




 

 

 

                                                                                                             

 

Functional Pain Index 

Please check the appropriate box to let us know how you feel TODAY. 

Patient Name: _________________________________Date: ___________

Body Part Right/Left 0 1 2 3 4 5 6 7 8 9 10 
BODY-OVERALL             

Head             

Neck Right/Left            

Shoulders/Chest Right/Left            

Upper Back Right/Left            

Elbow Right/Left            

Lower Back Right/Left            

Arm Right/Left            

Wrist/Hand Right/Left            

Pelvis/Hips Right/Left            

Thigh Right/Left            

Knee Right/Left            

Lower Leg Right/Left            

Feet/Ankle Right/Left            
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Insurance Benefits and Financial Responsibility Agreement 

Thank you for choosing Atlas Chiropractic Health Center. We appreciate the opportunity to serve you 
and pledge to provide you with the very best medical care. The following contains information regarding 
our insurance benefits and financial responsibility policies. It is important that you read and understand 
this information prior to and during the duration of your treatment with us. Please initial each section. 

Commercial Insurance Carriers:  

1. As a courtesy, we will verify your benefit eligibility, however, since your insurance coverage is a 
contract between you and your insurance company, it is important that you understand the terms set 
forth by them regarding your benefits. It is your responsibility to contact your carrier prior to 
treatment if you have any questions or concerns regarding your coverage.  

2. You are responsible for deductibles, co-payments, co-insurance payments or any other patient 
responsibility determined by your insurance carrier which is not otherwise covered. You are also 
responsible for knowing and tracking your total allowed visits per coverage term as well as if a prior 
authorization is required.  

3. You are responsible for knowing the terms of your insurance policy, including, but not limited to 
physical and occupational therapy coverage. You will be responsible for any and all charges in full for 
the following scenarios:  

a. Your health plan requires a prior authorization or referral from a physician before receiving 
treatment at Atlas Chiropractic Health Center and has not been provided by you  

b. You receive services in excess of:  

i. Your referral or authorization  

ii. Your allowed visits per coverage term  

c. Your health plan determines that the services you received at Atlas Chiropractic Health Center 
are not medically necessary and are therefore not covered by your plan  

d. Your health plan coverage has expired, and you have not provided updated coverage 
information  

4. You are required to provide us with all required information to bill your plan prior to your first 
appointment. If we are unable to verify your eligibility or benefits by the time of service, you will be 
considered a self-pay patient. Self-pay visits are expected to be paid in full at the time of service. Once 
verified information is provided, we will submit your claim and refund you once we have been paid by 
your carrier. You must notify us as soon as possible regarding any changes to your insurance coverage. 
Failing to do so could result in unpaid claims, and you will be responsible for the total balance of the 
unpaid claim. Atlas Chiropractic Health Center does not accept responsibility for incorrect information 
provided by you or your insurance carrier regarding your insurance benefits or other plan information. 
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Any information we communicate to you has come directly from your carrier. Discrepancies should be 
addressed directly with them.  

5. Billing statements are emailed monthly and can be expected to be received approximately 20-30 days 

after your insurance has processed a submitted claim. Please add billing@atlaschirohc.com to 
your list of acceptable contacts.  We are not responsible if our emails are sent to you spam or trash 
boxes. You must notify us of any errors or objections to your billing statement within 30 days of the 
statement date, otherwise the information will be considered accurate and any fees and expenses for 
services provided will be your responsibility.  

6. Payment of your account balance is due within 30 days of the statement billing date. Payments can be 
made online, in person, or via mail. You can conveniently pay by visiting our website or making payment 
by PayPal, check, cash and all major debit and credit cards are also accepted. It is your responsibility to 
notify us of any address changes. Not receiving a bill due to inaccurate information on file is not an 
excuse for nonpayment.  

7. All self-pay services and co-pays are required to be paid in full at the time of service.  All self-pay 
patients without insurance in accordance with the law will be given a good faith estimate.  

Initials __________ 

Work Injuries/Workers’ Compensation/L&I Claims  

1. If treatment is part of a workers’ compensation/L&I claim it is your responsibility to ensure that your 
claim is opened and accepting claims for payment of services you will be receiving prior to your initial 
visit. It is also your responsibility to know how many visits you are allowed and to notify us if you are 
receiving subsequent care at another location that is also being billed under the same claim. This may 
affect how may visits will be paid to Atlas Chiropractic Health Center and we are not responsible for 
tracking visits that take place outside of our location. We will do our best to obtain additional 
authorized visits in a timely manner, however any unauthorized visits are ultimately your responsibility. 
It is important that you are regularly communicating with your claim manager so that you are aware 
of the coverage associated with your claim.  

2. You are responsible for providing us all required information to bill your claim directly. This includes 
but is not limited to the following:  

a. Claim Number  

b. Carrier name and mailing address if the claim is being paid by a carrier other than the state of 
Washington.  

c. Date of birth and date of injury  

d. Primary Care Physician in charge of your case  

e. Name and contact information for your claim manager  

mailto:info@atlaschirohc.com
http://www.atlaschirohc.com/
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f. Commercial medical insurance plan information as back up billing source if needed 

3. In the event that your claim is denied we will make an attempt to bill your primary commercial 
medical insurance plan. If the claim is denied by both parties, you will be billed and required to pay all 
amounts within 30 days of the statement billing date.  

Initials __________ 

Auto Accidents/Third-Party Liability Injuries/PIP Claims  

1. As a courtesy, we will bill your PIP carrier for services. It is your responsibility to ensure that your 
claim is open and accepting claims for payment of services you will be receiving prior to your initial visit. 
Legally we do not have access to information regarding the remaining available funds associated with 
your claim. It is your responsibility to know when your claim’s funds may become exhausted. It is 
common for us to only become aware that funds have been exhausted after several additional visits 
have occurred.  

2. You are responsible for providing us all required information to bill your claim directly. This includes 
but is not limited to:  

a. Name of your carrier  

b. Claim number  

c. Billing address  

d. Name and contact information for your claim manager  

e. Date of birth, date of injury and state where accident took place  

f.  Attorney Name and Contact Information (if applicable) 

g. Commercial medical insurance plan information as back up billing source if needed 

3. In the event that your funds become exhausted during your course of treatment, we will make an 
attempt to bill your primary commercial medical insurance plan. If the claim is denied by both parties, 
you will be billed and required to pay all amounts within 30 days of the statement billing date. We will 
only accept a delay in payment resulting from a settlement with a 3rd party dispute and/or litigation 
when a letter of protection from an attorney as a guarantee of payment has been signed by both patient 
and attorney and is on file.  

Initials __________ 

Past Due Balances  

Atlas Chiropractic Health Center will work with you to ensure a timely payment of your outstanding 
balance. In the event that it becomes necessary to begin collection proceedings to collect payment on a 
delinquent account, you understand that Atlas Chiropractic Health Center has the right to disclose to an 
outside collection agency all pertinent personal information required to collect payment for services 

mailto:info@atlaschirohc.com
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rendered. You are responsible for all costs associated with any collection efforts. You also understand 
that information may be reported to a credit reporting agency which may have a negative effect on your 
credit history.  

Initials __________ 

Acknowledgement  

Please sign below acknowledging that you have read and understand the insurance benefits and 
financial policies stated above. 

 

Signature of Patient/Responsible Party     Date  

 

Printed Name of Patient/Responsible Party   Relationship to Patient  

 

mailto:info@atlaschirohc.com
http://www.atlaschirohc.com/
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Atlas Chiropractic Massage Appointment Policy 

In order to provide you and our other patients with optimal care, we request that you follow our guidelines 
regarding massage appointments.  

¾ Please arrive 5-10 minutes prior to the scheduled time.  There may be paperwork that needs to be
completed prior to your scheduled appointment. If late arrival is inevitable, your services may be
shortened in order to keep our providers on schedule.

¾ Please remember that we have reserved appointment times especially for you. Therefore, we request
at least 24 hours prior to your appointment in order to reschedule your appointment. This will enable
us to offer your cancelled time to other patients.

In order to avoid a $ϰϬ.00 fee (that cannot be billed to any insurance company), 
please provide 24+ hours when cancelling or rescheduling massage appointments. 

¾ Appointments will automatically be cancelled if you are more than 20 minutes late. A partial
appointment may still be an option depending on the circumstances, but ultimately is at the discretion
of your Provider.

¾ Scented personal care products, as well as perfume and cologne, should NOT be used prior to a
massage appointment. The chemicals in such products can make people with asthma and other
respiratory ailments sick.

¾ SEXUAL MISCONDUCT is NOT tolerated by Atlas Chiropractic Health Center. Prohibited behavior
includes sexual remarks, advances, or gestures. Sexual misconduct must be halted and reported to
Atlas administration immediately.

These policies were adopted to ensure the best overall experience for you and our therapists. Thank you for 
your consideration of our policies and for the opportunity to be your chiropractic office of choice. 

Client/Patient Signature: ____________________________ Date: ________________ 

Client/Patient Name:  ____________________________



                    Name_______________________ 
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FINANCIAL POLICY 
 

Patient Name: ________________________________ Staff Initials: ____________________________ 

 Patients with Insurance: We will bill your insurance for services rendered in the office. We will check ܆
on your benefits prior to receiving care, however insurance companies will never allow that a quote of 
coverage is a guarantee of benefits. We will collect 100% of services not covered by your insurance carrier. If you have a 
copay you will be responsible for payment at time of service. Insurance is a contract between the patient and their carrier, 
so it is important that you take responsibility for understanding your benefits.   
 
 Medicare Patients: Medicare Part B only covers manipulation of the spine. All other services are not covered and will be ܆
your responsibility. You will be required to meet your annual Part B deductible and pay 20% of the allowed fee on the spinal 
manipulation, in additional to 100% of all non-covered services. Medicare Part B patients with a Supplemental policy will 
generally have their Part B deductible and the 20% covered by the supplement. However supplemental policies generally do 
not pay for services that Medicare does not allow. Medicare patients will be required to sign an Advance Beneficiary Notice 
prior to starting care, any time there is a significant change in diagnosis, and/or at the beginning of each year. Medicare 
Advantage plans generally follow the same guidelines as Medicare Part B, except you may have a copay instead of a 
deductible/20% plan. 
 
 WĞƌƐŽŶĂů�/ŶũƵƌǇͬtŽƌŬŵĂŶ͛Ɛ��ŽŵƉĞŶƐĂƚŝŽŶ͗�DŽƐƚ�WĞƌƐŽŶĂů�/ŶũƵƌǇ�ĂŶĚ�tŽƌŬŵĂŶ͛Ɛ��ŽŵƉĞŶƐĂƚŝŽŶ ܆
claims are covered 100%. However, it is your responsibility to provide our office with the documentation 
necessary to prove a valid claim, as well as the name(s) of any claims adjuster/attorney, etc. handling the case, claim 
numbers and mailing address to send bills. Failure to provide the documentation needed will result in immediate conversion 
of your case to cash, and all payment will be due on receipt. 
 
 Patients without Insurance. You will be required to pay for your services at the time they are ܆
rendered. You may choose to take part in our Prompt Payment Option which is a discounted time of service rate. 
 
 Financial Hardship. If payment at time of service is going to produce a financial hardship, we do offer payment plans and ܆
options. Please discuss this option with our staff if you feel it is necessary to complete the care you need. We also have 
available discounts for patients who meet state and/or federal poverty guidelines or other special circumstances. 
Verification will be required to qualify for a financial hardship discount.  
 
I have read and understand the financial policy of Atlas Chiropractic Health Center. I also understand that if I have insurance, 
Žƌ�Ă�ǀĂůŝĚ�ĂƵƚŽ�Žƌ�ǁŽƌŬŵĂŶ͛Ɛ�ĐŽŵƉĞŶƐĂƚŝŽŶ�ĐůĂŝŵ͕�ŵǇ�ĐĂƌƌŝĞƌ�ŵĂǇ�ƉĂǇ�ĨŽƌ�ƐŽŵĞ�ƚŽ�ŵŽƐƚ�ŽĨ�ƚŚĞ�ĐŚĂƌŐĞƐ�ůŝƐƚĞĚ�ĂďŽǀĞ͕�ďƵƚ�ŶŽ�
benefits are guaranteed. I understand that I am ultimately financially responsible for all services not paid by insurance or 
other third party. Should there be a balance due at the end of my treatment plan, I will receive an invoice for the amount and 
pay it promptly or contact the office to make payment arrangements. 
 
Date: ___________________________ 
Signature of Patient/Responsible Party _________________________________________________ 



EĂŵĞ�;ƉůĞĂƐĞ�ƉƌŝŶƚͿ͗______________________ͺͺͺͺͺͺͺͺͺ_ 
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NOTICE OF PRIVACY PRACTICES 

Summary:  By law, we are required to provide you with our NPP-Notice of Privacy Practices.  

This notice describes how medical/protected health information about you may be used and disclosed and how you can get 
access to this information. Please review it carefully. 

As a patient, you have the following rights: 

1. The right to inspect and copy your information;
2. The right to request corrections to your information;
3. The right to request that your information be restricted;
4. The right to request confidential communications;
5. The right to a report of disclosures of your information; and
6. The right to a paper copy of this notice.

We want to assure you that your medical/PHI is secure with us.  This notice contains information about how we will insure 
that your information remains private.  If you have any questions about this notice Effective October 15, 2018, please 
contact the HIPAA Compliance Officer at 206-324-2225 or info@atlaschirohc.com.  

Acknowledgment: I hereby acknowledge that I have received a copy of this practices NPP, I understand that if I have 
questions I may contact the HIPAA Compliance Officer.  

Patient Signature:__________________________________ Date:__________________________ 
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