






 

 

Consent to Examine/Treat/Insurance Authorization 

 

 

 

I, ______________________________, give consent to be examined and treated by the team of 

specialists at Post Rehabilitative Solutions (PRS).  I understand the risks and benefits of 

chiropractic care and allow treatment.  I give authorization to PRS to contact my insurance 

company for treatment received at PRS.  Insurance information provided by the patient is solely 

used for the purpose of repayment of treatment being rendered.  I understand that my insurance 

may not cover the cost of treatment fully.  I am liable for the treatment cost not covered by my 

insurance company (copays, deductibles and other services not covered by insurance).  All 

information provided by the patient is confidential and will not be misused.  PRS is HIPPA 

compliant and abides by its regulations. 

 

_______________________________ 
        Signature of Patient 
 
                 ___________________ 
        Date 
 
We would like to keep you updated on the progress of your treatment along with sending you 
tailored exercise and stretches for your treatment.  Your email is solely confidential to PRS. 
 
Email Address:  ________________________________________________________________ 
 

 





 
 

Office Policies 
In order to better serve our patients, we have established the following office policies: 

 
Late Appointments 

When Appointments are scheduled, it is time that we have set aside specifically for you and the needs of your treatment 
plan. We ask that patients to arrive on time to ensure that the best quality of care can be provided during your session.  It 
is preferred that you reschedule appointments to which arrival time is delayed by 10 minutes for 30 minute appointments 
or delayed by 5 minutes for 20 minute appointments.  We do our best to accommodate late arrivals into the schedule for 

the same day if there is a later appointment available, but there may be an extended wait time. 
 

Cancelled Appointments 
We realize that certain cancellations happen last minute and cannot be helped.  However, we do ask that you give us the 

courtesy of contacting us prior to 12:00pm (noon) the day before your appointment if you are unable to make your 
scheduled appointment.  This way, we are able to allow other patients who would like to come in to be treated.  It is at the 

discretion of PRS to charge a fee for frequently cancelled appointments or last minute cancellations. 
 

Missed Appointments 
When a scheduled appointment is missed, there is another patient that could be receiving the services they need.  Out of 

respect for our providers and other patients, failure to show up for any appointments could result in a fee of $50 for each 
appointment missed. 

 
Payment and Account Balances 

 Copays, payments toward your deductible, and past due balances are due at the time of and are to be paid prior to 
receiving any services unless otherwise arranged with PRS. 

 
Insurance 

If you have health insurance, we bill it as a courtesy to you.  If you have a copayment, co-insurance or a deductible that 
needs to be met, it is your responsibility to make payments at the time of service. 

 
If you have health insurance and are unable to provide us with a card, we are unable to bill your insurance therefore we 

will require payment in full at time of service. 
 

If you do not have health insurance, we require that you either pay in full for services at the time of service or the payment 
plan amount that was agreed upon.  All outstanding account balances greater than 90 days will be turned over to 

collections.  If your account ends up in collections, all reasonable attorney’s fees, and/or court costs incurred by PRS to 
enforce terms, covenants or defend upon the same and/or collect any balances owed past 90 days shall be awarded to 

PRS by any court of competent jurisdiction. 
 

For your convenience we accept cash, personal check, Apple Pay, Android Pay, Visa, MasterCard and Discover. 
 
 
 

Sign here:  ________________________________________       Date: ___________________ 
 

Building a bridge to a pain-free life 
12624 S. Rt. 59 unit 2, Plainfield, IL 60585 
Phone:  815-254-1234/Fax:  815-254-2020 

www.postrehabsolutions.com 
 

Effective: June 2019 



Permission to Use Medical AI Transcriber/Recorder Patient Consent Form 

Purpose of the AI Transcriber/Recorder 

To enhance the accuracy and efficiency of medical documentation, this practice utilizes a secure, HIPAA-

compliant Artificial Intelligence (AI) transcription tool that records and transcribes patient-provider 

interactions. This tool is used strictly for medical documentation and is intended to support high-quality 

care. 

What You Should Know: 

• Recording: Your visit may be recorded (audio only) for transcription purposes.

• Transcription: The recording will be transcribed by a secure AI tool and used to update your

medical records.

• Confidentiality: All data is encrypted, stored securely, and handled according to HIPAA

regulations.

• Access: Only authorized medical personnel will have access to the transcription and recording.

• Voluntary: You may refuse or withdraw consent at any time without affecting your care.

Consent 

I, the undersigned patient (or authorized representative), acknowledge that: 

• I have been informed that my visit may be recorded and transcribed using an AI tool.

• I understand the purpose of this tool and how the information will be used and protected.

• I have had the opportunity to ask questions and receive answers regarding the use of the AI

transcriber/recorder.

• I understand that I may decline or revoke this permission at any time.

☐ I give my permission for the use of an AI transcriber/recorder during my medical consultation.

☐ I do NOT give my permission for the use of an AI transcriber/recorder.

Patient Name (Printed): _________________________________________ 

Patient Signature: _______________________________________________ 

Date: ___________________ 

If signed by authorized representative: 

Name: __________________________ 

Relationship to Patient: ________________ 

Signature: _________________________ 

Date: ___________________ 





1.

2.

Check all that apply.

Call Reminder

Text Reminder

Email notification when appointments are scheduled or changed

No reminder

3.

4.

Patient Reminders
Please select your preferences for appointment reminders and notifications.  You may select 
multiple.
* Required

Name *

Preferred Reminder/Notification *

Preferred Phone Number

Preferred Email
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