




 

 

 

 

 

 
  

FINANCIAL POLICIES: 
 

PAYMENT FOR SERVICE 

Unless prior arrangements have been made, services are to be paid for on the date they are rendered. 

Our office accepts credit/debit, cash and checks, however any NSF checks returned will be assessed a $30 fee and 

we will no longer be able to accept check payment from that individual. 

 

INSURANCE PROCEDURE 

As a courtesy to you, we will file your claim with your insurance company and wait for their payment on your 

account.  As you know, the health industry is changing everyday and they are looking for every possible way to cut 

their costs.  The filing and follow-up process costs us time and money and does not remove you from the following 

responsibilities: 

 

1. Knowing what your insurance policy will and will not cover; 

2. Knowing the amount of your deductible or co-pay (Remember-most deductibles do not rollover to the 

next year, and start over in January); 

3. Reading your Explanation of Benefits (EOB) so that you are aware of what is and is not being paid. 

 

Other than contractual adjustments between Dr. Weinzetl and your insurance company, you are responsible for all 

charges your insurance company does not pay within 90 days.  If a claim is denied twice, you are then 

responsible for the payment.  Please notify us if you change insurance companies. 

 

AUTO INSURANCE 

If you are receiving Personal Injury Protection (PIP) coverage from an auto accident, you are responsible for letting 

us know any other charges if any other charges have been submitted against your claim. 

 

If the insurance check is sent to you, please bring it to our office within the week.  Once again, you are responsible 

for all charges your insurance does not pay for within 90 days. 

 

If you have any questions regarding your bill, our charges, or any financial arrangements, please feel free to contact 

us at any time. 

 

AUTHORIZATION ASSIGNMENT & RELEASE FORM 
I hereby instruct and direct the payment of all professional or medical expense benefits allowable and 
otherwise payable to me under my current insurance policy to Dr. Chad Weinzetl as payment for 
professional services rendered.  THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS 
UNDER THIS POLICY.  This payment will not exceed my indebtedness to the above mentioned 
assignee, and I have agreed to pay, in a current manner, any balance of said professional service 
charges over and above this insurance payment. 
 

A photocopy of this Assignment shall be considered as effective and valid as the original. 

 

I also authorize the release of any information pertinent to my case to any insurance company, adjuster or attorney 

involved in this case. 

I have read and agree to follow the above financial policies and assignment of benefits. 
 
 

PATIENT SIGNATURE___________________________________________DATE_________________ 
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Patient Health Information Consent Form 

 

We want you to know how your Patient Health Information (PHI) is going to be used in 
this office and your rights concerning those records.  Before we will begin any health 
care operations we must require you to read and sign this consent form stating that you 
understand and agree with how your records will be used. If you would like to have a 
more detailed account of our policies and procedures concerning the privacy of your 
Patient Health Information we encourage you to read the HIPAA NOTICE that is 
available to you at the front desk before signing this consent. 
 
1. The patient understands and agrees to allow this chiropractic office to use their 

Patient Health Information (PHI) for the purpose of treatment, payment, healthcare 
operations, and coordination of care. As an example, the patient agrees to allow this 
chiropractic office to submit requested PHI to the Health Insurance Company (or 
companies) provided to us by the patient for the purpose of payment.  Be assured 
that this office will limit the release of all PHI to the minimum needed for what the 
insurance companies require for payment.   

2. The patient has the right to examine and obtain a copy of his or her own health 
records at any time and request corrections.  The patient may request to know what 
disclosures have been made and submit in writing any further restrictions on the use 
of their PHI.  Our office is not obligated to agree to those restrictions. 

3. A patient's written consent need only be obtained one time for all subsequent care 
given the patient in this office. 

4. The patient may provide a written request to revoke consent at any time during care.  
This would not effect the use of those records for the care given prior to the written 
request to revoke consent but would apply to any care given after the request has 
been presented. 

5. For your security and right to privacy, all staff has been trained in the area of patient 
record privacy and a privacy official has been designated to enforce those 
procedures in our office.  We have taken all precautions that are known by this office 
to assure that your records are not readily available to those who do not need them.  

6. Patients have the right to file a formal complaint with our privacy official about any 
possible violations of these policies and procedures. 

7. If the patient refuses to sign this consent for the purpose of treatment, payment and 
health care operations, the chiropractic physician has the right to refuse to give care. 

 
I have read and understand how my Patient Health Information will be used and I agree 
to these policies and procedures. 
 
 

Patient Signature                                                                  Date  



 

 

                                 
 

 

CONSENT TO X-RAY 

 
I hereby authorize Lifestyle Wellness Center and whomever Dr. Chad Weinzetl may designate as 

his assistants to take x-rays of myself (or said minor). 

 
Dated this _________________day of _____________________, 20______. 

 

 

___________________________________ 

Printed Name 

 

____________________________________ 

Signature 

 

____________________________________ 

Parent/Guardian Signature (if a minor) 

 

Pregnancy Release 

 

Date of onset or last menstrual period (LMP):___________________. 

 

I hereby state that I am not pregnant and therefore, release Lifestyle Wellness Center from any 

and all liability. 

 

Dated this ______________ day of ___________________, 20______. 

 

 

_________________________________ 

Patient Printed Name 

 

________________________________ 

Patient Signature 
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INFORMED CONSENT FOR CHIROPRACTIC CARE 
 

 
A patient, in coming to Lifestyle Wellness Center, gives Dr. Weinzetl permission and 
authority to care for the patient in accordance with the chiropractic tests, diagnosis, and 
analysis.  The chiropractic adjustments or other clinical procedures are usually 
beneficial and seldom cause any problems.  In rare cases, underlying physical defects, 
deformities or pathologies may render the patient susceptible to injury.  Dr. Weinzetl, of 
course, will not give any treatment or health care if he is aware that such care may be 
contra-indicated.  Again, it is the responsibility of the patient to make it known, or to 
learn through health care procedures whatever he is suffering from: latent pathological 
defects, illnesses or deformities which would otherwise not come to the attention of  
 Dr. Weinzetl.  Dr.Weinzetl provides a specialized, non-duplicating health care service.  
Your Doctor of Chiropractic is licensed in a special practice and is available to work with 
other types of providers in your health care regime. 
 
I understand that if I am accepted as a patient by Dr. Weinzetl at Lifestyle Wellness 
Center, I am authorizing them to proceed with any treatment that may be necessary.  
Furthermore, any risk involved, regarding chiropractic treatment, will be explained to me 
upon my request. 
 
 
 
 
Patient Signature: ___________________________________ Date: __________ 
 
 
Parent/Guardian Signature (if a minor):_____________________________________ 
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WELLNESS EVALUATION

Let’s get started

Sub-Clinical Symptoms Including:

Hormone Imbalance Including:

Gastrointestinal Issues Including:

Autoimmune Conditions Including:

Thyroid Conditions Including:

Skin Conditions Including:

Developmental and Social Concerns Including:

Respiratory Conditions Including:

Joint Conditions Including:

Please check any that apply to you:

Circle the number that most closely fits, then add up your results.

Headaches
Migraines

PMS
Emotional imbalance

Abdominal bloating, cramps or painful gas
Irritable Bowel Syndrome
Ulcerative Colitis
Crohn’s Disease and other intestinal disorders

Constipation and/or diarrhea
Abdominal pain or bloating
Mucous or blood in stool
Joint pain or swelling, arthritis
Chronic or frequent fatigue or tiredness
Food allergies, sensitivities or intolerance
Sinus or nasal congestion
Chronic or frequent inflammations
Eczema, skin rashes or hives (urticaria)

Asthma, Hayfever, or airborne allergies
Confusion, poor memory or mood swings
Use of NSAIDS (Aspirin, Tylenol, Motrin)
History of antibiotic use
Alcohol consumption makes you feel sick
Gluten sensitivity or Celiac’s disease
Nausea
Weight issues

YOUR TOTAL ____________

0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3

0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3
0   1   2   3

Diabetes Mellitus
Lupus
Rheumatoid Arthritis
Fibromyalgia
Chronic Fatigue

Hashimotos
Hypothyroidism
Hyperthyroidism

Eczema
Skin rashes
Hives

Autism
ADD/ADHD

Chronic sinusitis
Asthma
Allergies

Knee, Shoulder, or Spine

In medicine today, leaky gut aka intestinal permeability, isn’t typically diagnosed. However 
that doesn’t mean it’s not affecting your health. Many health issues related to gut health go 
undiagnosed, misdiagnosed, or are ignored by traditional medicine. Please complete this 
evaluation to help our doctors determine how we can help your condition.
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