Balance MBS Chiropractic & Massage
215 SW 3rd St, Ste B & C
Hermiston, OR 97838
(541) 289-9966

Demographic Form
 Title:    Mr.      Ms.     Mrs.   Other__________	Pronouns:  He/Him	       She/Her       They/Them       Other:______________
Last: __________________________________   First: ___________________________________ Middle: ___________________
Preferred name:_____________________________________ Birth Date: ______ /______/_________ Age: _______   
Sex at birth:  Male / Female	SSN: _____________________________     
Address: ____________________________________________________________________________________Apt # _________
City: ___________________________________________ State: ______________ Zip: _________ County: __________________
Home Phone:  (_______) _______-_________    Cell Phone:  (_______) _______-_________ Carrier________________________  
YES        NO	     I would like my appointment reminders sent to my cell phone via SMS text message. 
YES        NO	     I would like my e-statement reminders sent to my cell phone via SMS text message. 
 By checking Yes, I am also implying that I understand that standard text message rates will apply and punctual texts are not guaranteed.
                Email Address: ______________________________________________________
Preferred Language:  English     Spanish     French     Other_______________________________________________________    
Employer & Job Title: ______________________________________________ Primary Care Provider: _______________________

Insurance Policy Holder: (Please Circle one)            Self	Parent/Guardian		Spouse		Other
Name: ___________________________________________________________________ Birth Date: ______ /______ /_________
Phone number: ____________________________ Employer: ______________________________ SSN: _____________________
Address: _______________________________________________ City: _____________________ State: ______ Zip: __________
Ins Co Name: ______________________________ Group # ________________________ Member ID: _____________________
Do you have a secondary insurance?        NO       OR         YES   Insurance provider:________________________________________

How did you hear about our office (circle)? Facebook   Family/Friend	Newspaper Ad	Other: ____________________________


Consent to Treat & Office Policy

I, _________________________________________, hereby request and consent to the performance of chiropractic adjustments and other chiropractic or massage procedures, including various modes of physical therapy and/or therapeutic massage by doctors of chiropractic and/or other licensed massage therapists, or Chiropractic Assistants who work at the clinic listed above.
I will have an opportunity to discuss the nature and purpose of chiropractic adjustments and other procedures with the doctor of chiropractic listed above.  I understand that results are not guaranteed. 
I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment, including but not limited to fractures, disc injuries, strokes, dislocations, strains, and sprains.  I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely upon the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known to him/her, is in my best interest. I understand that it’s my responsibility to communicate if at any point treatment is too painful to continue, in order for the provider to discontinue a specific treatment or change technique application.
___________ (initial) I understand being under the influence of any recreational drug, alcohol, and/or prescribed medication may impact my care and agree not to consume substances that may impair my care prior to coming in for my appointment. 
I understand that the office listed above adheres to state and federal laws regarding patient privacy.  I attest that I have read and agree with the terms of said policy.
I understand that any records requests may take up to 15 business days to complete.
I understand that my bills will be submitted to the appropriate insurance in a timely manner, and I agree to pay my portion at the time of service or within 30 days of receiving a statement.  I understand that benefits quoted are not a guarantee of payment and I agree to remit any and all differences in accordance with my insurance contract and I have read and signed my 2026 Insurance Verification and Billing Agreement.
I have read the above consent and have had an opportunity to ask questions about its content.  By signing below, I agree to the above-named procedures.  I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

Patient/Guardian Signature_______________________________________________________ Date___________________


I understand that I give my consent to the names written below to discuss anything regarding appointments (Scheduling/ rescheduling, cancellation, appointment time, etc.), account balances, and reminder calls. I understand that the names below do not have access to patient files, diagnoses, or treatment plans without further approval from patient/guardian.

___________________________________       ____________________________       _____________________________
Name		                                       	 Relationship			            Phone Number
  
___________________________________       ____________________________       _____________________________ 
Name 		                                       	Relationship                                                  Phone Number




Financial Agreement

Whether you are paying Cash or using Insurance, you are always ultimately responsible for your bill.

We expect payment at the time of service, so please plan to pay when you arrive for your appointments.

Our Responsibilities:
· We will verify your insurance benefits as a courtesy to you.
· We will bill your insurance, if you choose to use your insurance.
· We will correct any errors we have made when there is a billing dispute.
· We will offer guidance in getting your bills paid.

Your Responsibilities: 
· Please know and understand your insurance coverage.
· Please inform us of ANY insurance change.
· Please read and keep your explanations of benefit statements from your insurance.
· Please Follow up promptly with claims that are not paid by your insurance company, or you will be billed directly for them.
· Please complete any forms or questionnaires sent to you from your insurance company and keep a copy for your records.
· Please make any cancellations with at least 24 hour notice or you may be subjected to a cancellation/no show fee of $40.00 for chiropractic appointments and $75.00 for massage appointments.


By signing this form, I acknowledge that I have been informed of the benefits quoted by my insurance company and understand that quoted benefits are not a guarantee of payment. I agree to my insurance being billed and that I will pay any remaining balances not covered by my insurance company.



Patient signature: ____________________________________________________ Date: _______________________



Financial Office Policy Agreement
Initial all of the following to state you understand our office policies (regardless of whether your current financial situation applies)

____ I understand I must meet my deductible, if it applies to chiropractic and/or physical therapy services, prior to insurance paying for services
____ (Medicare only) I understand that medicare does not cover exams nor massages and a flat rate of $100 will be charged annually to apply towards deductible 
____ I understand that a $100 deposit fee will be required on the first visit. This deposit fee will go towards unmet deductible or outstanding balances. Any overpayment will be credited to my account or refunded upon request.
____ I understand that a $50 minimum payment per visit is recommended to promptly meet deductible and/or decrease outstanding balances. 
____ I understand that a $50 minimum payment per visit is not the total balance due
____ I understand that quoted insurance benefits are not a guarantee of payment and any outstanding balance not covered by insurance is my responsibility to pay.
____ I understand that medical insurance does not cover maintenance care and if insurance audits my visits and determines my visits are considered maintenance, I am responsible for the outstanding bill once insurance request reimbursement or refund
____ I understand that if I have an open motor vehicle claim, only PIP will be billed and my medical insurance will not be billed until claim is closed and/or PIP exhausted. Cash program not available for use during this time.
____ I understand I may have two co-pays and/or co-insurances when receiving both chiropractic and massage therapy on the same day
____ I understand and agree that I may go to collections for outstanding balances unpaid after 120 days and/or failing to make payments after arranging a payment plan
____ I understand and agree that I must sign an attorney lien if I have or will obtain an attorney who will be handling any open motor vehicle claims
	Do you have an attorney?___________ If, no do you plan to obtain in attorney?___________________	
If yes, Attorney name:__________________________________________________________________




LATE TO APPOINTMENT POLICY

If you are an established patient and you arrive 10 minutes late or more to your check in time you will likely be asked to reschedule unless the physician’s schedule can still accommodate you. Priority will be given to the patients who arrive on time and you may have to be worked in between them. This may mean you will have a considerable wait. If this is not convenient for you, you may choose to reschedule. Any late patients cause the entire schedule to fall behind. This is an inconvenience to everyone. We strive to see every patient as close to their appointment time as possible. 
Likewise, if you are a new patient or established patient due for a re-evaluation and you arrive at the scheduled appointment time and not at required arrival time (30+ minutes prior) to complete your forms as instructed and/or if it takes more than 30 minutes to complete the forms and the registration process, you may also be asked to reschedule. The same terms will apply if you arrive late to a massage appointment. 
We ask that you please be courteous of your provider’s valuable time and attention. The physician, office staff, as well as your fellow patients will thank you. 

MISSED APPOINTMENT OR “NO-SHOW” POLICY 

While we make every effort to provide a reminder text at least 24 hours and 2 hours before your appointment, it is your responsibility to remember your appointment. We charge $40 for adjustments and $75 for massages to patients who do not keep their scheduled appointment time or who cancel less than 24 hours in advance. If this should happen more than twice, the practice may at its discretion choose to discontinue your care. All fees must be paid before a new appointment can be scheduled. 


Patient signature: _____________________________________________________ Date: _______________________
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