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HEALTH CONSENT FORM

CONSENT FOR THE COST OF OUR SERVICES:











Fee

Pro-Adjuster Fee

Initial Visit:


Adults & Seniors (65 & up)





$90.00


$90.00



Children/Students






$55.00


$55.00

Report of findings/Progress report: (detailed report of exam findings)

Adults & Seniors






$50.00

Children/Students






$35.00




Regular Office Visits:

Adults








$40.00


$40.00


Seniors 







$38.00


$39.00


Children/Students






$35.00


$37.00

SEMG Re-Scan (performed at progress exam- 12th visit if applicable)

25.00
Re-evaluation

Adults & Seniors






$65.00


$65.00


Children/Students






$45.00


$45.00
Missed Appointment Fee (less than 24 hr notice)



$25.00


$25.00
Referral / work / school notes






$20.00


$20.00
Orthotics (exam / impression / fitting)


           

             $425.00




Additional Therapies:







$15.00
(Heat/Ice/Thumper/Ultra Sound/Ten/ Exercise Prescription) 

Payment is required after each treatment. Billing is not encouraged and if an account remains 

outstanding for more than thirty (30) days, interest will be charged.
Extended Health Insurance:

Those of you who have extended health insurance through your place of employment will often have coverage for Chiropractic care.  You will be responsible for taking care of your account with this office.  We will be happy to provide you with a statement, which you will be able to submit to the insurance company for reimbursement directly to yourself.  Some Insurance Companies allow us to direct bill on your behalf.  If your insurer is one of these please let us know and we will be happy to do this for you.
CONSENT FOR PERSONAL INFORMATION

I understand that to provide me with Chiropractic goods and services, the practitioners and practice will collect some personal information about me.  This practice abides by the Privacy Act mandated to all health care professionals. I understand that only if I check off the following boxes will I receive the following:


I would like to receive newsletters and other informational mailings and notice of promotions and special 


offers from Veitch Chiropractic (ie. birthday cards).


I would like to receive notice when it is time to review whether I need services from Veitch Chiropractic.

I agree to this practice and its practitioners in collecting, using and disclosing personal information about me.  I understand that I have the right to remove this consent at anytime.
SIGNATURE:__________________________________________
DATE:_________________________

PRINTED NAME:_______________________________________
WITNESS: _____________________
Dr. Jim Veitch       Dr. Marcia Veitch
        Dr. Peter Veitch        Dr. Kevin Kraemer
5 Bell Farm Rd, Unit 7, Barrie, Ontario   L4M 5G1

705-728-2538
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