
Synergy Chiropractic and Wellness Clinic 
2177 Troop Drive Sartell MN 56377 

         
 
Legal Information:       Today’s Date______________________ 
Legal Name________________________________________________Nick Name_________________________ 
Permanent Address___________________________City____________________State________Zip___________ 
Temporary Address (EX: college students)_____________________City_____________State_____Zip_________ 
SSN_____-_____-_____Home Phone_____-_____-_____Wk Phone____-____-____ Cell Phone_____-____-_____ 
Birthdate_____/_____/_____Age:______Gender: Male_____Female_____Email__________________________ 
Emergency Contact________________________________Phone_______________________________________ 
May we contact you at work to verify appointment or insurance information: ________Yes_________No 
Would you like to receive reminders for appointments via: e-mail   Text  carrier __________ or phone call  
 
Personal Information: 
Your Physician’s Name:_____________________Clinic Name:___________________ 
Previous Chiropractor’s: Name__________________________________________ 
Have you ever been in an automobile accident?  Yes______No______ If so, when?_________________________ 
Marital Status 
_______Single ________Married_______Legally Separated________divorced _______Widowed________Other 
Family 
Spouse/Partner’s Name_____________________________ Children/Ages_______________________________ 
___________________________________________________________________________________________ 
Referred By 
Friend________________________, Health Fair______________________, Yellow Pages _____internet_______ 
Doctor________________________________, MD/DC from _______________________________Clinic 
Insurance Book________________________________Other___________________________________________ 
Employment 
______Full Time ______Part Time ______Retired_______Unemployed______Specify Other_________________ 
Employer_____________________________________Occupation_______________________________ 
Address of Employer_______________________City______________State_____Ph #_______-_______-_______ 
 
Insurance Information: 
Primary Insurance Company_________________________________Policy Holder’s Name__________________ 
Policy Holder’s Date of Birth_____/_____/_____  _Policy Holder’s Employer______________________________ 
Relationship to Policy Holder:______self_______spouse______child___________other 
Secondary Insurance Company____________________________Policy  Holder’s Name_____________________ 
Policy Holder’s Date of Birth_____/______/______Policy Holder’s Employer______________________________ 
Relationship to Policy Holder:______self_______spouse_______child_____________other 
 
Has a Worker’s Compensation Claim Been Filed for this injury?__________Yes___________No 
Has an Auto Accident Claim Been filed for this Injury?___________Yes__________No 
Date of Work Injury or Auto Accident______/______/______ 
 

Please present your insurance card and driver’s license to the reception desk so that we can make a photo 
copy for your file.  Thank you.  Page 1. 
 
 
 
 
 

 



Office Policies 

 

1. We are providers for numerous health care insurance policies.  For you convenience we will verify your 

insurance benefits and submit claims as a courtesy to you.  However, your insurance is a contract between you 

and your insurance company.  You are fully responsible for all charges due to services rendered.  If payment is 

denied for any reason by your insurance company, you are then responsible for full payment of those services. 

 

2. Copays must be paid at the time of service.  For patients who do not have insurance, we offer a 10% discount if 

you pay the same day. If you are unable to pay in full, we require you to set up a payment plan with our monthly 

credit card guarantee program. 

 

3. We send out monthly statements to our patients, after your insurance company has processed the claim for 

your visit.  We require that the balance be paid in full within 90 days, or a credit card be kept on file with a 

monthly payment plan set up.  If the account becomes delinquent after 90 days (no payment received), your 

account will be turned over to a collection agency. 

4. Any insurance payments paid directly to you by your insurance company, must be turned over to our office 

with- in 1 week. 

5. You are required to pay for items not covered by your insurance company at the time of service. (Kinesiotape, 

supplements, oils, hot/cold packs, etc.) Unopened items may be returned within 15 days of purchase, except 

homeopathics. 

Cancellation Policy 

As a courtesy we ask that you give 24 hours notice when cancelling your chiropractic and massage 

appointments.  No shows for massage or last minute cancellations will be charged a $20.00 fee. You may then 

be asked to reserve subsequent massage appointments with a credit card. 

I have read and understand the above statements: 

Patient Signature_______________________________________ Date_________________________ 

Chiropractic  Consent 

Any procedure intended to help, may also do harm.  While chiropractic and therapeutic procedures (e.g. spinal 

adjustments, ultrasound, heat and cold applications, electrotherapy, and manual muscle therapy) are considered 

remarkabley safe and effective, please understand that occasionally there may be adverse reactions. 

Although the chances of experiencing any of these complications are extremely small, it is the practice of this office to 

fully inform and educate all of our patients.  These complications include, but are not limited to: 

Pain Swelling Inflammation Disc Injury Nausea  Dizziness Stroke 

Burns Bruising  Discoloration Weakness Bleeding Bone Fracture Sensory Changes 

Worsening of condition Spinal cord damage 

I understand there is no guarantee or warranty for a specific cure or result.  I understand that I can request further 

explanation regarding any and all possible attendant to my care. 

Patient Signature:____________________________Date:_____________________Doctor Signature:______________  



 Patient Health Information Consent Form 

We want you to know how your Patient Health Information (PHI) is going to be used in this office and your rights 

concerning those records.  Before we will begin any health care operations we must require you to read and sign this 

consent form stating that you understand and agree with how your records will be used.  If you would like to have a 

more detailed account of our policies and procedures concerning the privacy of your Patient Health Information we 

encourage you to read the HIPAA NOTICE that is available to you at the reception desk before signing this consent. 

 

1. The patient understands and agrees to allow Synergy Chiropractic and Wellness Clinic to use their Patient 

Health Information (PHI) for the purpose of treatment, payment, healthcare operations, and coordination of 

care.  As an example, the patient agrees to allow this chiropractic office to submit requested PHI to the Health 

Insurance Company (or companies) provided to us by the patient for the purpose of payment.  Be assured that 

this office will limit the release of all PHI to the minimum needed for what the insurance companies require for 

payment. 

2. The patient has the right to examine and obtain a copy of his or her own health records at any time and request 

corrections.  The patient may request to know what disclosures have been made and submit in writing any 

further restrictions on the use of their PHI.  Our office is not obligated to agree to those restrictions. 

3. A patient’s written consent need only be obtained one time for all subsequent care given the patient in this 

office. 

4. The patient may provide a written request to revoke consent at any time during care.  This would not affect the 

use of those records for the care given prior to the written request to revoke consent but would apply to any 

care given after the request has been presented. 

5. For your security and right to privacy, all staff has been trained in the area of patient record privacy and a 

privacy official has been designated to enforce those procedures in our office. We have taken all precautions 

that are known by this office to assure that your records are not readily available to those who do not need 

them. 

6. Patients have the right to file a formal complaint with our privacy official about any possible violations of these 

policies and procedures. 

7. If the patient refuses to sign this consent for the purpose of treatment, payment, and health care operations, the 

chiropractic physician has the right to refuse to give care. 

 

I have read and understand how my Patient Health Information will be used and I agree to these policies and 

procedures. 

 

Patient Signature: ___________________________________________  Date:______________ 

CONSENT TO TREAT A MINOR 

I,____________________________________________(parent/guardian) give my permission to Dr. Cheri 

Carlson at Synergy Chiropractic and Wellness Clinic to give spinal adjustment/manipulations and 

necessary therapies to_______________________(child’s name), ________________(DOB). 

Parent/Guardian Signature:______________________________Date:_______________________________   
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