INFORMED CONSENT

Patient Name_________________________________________________
Shine Chiropractic
And/or Dr. Dori Bonitatibus, DC
1422 W. Main Street, Suite 205, Lewisville, TX 75067
972-221-2225
We will be using our hands or a mechanical instrument upon your body in such a way as to move your
joints. This procedure is referred to as “Spinal Manipulation” or “Spinal Adjustment” . As the joints in
your spine are moved with a manual adjustment, you may experience a “pop” as part of the process.
There are certain complications that can occur as a result of a spinal manipulation. These complications
include but are not limited to: muscle strain, cervical myelopathy, disc and vertebral injury, fractures,
strains and dislocations, Bernard-Horner’s syndrome also known as oculosympathetic palsy),
costovertebral strains and separation. Rare complications include but are not limited to stroke. The
most common complication or complaint following spinal manipulation is an ache or stiffness at the site
of adjustment.
We are aware of these complications, and in order to minimize their occurrence we will be taking
precautions. These precautions include, but are not limited to taking a detailed clinical history of you
and examining you for any defect which would cause a complication. This examination may include the
use of x-rays. The use of x-ray equipment may pose a risk if you are pregnant. If you are pregnant, you
should tell us when we take your clinical history.
Date_____________________
__________________________________
Printed Name
__________________________________
Signature
__________________________________
Signature of Parent or Guardian (if a minor)

Patient Acknowledgement and Notice of Privacy Practices
Pursuant to HIPAA and Consent for Use of Health Information

Printed Patient’s Name______________________________________
The undersigned does hereby acknowledge that he or she understands this office abides by
Privacy Practices Pursuant to HIPAA and has been advised that a full copy of this office’s HIPAA
Compliance Manual is available upon request.
The undersigned does hereby consent to the use of his or her health information in a manner
consistent with the Notice of Privacy Practices to HIPAA, the HIPAA Compliance Manual, State
law and Federal Law.
I hereby give permission to _____________________________, to access or obtain a copy of
my medical records or medical bills, if needed. This release of information will remain in effect
until terminated by me in writing.
Please Contact me at: ___Home ___Work ___Cell ___Any
If unable to reach me please:
____Leave a detailed message

___leave a message asking for a call back

__Do not leave a message
_____(Initial) I authorize Shine Chiropractic to send me information via email

Dated this____________day of ________________________, 20______

by _________________________________________________
Patient’s signature
If patient is a minor or under a guardianship order as defined by State law:

By__________________________________________________
Signature of Parent/Guardian (circle one)

Shine Chiropractic, PLLC
Financial Agreement
We are honored that you have chosen us for your healthcare needs. This document serves to clarify the financial
aspects of your care so we can direct all our attention to balancing your body. Outlined below is our Financial
Agreement.
Third Parties:
If you have health insurance or were in an automobile accident, you may have other options. We expect payment
of deductibles, co-payments and co-insurance at the time of each visit, or at the end of the week when multiple
visits per week are occurring.
We will supply you with information regarding deductibles, co-payments, covered charges, secondary insurance
and usual and customary charges, but keep in mind that your carrier will state that stated benefits are not a
guarantee of payment. The patient is responsible for obtaining all required referrals for service. You are
responsible for all non-covered services. You are responsible for updating your health insurance information with
our office. Our office is restricted to a “timely filing period”. Any claim unpaid because you did not supply the
office with health information in a timely fashion is your responsibility. The office will do its best to inform you of
any service that may or may not be covered. However, benefits are not determined by an insurance carrier until
after the claim is submitted; therefore, there is no guarantee of payment by your carrier. As a courtesy to you, we
will gladly submit your charges to your insurance company(ies) and/or your attorney; however, all services
rendered by this office are charged directly to you, and, ultimately you are personally responsible for payment of
100% of these charges regardless of any insurance reimbursement or settlement you may or may not receive.
Appointments are scheduled to give optimal time and individual attention. If you need to reschedule an
appointment, please give 24 hours notice. If you do not, you will impact another patient’s ability to be seen during
that time and may be charged at $25 missed appointment fee.
Outstanding balances are billed monthly and considered past due 30 days after the invoice date. Balances older
than 90 days will accrue interest charges of 1.5% per month plus any legal or collection fees or if a credit card is
required to secure care you will be notified that the credit card will be billed. Accounts may be turned over to
collections after notification. Returned checks are subject to a $25 fee.

____________ (initial) I authorize Shine Chiropractic, PLLC to charge my balance directly to my credit card on file.
Since the payment amount may vary, I will be notified in person or by phone to inform me of the amount being
charged. The authorization is valid until the patient provides Shine Chiropractic, PLLC with a written cancellation.

Patient acknowledgement:
I have read and understood this agreement.

Signature of Patient/Responsible Party

Date

