below I give my permission to use and disclose my health information. 
 

     
Patient or Legally Authorized Individual Signature  Date 

 
 

 
Print Patient’s Full Name  Time 

 
 

 

 



 

Patient Financial Policy 

Please Read Thoroughly and Sign Below 

 

1.) All services are provided to you with the understanding that you are responsible for the cost regardless of your 
insurance coverage.  We are happy to file your services with your insurance, but you are responsible for knowing 
what your plan covers. Review your benefits.  
 

2.) At each visit your copayment, deductible and all uncovered services will be due. We accept cash, check, Master 
Card, Visa, Discover, American Express and Care Credit.  
 

3.) No balance can be held on an account over $500. Once your account reaches $500 no services can be received 
until a payment is made to bring your account under $500.  
 

4.) All supplements must be paid for at the time of receipt. Supplements cannot be placed on account for payment 
later.  Supplements may not be returned once they are opened for safety.  
 

5.) We will check your insurance benefits as a courtesy. We will do our best to verify what your copayment or 
deductible amount should be. However, if the insurance returns with a different amount due you will be 
responsible for the difference in the amount. It is your responsibility to dispute any coverage changes with your 
insurance company.  
 

6.) All account balances must be paid in full within 90 days from the response from your insurance company. If your 
account remains delinquent past that timeframe, you are subject to collections.  
 

7.) All wellness services and labs are self-pay. We do not file wellness services, labs or physicals with insurance 
companies. We run all our labs through a nationwide cooperative to keep prices low for our patients.  
 

8.) All wellness services, labs and physicals must be paid for at the time of service.  
 

9.) Return checks are subject to a $25 return check fee.  
 

10.) Due to federal regulations the only way our office can offer a discounted rate is through ChiroHealthUSA. This 
service allows you to receive a discounted rate as a member. See our front desk for more information.  
 

Patient Signature or Guardian: __________________________________________    Date: __________________ 

Patient Printed Name:______________________________________________       

 


	Notice of Privacy Practices Acknowledgement Authorization Form

