
 







 
WWhhaatt  DDoo  YYoouu  KKnnooww  AAbboouutt  CChhiirroopprraaccttiicc??  
 
In your own words, what do chiropractors do? ___________________________________________ 
___________________________________________________________________________________ 
 
Do you know what spinal nerve stress/ subluxation is?                   Yes             No 
If yes, please describe________________________________________________________________ 
__________________________________________________________________________________ 
 
Do any friends or relatives see chiropractors?           Yes             No 
If yes, do they use chiropractic for        Health Maintenance/optimization          Health problems 
 
Are you seeking chiropractic for           Health Maintenance/optimization          Health problems  
 
Are there other health concerns or anything else you’d like us to know about you? If yes, please 
tell us. 
____________________________________________________________________________________
____________________________________________________________________________________ 
 

FFiinnaanncciiaall  RReessppoonnssiibbiilliittyy  
 
Who is responsible for payment?__________   
How will you pay for your care?        (Check)             (Cash)               (Credit Card) 
Insurance Co. ___________________________ Group Policy #_________________ 

Address ________________________ City_____________________ State____ Zip Code_______ 

Phone # (____)_______________   Name of Insured ___________________    DOB___/___/___ 

Relation _______________   Insured’s Employer_____________________________________ 

OOffffiiccee  PPoolliicciieess:  If I am accepted as a patient of Dr. Marcus S. Ettinger DC, BSc  I agree to pay
for all services, including services not covered by my insurance company.  In the event that I 
receive checks from my insurance company or from Third-Party insurance for services rendered 
at Advanced Healing Arts Institute, I understand that I am to sign the checks over to Advanced
Healing Arts Institute immediately.  If I suspend (or terminate) my treatment without the doctor’s 
permission, it will be understood that I have reached maximum healing for my condition.  I then 
agree to be fully responsible for my condition and future care.  I understand that no medical 
records or x-rays will be released from this office if I owe any money on my account. 
CCoonnsseenntt  FFoorr  XX--RRaayy  ((IIff  NNeeeeddeedd))::    I authorize Advanced Healing Arts Institute to do an X-Ray 
examination if needed. 
CCoonnsseenntt  TToo  TTrreeaatt:: I also understand that no cures are promised (or implied) and any risks 
regarding care at this office will be explained to me upon my request.  I now authorize Dr. Ettinger to 
proceed with any necessary treatment.  
 
 I have read Dr. Ettinger’s office policies and consent to treat information, and I agree with them by signing 
below: 
 
Signature: _______________________________________                    Date: _____________ 
 
Parent/Guardian Signature: _______________________________      Date: ________ 
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