
 

 

PRE-MEETING CHECKLIST: 

❑ Intake Forms filled out to the best of your ability (enclosed with this form); 

❑ All papers, letters, insurance forms or other documents regarding the collision or subsequent 

treatment; 

❑ Drivers License 

❑  Police report (if you have it) and DMV report; 

❑ Pictures of your and other vehicles automobile damage, accident scene, and injuries (cuts, bruises, 

stitches, bandages, etc.)  

❑ Final Damage Bill if your vehicle has been repaired, or the Damage Estimate if your car has not yet 

been repaired 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
CONFIDENTIAL CLIENT INTAKE FORM 

 
Date of Interview:______________________________ Date of Crash:_________________________________ 
 
Referred By:________________________________________________________________________________ 
 
Client’s Name:______________________________________________________________________________ 
 
Address:___________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
Circle preferred method of contact: 
 
Phone:______________________(home)_____________________(work)________________________(Mobile) 
 
e-mail__________________________________________________Fax________________________________ 
 
Date of Birth:____________________SSN:____________________Driver’s License #:____________________ 
 
 
Hospitalizations, ER, Treatments, Specialists, Therapist or Surgeries (Related only to this Collision): 
 
 Facility  Location Physician When?   Problems?  Medications? 
 
1.________________________________________________________________________________________ 
 
2.________________________________________________________________________________________ 
 
3.________________________________________________________________________________________ 
 
4.________________________________________________________________________________________ 
 
5.________________________________________________________________________________________ 
 
6.________________________________________________________________________________________ 
 
* If you have more doctors/facilities, please provide a list of all providers for your case to date on a separate page. 
 

Have any of your physicians prescribed the following immobilization:    Neck Brace (Foam)      Neck Brace 

(Metal)      Neck Brace (Plastic)     Lumbar Corset (Flexible)      Lumbar Corset (Rigid)     Splint     Cast 

(Fiberglass)      Cast (Plaster)      Sling      Bandage     Support Brace      Bed Rest     Immobilization    

 Other_____________________________________________ 
 

Radiographs (X-Rays) or other imaging taken?   Yes       No  Other:_________________________________ 
 
Body Parts Imaged?_________________________________________________________________________ 
 
Follow-up Instruction?_______________________________________________________________________ 

 
Employment 

 



 

 

Employer at Time of Crash:____________________________________________________________________ 
 
Address:__________________________________________________________________________________ 
 
Job Title:__________________________________________________________________________________ 
 
Job Duties: Office/Clerical_____Light Labor______Moderate Labor______Heavy Labor______ 
 
Specific Duties:_____________________________________________________________________________ 
 
Any Missed Days at Work?____________________________________________________________________ 
 
High School:_______________________________________________________________________________ 
 
Highest Grade Completed:____________________________________________________________________ 
 
College:___________________________________________________________________________________ 
 
Field of Study:______________________________________________________________________________ 
 
Degree or Certificate:_________________________________________________________________________ 
 
Other:____________________________________________________________________________________ 
 
Military:__________________________________________________________________________________ 
 
Nature of Discharge:________________________________________________________________________ 
 
Marital Status:   S   M   D   W    Spouse’s Name:____________________________________________________ 
 
Dependents and Ages:________________________________________________________________________ 
 
Height_________________________ Weight:________________________ L/R Handed?_________________ 

 
Prior Injury History 

 
All Past Motor Vehicle Accidents, Workers Compensation claims, or other insurance / disability claims of any kind 
(Dates, Treatment and Treatment Duration, Awards and Outcome of Treatment) 
:______________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 

Prior Medical History 
 
Who is your regular doctor?  Name:______________________________________________________________ 
 
Address:_____________________________________________________ Phone:________________________ 



 

 

 
Do you smoke? Circle: Yes No Do you drink?  Circle: No Light Social Moderate Heavy 
 
Current Health Issues and any Prescribed Medications for their treatment (Diabetes, Hypertension, Ulcers, 
Arthritis, Disc Bulges, Anxiety, Depression): 
1.________________________________________________________________________________________ 
 
2.________________________________________________________________________________________ 
 
3.________________________________________________________________________________________ 
 
4.________________________________________________________________________________________ 
 
5.________________________________________________________________________________________ 
 
6.________________________________________________________________________________________ 
 
Please list all other past doctors or other health care providers (medical and alternative) you have seen and include 
their addresses, the dates or time periods in which you saw them, the reasons for seeing them, the types of 
treatment given to you, and whether they might have any information that would help us compare your present 
health with your health before the collision.  (Excluding those noted above.) 
 
1.________________________________________________________________________________________ 
 
2.________________________________________________________________________________________ 
 
3.________________________________________________________________________________________ 
 
4.________________________________________________________________________________________ 
 
5.________________________________________________________________________________________ 
 
6.________________________________________________________________________________________ 
 
7.________________________________________________________________________________________ 
 
8.________________________________________________________________________________________ 
 
List, as carefully and accurately as you can, all injuries, illnesses, or medical conditions you have had in your life, 
even if they have no similarity to the injuries that you received in this collision.  Include the approximate dates, the 
cause of the injuries, the doctors who treated you, and whether you fully recovered from these problems.  If any 
lawsuit or claim was made for any of those injuries please so state. 
 
Surgeries?__________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
Fractures?__________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
Serious Illness?______________________________________________________________________________ 
 



 

 

__________________________________________________________________________________________ 
 
Sports Injuries?_____________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
Prior History of Current Complaints and Treatment?________________________________________________ 
 
__________________________________________________________________________________________ 
 
How many days / weeks before you sought treatment?______________________________________________ 
 
What is the longest gap between treatments since the collision?_________________ days / weeks / months 
 
Where did you go after crash? 
 

 Home  Work  Hospital 
 
Mode of transportation?_______________________________________________________________________ 
 
Ambulance Companies (Related only to this Collision): 
 

Company   Date   From   To    
1.________________________________________________________________________________________ 
 
2.________________________________________________________________________________________ 
 
 
 

Facts of the Collision 
 
Date:_____________________________  Time:____________________ Day of Week:____________________ 
 
Was the Crash on-the job? Yes/No 
 
Circle One. Where you the: Driver, Front Seat Passenger, Rear Seat Passenger, Motorcycle/Moped Operator,  
 
 Motorcycle/Moped Passenger 
 
Time of Day (Daylight, Dawn, Dusk, Dark):_______________________________________________________ 
 
Weather (Sunny, Rainy, Snowing, Icy, etc.)_________________________________________________________ 
 
What Street did it happen on?______________________________________County_______________________ 
 
Description of Accident /Event:________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 



 

 

__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
What type of vehicle were you in?_______________________________________________________________ 
 
License plate number? ________________________ Who is the car’s owner?_____________________________ 
 
What type of vehicle was the other party driving:____________________________________________________ 
 
Approximate speed – Your Vehicle: ____________ Approximate speed – Other Vehicle ____________________ 
 
Your Driver’s Right and Left Foot Position (brake, clutch, both, neither, gas, etc.):_________________________ 
 
What parts of the car you were in were damaged?___________________________________________________ 
 
Cost of repairing your car: $___________________________________________________________________ 
 
Where did you get the damage estimate done? Do you have copy of estimate?_____________________________ 
 
Did either insurance company refer you to the garage who did the estimate or where the car was repaired? _______ 
 

Were you paid for the vehicle damage?       Yes       No  How much? ________________________________  
 
Where did you get the vehicle repaired? Do you have copy of Bill?______________________________________ 
 
Have you made any statements to any insurance company or anyone else:_________________________________ 
 
__________________________________________________________________________________________ 
 

Do you, or anyone else, have photographs of the accident scene, automobiles or your injuries?    Yes       No 
 
If so, who?_________________________________________________________________________________ 
 

Were any vehicles towed from the scene?  Yes  No      Who’s vehicle was towed?   Mine     Other Drivers 
 

Estimated damage to other vehicle(s):   None      Minimal      Moderate     Major     
 

Were you taken from the scene by ambulance?  Yes  No      Did you decline an ambulance?   Yes     No 



 

 

 
If you declined an ambulance, why?______________________________________________________________ 
 

Were the police on-scene?  Yes  No      Report Made?  Yes  No      Who was at fault?  You  

 Other___________________________________________________________________________________ 
       
Do you believe that any of the following were defective and resulted in either the accident itself or a worsening of  
 

your injuries?   Road Signs      Roads      Traffic signal     Brakes      Seat belt    Airbag    Seat 
 

Head position at impact:   Straight      Right Rotated      Left Rotated      Up       Down 
 

Your body position?   Good      Forward Lean      Other 
 

Was the type of impact of the vehicles:   Head-on      Right Side   Left Side      Oblique angle   Rear End 
 

Did your airbag(s) deploy?   Yes          No       If yes, were you struck by air bag?  Yes          No         
 

Did your seats break?   Yes          No      Was seat back adjustments altered?   Yes          No 
 

Were you wearing your lap belt?   Yes          No  Were you wearing your shoulder belt?   Yes          No 
 

Hands:  One on wheel      Left          Right              Two on wheel   N/A 
 

Seatbelt:   Yes          No          Did the Seatbelt bruise you? _______________________________________ 
 

Aware of Crash?  Yes          No 
 

Did you strike any parts of the vehicle?  Yes          No  Describe_________________________________ 
 

Did vehicle strike any objects after the crash?  Yes          No  Describe___________________________ 

 

Did any windows in your car break?   Yes          No         Did you get any glass fragments in your body?   Yes        

  No        
 

Were they removed?   Yes          No         How many fragments were removed?______________________ 
 

Are there glass or other fragments from the collision still in your body?   Yes          No       
    

Have you required any surgeries involving the placement of orthopedic screws or plates?   Yes          No       
 
# of Screws?________ # remaining:______________ # of Plates:___________ # Remaining:____________ 
 

Where was headrest located before impact?   Upper Back    Mid Neck   Med Head    Upper Head    None   
 

 
 

Injuries, Impairment & Damages 
 
Immediately After Crash: 
 

Symptoms:  Headache    Dizziness   Nausea    Confusion/disorientation    Neck Pain 



 

 

 

 Any Loss of Sensation/Tingling  Where?_______________________________________________________ 

 

 Extremity Pain Where?_________________________________________________________________ 

 

Upper Back Pain  Mid Back Pain   Low Back Pain 

 

 

Other  What?_____________________________________________________________________________ 
 
Injuries as a result of the Crash that currently are injured?:____________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
When did symptoms begin?___________________________________________________________________ 
 

Has your condition? Improved  Gotten Worse  Stayed the Same 
 

Is your condition worse during any times of the day?  Yes          No           
 
Explain?__________________________________________________________________________________ 
 
Circle the things that make your problems worse: Bending Twisting Walking Standing Sitting  
 
Movement Lying   Lifting  Other__________________________________________ 
 

Is there anything you can do to get relief?  Yes          No           
 
Explain?__________________________________________________________________________________ 
 

Have you been treated for any of these conditions before?  Yes          No          How long ago and by  
 
whom?__________________________________________________________________________________ 
 
What treatment have you received thus far? Medication? _____________________________________________ 
 

Results of treatment?  Good           Bad           
 
Comments?________________________________________________________________________________ 
 
Are your injuries interfering with: 

      Work    Education     Sleep     Domestic (Activities within the Home)   Household (Duties outside 

the Home)      Recreation     Daily Routine 
 
Numbness / tingling / weakness in arms?      Yes     No     R     L     Level(s)______________________________ 
 
Numbness / tingling / weakness in legs?      Yes     No     R     L     Level(s)_______________________________ 
 



 

 

 

Did you have any internal organs damaged?   Yes          No         Which organ(s):______________________ 
 

Were any ruptured?   Yes          No         Which organs?__________________________________________ 
 

Were any removed?   Yes          No         Which organs?__________________________________________ 
 

Did you lose consciousness?   Yes          No         How long?____________________________________ 
 

Were you in a coma?   Yes          No         If so, how long?______________________________________      
 
Which of the following do you suffer from now, which you did not prior to the accident: 
 

 Headaches      Dizziness      Difficulty Concentrating 
 

  Long Term Memory Loss    Short Term Memory Loss    Amnesia 
 

  Loss of Consciousness at Scene   “Blackouts” Since Collision   Forgetting ATM or other Numbers 
 

  Reading Problems     Writing Problems     Typing Problems 
 

 Apathy      Irritability      Sleep Disturbances 
 

  Personality Changes    Emotional Difficulties    Relationship Difficulties 
 

  Blurred Vision     Photophobia (Sensitivity to Light)   Vision Changes   
 

  Intolerance to Alcohol    Intolerance to Heat     Intolerance to Cold   
 

  Impaired Comprehension    Impaired Learning    Attention Impairment   
 

  Loss of Libido     Missing Periods of Time    Speech Difficulties 
 

  Concussion in Collision    Nausea      Vomiting 
 

  Extreme Thirst Since Collision   Fatigue      Menstrual Irregularities  
    

  Tinnitus (Ringing of Ears)    Noise Intolerance     Loss of Coordination 
 

  Bumping Into Objects in View   Loss of Balance     Fluid in Ears 
  

  Hearing Loss     Vertigo (Spinning Sensation)   Increased Symptoms in Crowds 
 

  Anxiety      Depression     Change in Personality   
 

  Flashbacks to Accident Scene   Intrusive Thoughts of Accident   Nightmares Since Collision 
 

  Unusual Behavior Since Collision   Social Withdrawal     Panic Attacks 
 

  Thoughts of Death /Suicide   Weight Loss / Gain _______lbs   Loss of Taste / Smell 
 

  Blackouts with Neck Movements   Dizziness with Neck Movements  “Clunk” Sound w/ Moving Neck 



 

 

 

  “Greying Out” of Vision    “Blacking Out” of Vision   Temporary Blindness 
 

  Loss of Bladder Control    Loss of Bowel Control   Loss of Genital Sensation 
 

  Jaw Pain      Clicking in Jaw    Pain with Chewing 
 
 

Impaired Activities 
 
Circle all activities which have been impaired in any way by the accident in question: 
 
Daily Activities 
bathing/showering  bending   brushing teeth  dressing  driving car    
vacationing    dining out   movie going standing  sitting 
sexual relations   lifting   church events   child care  religious activities (bending/kneeling)  
shampooing hair   eating  moving   reading    shaving   
shopping    watching TV  sleeping   traveling  social events   
    
Domestic Activities  (Activities within the Home) 
bending  cooking ironing  housecleaning  laundry 
washing dishes  vacuuming dusting  interior painting decorating 
 
Household Activities (Activities outside the Home) 
 
trimming bushes gardening tree trimming mowing lawn  yard work 
exterior painting car washing landscaping house maintenance farm activities 
 
Work Activities 
sitting     standing  lifting   using telephone   computer work 
reading   bending  typing   writing   child care 
 
Hobby Activities 
aerobic exercise   archery  backpacking  bowling   badminton  
baseball   basketball  basketry  bicycling  boxing  
card playing   camping  dancing  fencing   fishing  
flying    football  gardening  golf   handball  
gymnastics   health clubs  hockey   hunting   judo  
horseback riding  ice skating  karate   painting   yoga  
jogging/running  photography  raquetball  rafting   sailing 
mountain climbing sewing   snow skiing  swimming   walking  
musical instruments  volleyball  water skiing  water sports   weight lifting  
 
Other:___________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
 
Activities which you have performed despite pain, due to financial, family or personal needs (Duties Under Duress): 

      
    Work        Education       Domestic (Activities within the Home)   Household (Duties outside the Home) 
 
__________________________________________________________________________________________ 



 

 

 
How has the accident change the way you feel about yourself? (Please add an additional sheet if you need more 
space — this is important.) 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
How do you believe the accident changed the way other people feel about you? (Please add an additional sheet if 
you need more space — this is important.) 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 



 

 

The Body Chiropractic 

Dr. Brian Cooke 

7671 Northwoods Blvd Ste G 

N. Charleston, SC 29406 

(843) 820-5313  •   Fax (843) 225-9024 

 

 

CONTRACT FOR ASSIGNMENT 
 

I the undersigned, hereinafter referred to as patient, acknowledge and agree with the following terms of 

assignment: 

 

1. I authorize my insurance company and/or any involved and responsible insurance companies and/or 

my attorney to pay directly The Body  Chiropractic such sums as may be due and owing for services 

rendered to me.  To withhold such sums from any medical payments benefits, no-fault benefits, 

health and accident benefits, or any other insurance benefits obligated to reimburse me or from any 

settlement, judgment, or verdict on my behalf as may be necessary to adequately protect The Body 

Chiropractic. 

 

2. I give a lien to The Body Chiropractic against any and all insurance benefits named herein and any 

and all proceeds of any settlement, judgment, or verdict which may be paid to me as a result of the 

injuries or illness for which I have been treated by The Body Chiropractic.   

 

3. In the event any company obligated to may such payments refuses to make said payments, upon 

demand by me or this office I assign and transfer to The Body Chiropractic any and all causes of 

action that I may have or that may exist in my favor against such company and authorize The Body 

Chiropractic to prosecute any cause of action either in my name or in the name of the office and 

authorize The Body Chiropractic to compromise, settle, or to otherwise resolve such claims as they 

see fit. 

 

4. I understand that I remain personally responsible for the total amount due to The Body Chiropractic 

for services rendered.  I understand and agree that this assignment, lien, and authorization does not 

constitute consideration for The Body Chiropractic to await payment and that all aspects of the 

Contract for Payment still apply. 

 

 

_________________________________    _______________________ 

Patient/Responsible Party      Date 

 

 

_________________________________ 

Witness 
 

 

 

 

 

 

 

 

 

  

 



 

 

The Body Chiropractic 

Dr. Brian Cooke 

7671 Northwoods Blvd Ste G 

N. Charleston, SC 29406 

(843) 820-5313   •   Fax (843) 225-9024 

 

INFORMED CONSENT TO CARE 

 

A patient coming to the doctor gives him/her permission and authority to care for them in accordance with 

appropriate tests, diagnosis, and analysis.  The clinical procedures performed are usually beneficial and seldom 

cause any problem.  In rare cases, underlying physical defects, deformities, or pathologies may render the 

patient susceptible for injury.  The doctor, of course, will not provide specific healthcare if he/she is aware that 

such care may be contraindicated.  It is the responsibility of the patient to make it known or to learn through 

healthcare procedures from whatever he/she is suffering from:  latent pathological defects, illnesses, or 

deformities, which would otherwise not come to the attention of the physician. 

 

I agree to settle any claim or dispute I may have against or with any of these persons or entities, whether related 

to the prescribed care or otherwise, will be resolved by binding arbitration under the current malpractice terms 

which can be obtained by written request. 

 

 

_________________________________   ________________________ 

Patient’s Signature      Date 

 

Chiropractic care, like all forms of healthcare, while offering considerable benefit may also provide some level 

of risk.  This level of risk is most often very minimal, yet in rare cases injury has been associated with 

chiropractic care.  The types of complications that have been reported secondary to chiropractic care include 

sprain/strain injuries, irritation of a disk condition, possible disk injury or vertebral dislocation, or fractures.  

One of the rarest complications associated with chiropractic care, occurring at a rate between one instance per 

million to one per two million, in cervical spine (neck) adjustments, may be a vertebral artery injury that could 

lead to stroke. 

 

Prior to receiving chiropractic care at this office, a health history and physical examination will be completed.  

These procedures are performed to assess your specific condition, your overall health, and in particular, your 

spine health.  These procedures will assist us in determining if chiropractic care is needed, or if any further 

examinations or studies are needed.  In addition, they will help us determine if there is any reason to modify 

your care or provide you with a referral to another healthcare provider.  All relevant findings will be reported to 

you along with a care plan prior to beginning care.  I understand and accept that there are risks associated with 

chiropractic care and give consent to the examinations that the doctor deems necessary, and to the chiropractic 

care including spinal adjustments, as reported following my assessment. 

 

This notice is effective as of _______________ and will expire in seven years after the  

                                                      (date) 

date on which you last received services from us. 

 

 

______________ 

Patient Initials 
 

 

 

 

 



 

 

 

ARBITRATION AGREEMENT 
 

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any medical 

services rendered under this contract were unnecessary or unauthorized or were improperly, negligently or  incompetently  rendered,  will  

be determined by submission to arbitration as provided by state and federal law, and not by a lawsuit or resort to court process, except 

as state and federal law provides for judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are giving 

up their constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting the use of 

arbitration.  Further, the parties will not have the right to participate as a member of any class of claimants, and there shall be no 

authority for any dispute to be decided on a class action basis. An arbitration can only decide a dispute between the parties and may 

not consolidate or join the claims of other persons who have similar claims. 

Article 2: All Claims Must be Arbitrated: It is also understood that any dispute that does not relate to medical malpractice, including 

disputes as to whether or not a dispute is subject to arbitration, as to whether this  agreement  is  unconscionable,  and  any procedural 

disputes, will also be determined by submission to binding arbitration. It is the intention of the parties that this agreement bind all 

parties as to all claims, including claims arising out of or relating to treatment or services provided by the  health care provider,  including 

any heirs  or past, present or future spouse(s) of the patient in relation to all claims, including loss of consortium. This agreement is 

also intended to bind any children of the patient whether born or unborn at the time of the occurrence giving rise to any claim. This 

agreement is intended to bind the patient and the health care provider and/or other licensed health care providers, preceptors, or 

interns who now or in the future treat the patient while employed by, working or associated with or serving as a back-up for the health 

care provider, including those working  at the health care provider's clinic or office or any other clinic or office whether signatories to this 

form or   not. 

All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the health care provider, and/or the 

health care provider's associates, association, corporation, partnership, employees, agents and estate, must be arbitrated  including,  

without limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive relief,  or  punitive  damages.  This  

agreement  is intended to create an open book account unless and until  revoked. 

Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party 

shall select an arbitrator (party arbitrator) within thirty days, and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators 

appointed by the parties within thirty days thereafter.  The neutral arbitrator shall then be the sole arbitrator and shall decide the 

arbitration.   Each   party to the arbitration shall pay such party's pro rata share of the expenses and fees of the neutral arbitrator, 

together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not including counsel fees, witness fees, or 

other expenses incurred by a party for such party's own benefit. Either party shall have the absolute right to bifurcate the issues of 

liability and damage upon written request to the neutral arbitrator. 

The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise  be a proper additional  

party in a court action, and upon such intervention and joinder, any existing court action against such additional person or entity shall be 

stayed pending arbitration. The parties agree that provisions of state and federal law, where applicable, establishing the right to 

introduce evidence of any amount payable as a benefit to the patient to the maximum extent permitted by law, limiting the right to 

recover non-economic losses, and the right to have a judgment for future damages conformed to periodic payments, shall apply to  

disputes  within  this  Arbitration Agreement. The parties further agree that the Commercial Arbitration Rules of the American Arbitration 

Association  shall  govern  any arbitration conducted pursuant to this Arbitration  Agreement. 

Article 4: General Provision: All claims based upon the same incident, transaction, or related circumstances shall be arbitrated 

in one proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim,  if asserted  in a civil  

action, would be barred by the applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in 

accordance with the procedures prescribed herein with reasonable  diligence. 

Article 5: Revocation: This agreement may be revoked by written notice delivered to the health care provider within 30 days of 

signature and, if not revoked, will govern all professional services received by the patient and all other disputes between the   parties. 

Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed (for example, 

emergency treatment),  patient should initial here. .   Effective as of the date of first professional services. 

If any provision of this Arbitration Agreement  is held invalid or unenforceable, the remaining provisions shall remain in full force and shall  

not be affected by the invalidity of any other provision. I understand that I have the right to receive a copy of this Arbitration 

Agreement. By my signature below, I acknowledge that I have received a  copy. 

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE 

DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. 

SEE  ARTICLE  1 OF THIS CONTRACT. 
 

 (Date) 

    PATIENT SIGNATURE       x   
(Or Patient Representative) (Indicate relationship if signing for patient) 

 
 (Date) 

OFFICE SIGNATURE x 
 

 



 

 

CONTRACT FOR PAYMENT 
 

I the undersigned, hereinafter referred to as patient, acknowledge and agree with the following terms of 

assignment: 

 

1. Patient is responsible for all bills and charges incurred for treatment.  Charges include but are not limited 

to initial exam fee, radiograph fee, passive modality fee, therapeutic exercise or stretching fee, manual 

manipulation fee, manual therapy fee, special equipment fee, and any charges incurred by The Body 

Chiropractic due to returned payments or collections. 

 

2. Partial payment is due at the time of patient’s visit.  Total fee for an adjustment is sixty-five dollars ($ 

65.00). There may be additional fees for services performed outside of the adjustment as stated in 

paragraph one. Patient is expected to pay a minimum of twenty-five dollars ($ 25.00) at the time of each 

visit.  Any remaining balance will be billed to the client. 

 

3. The Body Chiropractic has the right to request full payment of any balance at any time.  Payment or 

payment arrangements must be made within ninety (90) days of request for payment.  Otherwise, the 

account will be considered delinquent. 

 

4. Any delinquent accounts may be turned over to collection agency, with the patient being responsible for 

any and all fees and interest or may be collected directly by The Body Chiropractic through the judicial 

system, with the patient being responsible for all court costs and attorney’s fees. 

 

5. The Body Chiropractic has the right to refuse or terminate treatment of any patient whose account is 

delinquent. 

 

6. This contract is made under and governed by the laws of the State of South Carolina.  If any part of this 

contract is deemed not valid or illegal, the remainder of the contact survives. 

 

7. If the assignment contract is broken, when we are working with a personal injury, workman’s 

compensation or directly with an insurance company, on behalf of a patient, the patient is responsible for 

the full amount of any treatment. 

   

 

_________________________________    _______________________ 

Patient/Responsible Party      Date 

 

 

_________________________________ 

Witness 

 
 

 

 


