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PERSONAL INFORMATION
Name: ___________________________ Birthdate:  ___________________________
Address: ________________________________________________________________
City/Province/Postal code: ______________________________________________
Phone number: __________________________________________________________
Email address (we send email reminders):__________________________________ 
Occupation:_____________________________  Employer: _____________________
Gender:  ___________________________________________

EMERGENCY CONTACT
Full name: _______________________Phone number: ______________________________
Relationship to you: ___________________________________________________________

HEALTH INFORMATION
Family Doctor: ________________________Phone: ___________________
Date of last appointment/physical: ________________________
Health card/MSI number: __________________________________

INSURANCE
In order to direct bill your insurance company on your behalf we require a credit card be left on file.
Insurance Company:_____________________________
Policy/Plan Number: _________________ Identification Number: __________________

CREDIT CARD INFORMATION
In order to direct bill your insurance company on your behalf we require a credit card be left on file. 
Card Number: __________________________ Expiry: _________ 
Name on Card: ___________












HEALTH HISTORY

Marital Status: _____________________________________
Partner’s Name: _____________________________________
Number and ages of children: _______________________________ 
What is your reason for seeking counselling/psychotherapy at this time: ____________________________________________________________________________________

What is the history of your concern?: _________________________________________________
What is your previous treatment/counselling history? __________________________________ 
Relevant medications/supplements? _________________________________________________
Confidentiality Policy
It is important that you feel comfortable to share deeply personal information with your therapist. Please know that counselling files are kept as strictly confidential. This means that your Clinical Therapist will not divulge any information you have shared with her without your written consent.
There are several notable exceptions to this policy as are required by law. The Clinical Therapist may divulge information without your written consent if you are at imminent risk of serious self-harm, if a child or dependent senior in your care is at risk of harm, or if  information on your file should be subpoenaed by a court of law.  The Clinical Therapist will make every effort to inform you so such developments.
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Financial and Cancellation Policy
The doctors and staff at Halifax Chiro are dedicated at providing the best possible care and service to you, and your complete understanding of your financial responsibilities as an essential element of your care and treatment with us. Please initial next to each section to confirm your understanding and acceptance of our policies:
FEE FOR SERVICE
HALIFAX CHIRO IS A FEE FOR SERVICE FACILITY AND WE REQUIRE PAYMENT AT THE TIME OF YOUR VISIT, APART FROM A LIMITED NUMBER OF COMPANIES FOR WHICH DIRECT BILLING IS AVAILABLE. MANY SERVICES ARE COVERED WHOLLY OR PARTIALLY BY THIRD PARTY INSURANCE; HOWEVER, ULTIMATELY IT IS THE RESPONSIBILITY OF THE PATIENT TO ENSURE PAYMENT IS MADE AT TIME OF SERVICE. OUR RECOMMENDATIONS FOR CARE ARE BASED UPON OUR DESIRE TO SEE YOU GET AND STAY WELL, DESPITE YOUR LEVEL OF COVERAGE. INSURANCE PLANS OR COVERAGE MAXIMUMS ARE IN NO WAY RELATED TO YOUR HEALTH BUT RATHER ARE FUNCTIONS OF A FINANCIAL ARRANGEMENT BETWEEN YOU AND YOUR INSURANCE PROVIDER.
PRIVATE INSURANCE COVERAGE 
YOUR INSURANCE POLICY IS A CONTRACT BETWEEN YOU AND YOUR INSURANCE COMPANY, NOT BETWEEN YOUR INSURANCE COMPANY AND OUR OFFICE. PLEASE TAKE THE TIME TO VERIFY YOUR COVERAGE FOR CHIROPRACTIC, MASSAGE THERAPY, ORTHOTICS, NATUROPATHY AND/OR TCM, WITH YOUR INSURER BY CONTACTING THEM PRIOR TO YOUR FIRST VISIT. PLEASE INQUIRE ABOUT AND OBTAIN ANY SPECIFIC INSURER MEDICAL PRESCRIPTIONS FOR SERVICE. IF YOU ARE CHOOSING TO SUBMIT RECEIPTS FOR REIMBURSEMENT HALIFAX CHIRO WILL PROVIDE YOU WITH APPROPRIATE PAYMENT RECEIPTS FOR YOUR REIMBURSEMENT EITHER AT EACH VISIT OR AFTER MULTIPLE APPOINTMENTS DEPENDING ON YOUR PREFERENCE. YOU CAN FILL OUT YOUR INSURANCE INFORMATION ON THE NEXT PAGE. 
DVA/RCMP 
DIRECT BILLINGS IS CURRENTLY OFFERED TO DVA/RCMP PATIENTS. IF YOU EXHAUST YOUR COVERAGE PRIOR TO AUTHENTICATION OF AN EXTENSION REQUEST, THEN YOU ARE RESPONSIBLE FOR ANY OF YOUR SERVICES RECEIVED OUTSIDE OF YOUR ORIGINAL COVERAGE. IF FOR ANY REASON DVA OR RCMP WILL NOT APPROVE YOUR CLAIM YOU SHALL ULTIMATELY BE RESPONSIBLE FOR ALL CHARGES 
MOTOR VEHICLE ACCIDENT PATIENTS 
IN ORDER TO PROVIDE DIRECT BILLING SERVICE UNDER NOVA SCOTIA MOTOR VEHICLE ACT YOU MUST BE ABIDE BY THE REQUIREMENTS OF THE APPROVED SECTION B PROTOCOLS, WHICH MAY INVOLVE EXHAUSTION OF YOUR PRIVATE INSURANCE COVERAGE (DEPENDING ON INDIVIDUAL CIRCUMSTANCES). IF FOR ANY REASON YOUR MOTOR VEHICLE INSURER WILL NOT ACCEPT YOUR CLAIM YOU SHALL ULTIMATELY BE RESPONSIBLE FOR ALL CHARGES.
WORKER’S COMPENSATION BOARD
IF YOU ARE INJURED ON THE JOB, YOU WILL NEED TO INFORM YOUR EMPLOYER OF THE ACCIDENT AND OBTAIN A WCB CLAIM NUMBER PRIOR TO DIRECT BILLING BY HALIFAX CHIRO. IF FOR ANY REASON WCB WILL NOT ACCEPT YOUR CLAIM YOU SHALL ULTIMATELY BE RESPONSIBLE FOR ALL CHARGES.
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For your convenience, we accept the following forms of payment:
Exact Cash, Debit, Visa, Mastercard.
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FINANCIAL AND CANCELLATION POLICY
CHIROPRACTIC & MASSAGE 
	INITIAL CHIROPRACTIC ASSESSMENT 
	THE INITIAL CHIROPRACTIC ASSESSMENT WITH ANY OF OUR CHIROPRACTORS

	$100

	FOLLOW UP APPOINTMENT
	THE FOLLOW UP TO YOUR INITIAL APPOINTMENT

	$70

	DR. MACADAM CHIROPRACTIC 
	THIS APPOINTMENT IS WITH DR. MACADAM AND IT IS FOR A CHIROPRACTIC TREATMENT.
	$60

	SUBSEQUENT APPOINMENTS

	SUBSEQUENT TREATMENT VISITS WITH DR. HEFFORD, DR. DIAB, DR. TRUEMAN, AND DR. QUATTROCCHI

	$70

	NEW COMPLAINTS OR RE EVALUATIONS OF EXISTING COMPLAINTS
	IF YOU HAVE A NEW COMPLAINT OR NEED MORE TIME TO HAVE AN EXISTING COMPLAINT EXAMINED THIS APPOINTMENT OFFERS MORE TIME WITH THE CHIROPRACTOR

	$75


	ORTHOTICS
	
	$400

	ORTHOTIC FOOT WEAR
	
	$500

	30 MINUTE MASSAGE
	
MASSAGES WITH LISA, TARA, JESSICA, JUSTIN OR ADAM
PRICS INCLUDE TAX
	$63.50

	45 MINUTE MASSAGE
	
	$79.50

	60 MINUTE MASSAGE
	
	$95

	90 MINUTE MASSAGE
	
	$160

	COUNSELLING
	50 MINUTE SESSION WITH COLETTE
	$125



CANCELLATION_POLICY
The therapists at Halifax Chiro are often scheduled well in advance for appointments. We always seek to respect your valuable time by remaining on time and we ask that you respect the time we are holding for you in the same manner. IF YOU NEED TO CANCEL OR RESCHEDULE YOUR APPOINTMENT WE REQUIRE 24 HOURS NOTICE, OTHERWISE YOU WILL BE CHARGED FOR THE FULL AMOUNT OF THE APPOINTMENT. We hope you understand the hardship our practitioners face in the event of a no show or last-minute cancellation.  As a courtesy, when time allows, we make reminder calls for initial chiropractic appointments. If you do not receive your reminder call or message, the cancellation policy is still in effect. 
Reception Hours are 8am-8pm daily. When booking an appointment Halifax Chiro requires a credit card be left on file to process payments. On the day of your appointment once your insurance has been processed we will run your credit card and email you the receipt to you. If you are unable to make an appointment and do not give the clinic 24 hours notice you will be responsible for the full invoice amount of the appointment.   
I understand and agree that health/accident insurance policies are between an insurance carrier and myself. I understand and agree that all services rendered to me and charged are my personal responsibility for timely payment. I understand that if I suspend or terminate my care/treatment any fees for professional services rendered to me will be immediately due and payable. 

                                                         Patients Signature __________________________________________________
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