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Please show us where you are experiencing symptoms...
Indicate your degree of pain using a scale of 1 (minor discomfort) to 10 (extreme pain):

Numbness: Pins & Needles: Burning: Aching: Stabbing:
0000000 ANNNANN XXXXXXX 1111111/

> We invite you to discuss with us any questions regarding your care and our services. The best health services are
based on a friendly, mutual understanding between provider and patient.

2 Our policy requires payment in full for all services at the time of visit, unless other arrangements have been made
with the doctor. I permit this office to endorse co-issued remittance for the conveyance of credit to my account.
However, I clearly understand and agree that all services rendered to me are charged directly to me and I am
personally responsible for payment. If my account is not paid within 90 days of the date of service, whether the
account has been charged to insurance or account and no financial arrangements are made, I will be responsible
for any expenses incurred while collecting on my account. I also understand that if I terminate my care at
Beyond Chiropractic clinic, any fees for professional services will be immediately due and payable, unless prior
arrangements have been made. I hereby authorize the doctors at Beyond Chiropractic clinic and whomever they
designate as their assistants to administer treatment as they so deem necessary. I also authorize the provider
and / or managed care organization to release my information required to process insurance claims.

2 Iunderstand the above information and guarantee this form was completed to the best of my knowledge and

understand that it is my responsibility to inform the office of any changes in my personal information and medical
status.

Signature: Date:

Thank you for choosing Beyond Chiropractic clinic for your chiropractic care!






