
Aurora Chiropractic Center  
NOTICE OF PRIVACY PRACTICE 

 

This office is required to notify you in writing, that by law, we must maintain the privacy and confidentiality of your 
Personal Health Information. In addition we must provide you with written notice concerning your rights to gain 
access to your health information, and the potential circumstances under which, by law, or as dictated by our 
office policy, we are permitted to disclose information about you to a third party without your authorization. 
Below is a brief summary of these circumstances. If you would like a more detailed explanation, one will be 
provided to you. In addition, you will find we have placed several copies in report folders labeled 'HIPAA' on tables 
in the reception. Once you have read this notice, please sign the last page, and return only the signature page 
(page 2) to our front desk receptionist. Keep this page for your records. 

PERMITTED DISCLOSURES:  

1. Treatment purposes - discussion with other health care providers involved in your care.  
2. Inadvertent disclosures - open treating area mean open discussion. If you need to speak privately to the doctor, 
please let our staff know so we can place you in a private consultation room.  
3. For payment purposes - to obtain payment from your insurance company or any other collateral source. 
4. For workers compensation purposes - to process a claim or aid in investigation.  
5. Emergency - in the event of a medical emergency we may notify a family member.  
6. For Public health and safety - in order to prevent or lessen a serious or eminent threat to the health or safety of 
a person or general public.  
7. To Government agencies or Law enforcement - to identify or locate a suspect, fugitive, material witness or 
missing person.  
8. For military, national security, prisoner and government benefits purposes.  
9. Deceased persons - discussion with coroners and medical examiners in the event of a patient's death.  
10. Telephone calls or emails and appointment reminders - we may call your home and leave messages regarding a 
missed appointment or apprize you of changes in practice hours or upcoming events. 
11. Change of ownership- in the event this practice is sold, the new owners would have access to your PHI. 

YOUR RIGHTS: 

1. To receive an accounting of disclosures.  
2. To receive a paper copy of the comprehensive "Detail" Privacy Notice.  
3. To request mailings to an address different than residence.  
4. To request Restrictions on certain uses and disclosures and with whom we release information to, although we 
are not required to comply. If, however, we agree, the restriction will be in place until written notice of your intent 
to remove the restriction.  
5. To inspect your records and receive one copy of your records at no charge, with notice in advance.  
6. To request amendments to information. However, like restrictions, we are not required to agree to them.  
7. To obtain one copy of your records at no charge, when timely notice is provided (72 hours). X-rays are original 
records and you are therefore not entitled to them. If you would like us to outsource them to an imaging center, to 
have copies made, we will be happy to accommodate you. However, you will be responsible for this cost. 

COMPLAINTS:  

If you wish to make a formal complaint about how we handle your health information, please call Lisa 
Messerschmidt at (907)789-1344 If she is unavailable, you may make an appointment with our receptionist to see 
her within 72 hours or 3 working days. If you are still not satisfied with the manner in which this office handles 
your complaint, you can submit a formal complaint to: 

DHHS, Office of Civil Rights  
200 Independence Ave. SW  

Room 509F HHH Building  
Washington DC 20201 

 

 



Dr. Steven D. Messerschmidt  

Fellow of the Academy of Chiropractic Orthopedists  

NOTICE OF MEDICARE COVERAGE FOR CHIROPRACTIC CARE 
Your Medicare coverage of chiropractic care is limited, It does not pay for all services. It will only pay for your 
chiropractic adjustment (manipulative treatment) when it meets Medicare's specific rules. There are three 
categories of Medicare services: 1) non-covered 2) always-covered, and 3) perhaps-covered. 

NON-COVERED SERVICES  

According to existing Medicare law, most of the services in our office are NON-COVERED. Hopefully, the U.S. 
Congress will change that someday and treat Doctors of Chiropractic like all other doctors, Until then, here is a 
summary: 

Examples of Non-Covered Services 

All Services Other than Chiropractic Adjustments: 
-Office Visits - to evaluate and manage, re-evaluate, 
advise, or give counsel regarding your health.  
-Physiotherapy - such as massage, traction, electrical 
stimulation, neuromuscular re-education, etc.  
-X-rays, Laboratory, Supplies, Vitamins, etc. 

Various Chiropractic Adjustments or Treatment: 
- Non-spinal manipulation to the shoulder, arm, leg, 
etc.  
-Maintenance Care - you are stable and not making 
any more improvement.  
-Wellness Care - to promote better health. 

 

ALWAYS-COVERED SERVICES 

A Medicare COVERED, service is for when you are injured or when you are in pain due to a bad spinal condition. 
Medicare be shown pays for your rehabilitation as long as you are improving. This phase of care is called "active 
treatment." It will on your Medicare claim form and payment reports with your service code. For example, "98940-
AТ." 

PERHAPS-COVERED SERVICES 

Your Chiropractic Adjustment must be clinically needed to correct a problem of the spine, according to Medicare 
rules. If Medicare determines that your condition is not "Medically Necessary" they will hot pay. When we know or 
believe that. your chiropractic adjustment is no longer covered, we will discuss this matter with you. We will also 
give you a Medicare form known as the Advance Beneficiary Notice (ABN) which wiil show your financial obligation 
for continued care. 

MY FINANCIAL RESPONSIBILITY 
I have received the above Medicare information. I understand that I am personally financially responsible for all 

services not covered by Medicare. I am also responsible for applicable annual deductibles and copayments. 
 

 
X _______________________________________________                                       ________________________ 
    Signature of Patient or Person Acting on patient’s Behalf                                                                Date 
 

 

MY AUTHORIZATION 
I authorize the release of any medical or other information necessary to process my claims. I also request 

payment of government  or private benefits either to myself or to the party who accepts assignment. This is a 
permanent authorization that I may revoke at any time by written notice.. 

 
 
X _______________________________________________                                       ________________________ 
    Signature of Patient or Person Acting on patient’s Behalf                                                                Date 
 

NOTE: Your to health a payer, information your health. will information be kept confidential. Any information that we collect about you on this form will be kept confidential in our offices. If a 
claim is on this for may be shared with the payer. Your health information which the payer sees will be kept confidential by the payer.  

9309 Glacier Highway, Suite B106. Professional Plaza Juneau, Alaska 99801 (907) 789-1344. Fax (907) 789-6134. E-
Mail: aurorachiro@alaska.net 



Financial policy and Agreement 
AURORA CHIROPRACTIC CENTER 

I, the undersigned, in consideration of the Office's services, agree to the following terms:  
Definitions. In this Agreement, "Office" and "Clinic" shall refer to Aurora Chiropractic Center located at 9309 
Glacier Highway Suite B106 Juneau, Alaska 99801 "Financial Policy" or "Agreement" shall refer to this document. 
Personal Responsibility for My Charges. I understand that I remain personally responsible for my Charges and that 
at any time, I can request a copy of my total Charges from the Office. Except where provided otherwise by law or 
by contract, I agree to pay the full amount of my Charges to the Office promptly upon its demand. I understand 
that the Office's Assignment does not constitute an agreement by the Office to await payment of my Charges. 
Unless otherwise mutually agreed to in writing on a form provided by the Office, I agree that (1) any delay by the 
Office in making demand for payment, any delay in paying the full amount of my Charges, and any partial 
payments received by the Office towards my Charges, shall not constitute acceptance of any installment payment 
plan, shall not constitute a waiver of the Office's right to receive payment-in-full promptly upon demand, and shall 
not constitute an "accord and satisfaction" of my Charges, regardless of any such terms or restrictions indicated 
on, or included with, any payments, and (2) my account with your Office shall be construed as in "default" on the 
earlier of the following dates: (a) any Payer fails to pay any or all of the Charges infull and directly to the Office 
upon receipt of those Charges within (i) thirty (30) days, or (ii) the period established by the earliest prompt pay 
deadline imposed on the Payer by law or contract, whichever occurs later, (b) I do not pay any or all of the Charges 
in-full within fourteen (14) days of demand, and (c) the Office attempts to charge my credit card in compliance 
with a written Payment Arrangement, but the charge is declined or not approved. Personal Responsibility for 
Verifying the Limitations in My Coverage; Financial Responsibility for Non-Covered Charges. I understand that in 
any given situation, a Payer may initially refuse to make payment to the Office, may delay payment for an 
indefinite or unreasonable amount of time,or may actually request a refund from the Office after making payment, 
and do so either in whole or in part with respect to any given Charge incurred at the Office (collectively, "Deny 
Payment"). I understand that there may be many other situations where a Payer may Deny Payment based on a 
particular contractual term applicable to me or to the Office (collectively, "Terms of Noncoverage"). To the extent 
permitted by law or by contract, I agree that I am solely and exclusively responsible for verifying all Terms of Non-
Coverage prior to incurring any Charges at the office. I agree that if I have any questions about the Terms of Non-
Coverage, I can ask to see copies of the Office's verification (e.g., eligibility, preauthorization) forms to gain further 
understanding. I further agree that should the Office assist me in any way in the verification, pre-authorization, or 
billing process, I assume the risk that the Payer and/or the Office may in my opinion not accurately understand 
and/or communicate the Terms of Non-Coverage and/or bill my Charges to my Payers. Should any Payer Deny 
Payment, or should any Payer be likely to Deny Payment as determined by the Office in its sole discretion, I agree 
that I am personally, fully, and immediately responsible for the portion of my Charges denied or likely to be 
denied. In no event shall I hold the Office responsible or liable in any of the foregoing instances. Direction to the 
Office to Apply the Lowest Mandatory Fee Reduction When Two or More Payers Are Involved. Unless otherwise 
agreed to in writing, I authorize the Office to submit my Charges, as well as a copy of the Assignment & Lien, to any 
and all Payers, [not including in accident cases my health benefit plan or Medicare] [including without limit in 
accident cases my health benefit plan but not including Medicare]. Notwithstanding the foregoing, in the event 
that the Office determines in its sole discretion that it has any reasonable basis for either submitting or not 
submitting my Charges and/or other documentation to a Payer, I hereby authorize the Office to take such action 
without condition or restriction. I understand that some or all of these Payers may utilize fee schedules which (a) 
the Office has agreed to accept, directly with said Payers in writing, or (b) law expressly imposes on the Office to 
accept (collectively, “Mandatory Fee Reductions"). I further understand that the Mandatory Fee Reductions 
imposed on the Office with respect to one Payer may exceed the Mandatory Fee Reductions imposed on the Office 
with respect to another Payer. In such an event, I hereby authorize and direct the Office insofar as permitted by 
law to apply the lower of the two Mandatory Fee Reductions to its Charges. I further agree that in the special 
event that Mandatory Feе Reductions are imposed on the Office by virtue of laws which regulate or restrict 
"balance billing," I hereby waive the application of such laws. In the event that no Mandatory Fee Reductions are 
actually imposed on the Office with respect to a Payer, I authorize and direct the Office to collect up to its full 
Charges from such Payer. Authorization to Sign My Name on Payments; Transfer of Credit Balances. I authorize the 
Office to endorse or sign my name on any and all payments listing me as a payee which are received by the Office 
for payment of Charges incurred by me, my spouse or my dependents. In such cases, my printed name, followed 
by the phrase, "(by Aurora Chiropractic Center)," shall serve as a properly authorized endorsement. I further 
authorize the Office to apply any credit balances on my Charges to any other outstanding Charges still owed by me, 
my spouse, or my dependents, regardless of whether these other Charges are related to my condition. 



Miscellaneous Provisions Except as provided in this paragraph, this Agreement shall not be modified or revoked 
without the expressed, written consent of the Office. I hereby revoke, with the Office's consent, the terms of any 
previously signed documents, but only to the extent those terms conflict with the terms of this Agreement. I agree 
that each and every provision of this Agreement is reasonably necessary. However, should any provision of this 
Agreement be found to be invalid, illegal or unenforceable, or for any reason cease to be binding on any party 
hereto, all other portions and provisions of this Agreement shall, nevertheless, remain in full force and effect. This 
Agreement shall be governed under the laws of the state where the Office is located, and is performable in the 
county where the Office is located. In any action based upon this Agreement, I hereby consent to personal 
jurisdiction and venue of any court in said county and waive all objections based on improper jurisdiction, venue, 
or forum inconvenience. I further waive any statute of limitations which may apply in any action based upon this 
Agreement. I have reviewed the Office's "Assignment & Lien" and Health Insurance Election forms and further 
agree to the terms and definitions set forth in these documents. Said documents are incorporated herein by 
reference. In the event that my condition is related to an accident, including without limit automobile accident, I 
understand that there will be an administrative fee necessary to cover the costs of verifying multiple Payers, filing 
and terminating liens, and submitting notices of same to Payers.  

I have read, understood, and agree to the terms of this Agreement. 
 

Patient Name (print): ________________________________________ Patient Signature: ___________________ 

Date: ____/____/____     
Name of Custodial parent or legal guardian, on behalf of the patient (please Print): 

_________________________________________________   Parent/Guardian Signature: ____________________ 

Date: ____/____/____     

 


