




Dr.$John$Goldfeldt$
Argonne'Family'Chiropractic'
826'N.'Mulland'Rd.'Ste'#B'

Spokane,'WA'99206$
(509)$92868550$

'
'
'

TERMS$OF$ACCEPTANCE$

'

When'a'patient'seeks'chiropractic'health'care,'and'when'a'chiropractor'accepts'a'
patient'for'such'care,'it'is'essential'that'both'are'seeking'and'working'for'the'same'
goals.''Chiropractic'does'not'provide'diagnosis'or'treat'medical'conditions.''
Chiropractic'has'one'main'goal:''

TO'LOCATE'ANALYZE'AND'CORRECT'SPINAL'INTERFERENCE'TO'THE'NERVOUS'
SYSTEM.'

The'purpose'of'the'nervous'system'is'to'control'and'coordinate'all'bodily'functions.'''
Interference'to'this'master'system'automatically'produces'improper'function'in'the'
body.''The'VERTEBRAL'SUBLUXATION'(spinal'misalignment'producing'nerve'
interference),'in'and'of'itself,'is'a'detriment'to'life'and'health.''Correction'of'the'
Vertebral'Subluxation'through'a'specific'adjustment,'allows'the'body'to'function'at'
its'optimum'level.''This'allows'the'innate'recuperative'ability'of'the'body'to'work'at'
maximum'efficiency'to'restore,'maintain'and'promote'natural'health.'''

1. WE'DO'NOT'DIAGNOSE'CONDITION(S)'OR'DISEASE(S)'OTHER'THAN''
VERTEBRAL'SUBLUXATIONS'AND'THEIR'COMPONENTS.''

2. WE'OFFER'NO'TREATMENT'OF'CONDITION(S)''
OR'DISEASE(S)'OTHER'THAN'VERTEBRAL'SUBLUXATIONS'AND'THEIR'
COMPONENTS.''

3. WE'PROMISE'NO'CURE'FROM'ANY'CONDITION(S)'OR'DISEASE(S)''
4. THE'CHIROPRACTIC'ADJUSTMENT'RESTORES'LIFE'AND'HEALTH'TO'ITS'FULLEST'

POTENTIAL''

'

I,'_____________________,'having'read'the'above'statement,'and'understanding'it'fully,'do'
undertake'chiropractic'health'on'this'basis.'''

'

Date:'_____/_____/______''''Signature'____________________________________________________'



Dr.$John$Goldfeldt$
Argonne'Family'Chiropractic'
826'N.'Mulland'Rd.'Ste'#B'

Spokane,'WA'99206$
(509)$92868550$

'
'
'

NOTICE$OF$PRIVACY$PRACTICES$ACKNOWLEDGEMENT'
'

We'keep'a'record'of'the'care'services'we'provide'you.''You'may'ask'to'see'and'copy'
that'record.''You'may'also'ask'to'correct'that'record.''We'will'not'disclose'your'
record'to'others'unless'you'direct'us'to'do'so'or'unless'the'law'authorizes'or'
compels'us'to'do'so.''You'may'see'your'record'or'get'more'information'about'it'by'
contacting.'''

Our'Notice'of'Privacy'Practices'describes'in'more'detail'how'your'health'
information'may'be'used'and'disclosed'and'how'you'can'access'you'information.'''
'

'

Patient'or'legally'authorized'individual'signature'''''''' ' DATE'''''''''''''''''''' TIME''
'
'

'

Printed'Name'' ' ' ' Relationship'(parent,'legal'guardian,'personal'
representative)'

'

Notes'by'staff:'

'

'

This$form$will$be$retained$in$you$medical$record.$$$

' '



Dr.$John$Goldfeldt$
Argonne'Family'Chiropractic'
826'N.'Mulland'Rd.'Ste'#B'

Spokane,'WA'99206$
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'
'
'

DOCTOR’S$LIEN'
'

To______________________________' ' ___________________________________'
(Name'of'Insurance'Company)'' ' ' (Doctor’s'Name)''
'

RE:''Patient'records'and'doctor’s'lien''

I'do'hereby'authorize'the'above'doctor'to'furnish'you,'my'insurance'carrier'with'a'
full'report'of'this'case'history,'examination,'diagnosis,'treatment'and'prognosis'of'
myself'in'regard'to'my'accident,'which'occurred'on'
________________________________________________.''

I'hereby'give'a'lien'to'said'doctor'on'any'settlement,'claim,'judgement,'or'verdict'as'
a'result'of'said'accident,'and'authorize'and'direct'you,'my'insurance'carrier,'to'pay'
directly'to'said'doctor,'such'sums'as'may'be'due'and'owing'him'for'service'rendered'
me,'and'to'withhold'such'sums'from'such'settlement,'claim,'judgement,'or'verdict'as'
maybe'necessary'to'protect'said'doctor'adequately.'''

I'fully'understand'that'I'am'directly'and'fully'responsible'to'said'doctor'for'all'
chiropractic'bills'and/or'therapy'by'him'for'service'rendered,'and'that'this'
agreement'is'made'solely'for'said'doctor’s'additional'protection'and'in'
consideration'for'his'awaiting'payment.''And'I'further'understand'that'such'
payment'is'not'contingent'on'any'settlement,'claim,'judgement,'or'verdict'by'which'I'
may'eventually'recover'said'fee.'''

'

Dated______________________________' Patient’s'signature'________________________'

The'undersigned'being'attorney'of'record'or'authorized'representative'of'insurance'
carrier'for'the'above'patient'does'hereby'acknowledge'receipt'of'the'above'lien,'and'
does'agree'to'honor'the'same'to'protect'adequately'said'above'named'doctor.'

'

Dated_______________________________'Patient’s'signature__________________________'

Please'date,'sign'and'return'a'copy'to'doctor’s'office'at'once.''

' '


