












 
         Peters Chiropractic 

            Sports Therapy, Acupuncture & Massage 
	

	
3rd	Party	Information	

	
	

Patient:	_______________________________________________________________________________________	
	
Claim	Number:	_______________________________________________________________________________	
	
Company:	____________________________________________________________________________________	
	
Adjuster:	_____________________________________________________________________________________	
	
Phone:	________________________________________________________________________________________	
	
Fax:	___________________________________________________________________________________________	
	
Address:	______________________________________________________________________________________	
	
E-mail:	______________________________________________________________________________________	
	
	
	
Date:							Dialog:		
	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	
_________					____________________________________________________________________________________	



              Peters Chiropractic
             Sports Therapy, Acupuncture and Massage Therapy

INFORMED CONSENT FOR CHIROPRACTIC TREATMENT AND CARE 

I hereby request and consent to the performance of chiropractic adjustments and other 
chiropractic procedures, including various modes of physiotherapy and diagnostic x-rays, 
on me (or on the patient named below, for whom I am legally responsible) by the doctor 
or intern, affiliated with Peters Chiropractic. 

I understand that, as in the practice of medicine, in the practice of chiropractic care there 
are some risks to treatment, including but not limited to, fractures, disc injuries, strokes, 
dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all 
risks and complications. I wish to rely on the doctor to exercise judgement during the 
course of the procedure, which the doctor feels at the time, based on the facts then 
known, is in my best interests.  

I have read, or have had read to me, the above consent. By signing below I agree to the 
above, and allow the doctor or intern, affiliated with Peters Chiropractic to perform such. 
I intend this consent form to cover the entire course of treatment for my present condition 
and for any future condition(s) for which I seek treatment.  

____________________________________________    
___________________ 
Patient’s Name (Please Print)     Date 

____________________________________________ 
Patient or Guardian’s Signature 



              Peters Chiropractic
          Sports Therapy, Acupuncture and Massage Therapy

Policy Regarding Massage and/or Personal Training 

We are pleased to offer you massage therapy and personal training options here at Peters 

Chiropractic as well! We will verify your insurance coverage for you here at our office 

and then alert you if your coverage includes massage or personal training. For those that 

do not have insurance coverage, we offer terrific cash prices or packages.  

We schedule our therapist and trainers on an individual basis to meet your needs. 

Therefore, appointments are necessary and very important. They can be made through 

our office. We have a strict 24-hour cancelation policy if you cannot make your 

appointment. We understand things come up and we will do our best to re-schedule. 

However, if you must cancel on the same day as your appointment, we will charge a $20 

fee to cover the cost of the trainer or therapist.  

Please sign below in agreement with the above policy.  

_______________________________    _________________ 

Name      Date 
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Personal	Injury	Financial	Agreement	

We	would	like	to	take	a	moment	to	welcome	you	to	our	office	and	to	assure	you	that	you	will	
receive	the	very	best	care	available	for	your	condition.	In	order	to	familiarize	you	with	the	
financial	policies	of	our	office,	we	would	like	to	explain	your	options	of	paying	your	bills.		
	
1.	If	you	are	covered	by	automobile	Med-Pay	insurance	then	you	likely	will	have	100%	
coverage	for	all	medical	expenses	within	the	limits	of	your	policy.		Please	check	with	your	provider	
if	you	have	this	type	of	coverage.	We	will	accept	payment	for	all	of	your	charges	directly	from	the	
insurance	company	pending	verification	that	they	will	pay	us	directly.	
	
2.	If	the	person	or	entity	responsible	has	auto	coverage	other	than	Med-pay,	you	should	be	
able	to	collect	reimbursement	from	that	insurance	company.	You	will	be	asked	to	provide	the	
contact	information	of	your	insurance	company,	so	that	we	can	work	with	them	on	your	case.	
Generally,	the	insurance	companies	will	not	pay	our	office	directly.	Therefore,	you	agree	to	sign	
over	the	total	payment	of	charges	for	services	rendered.	Upon	signing	below,	you	are	guaranteeing	
payment	from	any	settlement	monies	realized	and	agree	to	personally	being	responsible	for	any	
balance	of	charges	not	paid	through	said	settlement	within	90	days	of	settlement.	
	
3.	If	you	hire	an	attorney,	we	will	ask	you	to	sign	a	lien	form	authorizing	the	attorney	to	pay	us	
directly	out	of	your	settlement.	You	will	be	asked	to	provide	your	attorney’s	contact	information,	
so	that	we	can	work	with	them	on	your	case.		
	
4.	If	you	have	health	insurance	coverage	and	are	not	covered	by	auto	insurance	and	do	not	
retain	an	attorney,	we	will	make	every	effort	to	bill	your	health	insurance	for	payment.	Please	
review	our	financial	policy	for	insurance	patients	for	your	payment	options.	
	
5.	You	may	pay	for	your	services	and	be	reimbursed	by	your	insurance	company	or	attorney.	

	
It	is	important	that	you	understand	that	your	health	supersedes	methods	of	payment.	We	are	here	
to	help	you	with	the	above	options	in	order	to	take	care	of	your	health	needs.		You	are	also	
personally	responsible	for	your	entire	balance.	By	signing	below,	you	are	hereby	making	a	mutual	
agreement	between	Dr.	Steven	M.	Peters,	D.C.	and	yourself,	to	reimburse	total	payment	of	charges	
for	services	rendered	at	the	end	of	treatment.		
	
I	HAVE	READ	AND	AGREE	TO	THE	ABOVE.	
	
__________________________________________________	 	 	 _____________________________	
Patient’s	Name	 	 	 	 	 	 	 Date	
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Assignment	and	Instruction	for	Direct	Payment	to	Doctor	

	
Patient	Name:	_________________________________________	
Address:	_______________________________________________	
Insurance	Company/Attorney:	__________________________________	
Claim	Number:	________________________________________	
	
I	hereby	instruct	the	above	named	insurance	company	to	pay,	by	check,	made	out	to	and	
mailed	directly	to:	
	

Peters	Chiropractic	
18351	Beach	Blvd.,	Unit	H	
Huntington	Beach,	CA	92648	

	
If	my	current	policy	prohibits	payment	directly	to	the	doctor,	then	I	hereby	instruct	and	direct	
you	to	make	the	check	payable	to	and	mail	to	the	following:		
	

_____________________________	and	Peters	Chiropractic	
18351	Beach	Blvd.,	Unit	H	
Huntington	Beach,	CA	92648	

	
This	check	is	to	be	paid	for	professional	medical	expense	benefits	allowable	and	otherwise	
payable	to	me	under	my	current	insurance	policy	(or	that	of	a	3rd	party,	responsible	for	
payment	on	this	claim).	THIS	IS	A	DIRECT	ASSIGNMENT	OF	MY	RIGHTS	AND	BENEFITS	
UNDER	THIS	POLICY.	This	payment	will	not	exceed	my	indebtedness	to	the	abovementioned	
assignee	and	I	have	agreed	to	pay,	in	a	current	manner,	any	balance	of	said	professional	fees	
for	non-covered	services	and	or	fees,	over	and	above	the	insurance	payment.		
	
A	photocopy	of	this	Assignment	shall	be	considered	as	effective	and	valid	as	the	original.		
	
I	also	authorize	the	release	of	any	information	pertinent	to	my	case	to	any	insurance	company,	
adjustor	or	attorney	for	the	purpose	of	securing	payment	under	this	policy.		
	
Date:	_____________________			
	
Policyholder	Signature:	_____________________________________________	
	
Signature	of	Claimant,	if	other	than	Policyholder:	___________________________________________	



Attorney:	 	 	 	 	 	 Doctor:	
______________________________		 	 	 Peters	Chiropractic	
______________________________		 	 	 Steven	M.	Peters,	D.C.	
______________________________						 	 	 18351	Beach	Blvd,	Unit	H	
	 	 	 	 	 	 	 Huntington	Beach,	CA	92648	
	

NOTICE	OF	DOCTOR’S	LIEN	
	

I	do	hereby	authorize	Drs.	Steven	Peters	D.C.	to	furnish	you,	my	attorney,	with	a	full	report	of	
their	examination,	diagnosis,	treatment,	prognosis,	etc.,	of	myself	in	regard	to	the	accident	in	
which	I	was	recently	involved	on	_____________________.	
	
I	hereby	authorize	you,	my	attorney,	to	pay	directly	to	said	doctors	such	sums	as	may	be	due	
and	owing	them	for	medical	service	rendered	me	both	by	reason	of	this	accident	and	by	reason	
of	any	other	bills	that	are	due	their	office	and	to	withhold	such	sums	from	any	settlement,	
judgment	or	verdict	as	may	be	necessary	to	adequately	protect	said	doctors.	And	I	hereby	
further	give	a	lien	on	my	case	to	said	doctors	against	any	and	all	proceeds	of	my	settlement,	
judgment,	or	verdict	which	may	be	paid	to	you,	my	attorney,	or	myself,	as	the	result	of	the	
injuries	for	which	I	have	been	treated	or	injuries	in	connection	wherewith.	
	
I	agree	never	to	rescind	this	document	and	that	a	rescission	will	not	be	honored	by	my	
attorney.	I	hereby	instruct	that	in	the	event	another	attorney	is	substituted	in	this	matter,	the	
new	attorney	honor	this	lien	as	inherent	to	the	settlement	and	enforceable	upon	the	case	as	if	
it	were	executed	by	him.		
	
I	understand	that	this	agreement	is	made	solely	for	providers’	additional	protection	and	in	
consideration	for	the	providers	awaiting	payment	and	that	payment	of	providers’	fees	is	not	
contingent	on	settlement,	judgment,	or	verdict	by	which	the	patient	may	recover	said	fee.	I	
agree	that	if	no	suit	on	this	claim	is	filed	by	the	attorney	during	the	statutory	period	provided	
therefore,	that	all	providers’	fees	shall	become	due	and	payable	at	the	expiration	of	the	statute	
period.		
	
Please	acknowledge	this	letter	by	signing	below	and	returning	to	the	doctors’	office.	I	have	
been	advised	that	if	my	attorney	does	not	wish	to	cooperate	in	protecting	the	doctors’	interest,	
the	doctor	will	not	await	payment	but	may	declare	the	entire	balance	due	and	payable.		
	
The	undersigned	being	attorney	of	record	for	the	above	patient	does	hereby	agree	to	observe	
all	the	terms	of	the	above	and	agrees	to	withhold	such	sums	from	any	settlement,	judgment,	or	
verdict,	as	may	be	necessary	to	adequately	protect	said	doctors	above	named.	Attorney	further	
agrees	that	in	the	event	this	lien	is	litigated	that	the	prevailing	party	will	be	awarded	attorney	
fees	and	costs.	
	
Date:	_____________________		Patient’s	Signature:	_____________________________________________	
	
Date:	_____________________		Attorney’s	Signature:	___________________________________________	


