




_____________________________ 
_____________________________ 



CHIROPRACTIC LIFE CENTER OF BOCA RATON 

Practice Member Information (Must be Completed Before Services Can Be Rendered) 

NAME: __________________________________________________________________________________ 
FIRST MIDDLE LAST

PHONE:  Home______________________      Cell______________________  Work__________________ 

SOCIAL SECURITY NUMBER: _____________________ MARITIAL STATUS: ____________ 

DATE OF BIRTH: _____________________ 

CONTACT IN CASE OF EMERGENCY: _________________________       Phone #: _________________ 

NAME OF PRIMARY INSURANCE CARRIER: ________________________________________________ 

Name of Insured_________________________    Insured Date of Birth __________________ 

Insured Social Security Number __________________ 

NAME OF SECONDARY INSURANCE CARRIER:  _____________________________________________ 

Name of Insured_________________________    Insured Date of Birth __________________ 

Insured Social Security Number:  __________________ 

Insurance Policies and Fee Schedule 

o Consultation- includes practice member history. This service is generally included with the assessment fee, 
unless there are extenuating circumstances i.e. injuries which require greater time have additional fees.

o Assessment (new or established practice member)- may include one or more of the following: range of 
motion and/or static palpation, temperature gradient study, surface EMG and posture check $125-$235.

o Chiropractic Adjustment- The actual movement of the vertebra done by hand or instrument. Often a sound will 
be heard, but if there is no sound result, it does not mean that the adjustment has not taken place: $65-$85.

o X-rays- Specific x-ray views taken of your spine to determine a misalignment/subluxation of your vertebrae. 
These can also be used to indicate progress after a period of care. $125 to $180 per area.

o Time of service payment:  Consult and exam $100; Chiropractic Adjustment $55-70; X-rays $100 per area.

Release of Authorization/Assignment of Benefits 
I authorize and request payment of insurance benefits directly to Andre Voskressensky, DC / Janet Goldstein, DC. I agree 
that this authorization will cover all services rendered until I revoke the authorization. I agree that a photocopy of this form 
may be used in place of the original. All professional services rendered are charged to the patient. It is customary to pay 
for services when rendered unless other arrangements have been made in advance. I understand that I am financially 
responsible for charges not covered by this assignment. 

Signed_______________________________________________ Date___________________ 



CHIROPRACTIC LIFE CENTER OF BOCA RATON 

INFORMED CONSENT FOR CHIROPRACTIC CARE 

CHIROPRACTIC CARE, LIKE ALL FORMS OF HEALTH CARE WHILE OFFERING CONSIDERABLE BENEFITS MAY ALSO PROVIDE SOME 
LEVEL OF RISK. THIS LEVEL OF RISK IS MOST OFTEN VERY MINIMAL, YET IN RARE CASES, INJURY HAS BEEN ASSOCIATED WITH 
CHIROPRACTIC CARE. THE TYPES OF COMPLICATIONS THAT HAVE BEEN REPORTED SECONDARY TO CHIROPRACTIC CARE INCLUDE: 
SPRAIN/STRAIN INJURIES, IRRITATION OF A DISC CONDITION, AND RARELY, FRACTURES. ONE OF THE RAREST COMPLICATIONS 
ASSOCIATED WITH CHIROPRACTIC CARE OCCURRING AT A RATE BETWEEN ONE INSTANCE PER ONE MILLION TO ONE PER TWO 
MILLION CERVICAL SPINE (NECK) ADJUSTMENTS MAY BE A VERTEBRAL INJURY THAT COULD LEAD TO A STROKE. 

PRIOR TO RECEIVING CHIROPRACTIC CARE IN THIS CHIROPRACTIC OFFICE, A HEALTH HISTORY AND PHYSICAL EXAMINATION WILL BE 
COMPLETED. THESE PROCEDURES ARE PERFORMED TO ASSESS YOUR SPECIFIC CONDITIONS, YOUR OVERALL HEALTH AND IN 
PARTICULAR YOUR SPINAL HEALTH. THESE PROCEDURES WILL ASSIST US IN DETERMINING IF CHIROPRACTIC CARE IS NEEDED, OR 
IS ANY FURTHER EXAMINATIONS OR STUDIES ARE NEEDED. IN ADDITION, THEY WILL HELP US DETERMINE IS THERE IS ANY REASON 
TO MODIFY YOUR CARE OR PROVIDE YOU WITH A REFERRAL TO ANOTHER HEALTH CARE PROVIDER. ALL RELEVANT FINDINGS WILL 
BE REPORTED TO YOU ALONG WITH A CARE PLAN PRIOR TO BEGINNING CARE. 

I UNDERSTAND AND ACCEPT THAT THERE ARE RISKS ASSOCIATED WITH CHIROPRACTIC CARE AND GIVE CONSENT TO THE 
EXAMINATION THAT THE DOCTOR DEEMS NECESSARY AND THE CHIROPRACTIC CARE, INCLUDING SPINAL ADJUSTMENTS, AS 

REPORTED FOLLOWING MY ASSESSMENT. 

__________________________________________ 
PRINT PATIENT’S NAME HERE 

__________________________________________ _______________________ 
PATIENT’S SIGNATURE DATE 

IF THIS HEALTH PROFILE IS FOR A MINOR/CHILD, PLEASE FILL OUT AND SIGN BELOW 

WRITTEN CONSENT FOR A CHILD 
NAME OF PATIENT WHO IS A MINOR/CHILD   _______________________________________ 

I AUTHORIZE DR. ANDRE VOSKRESSENSKY/DR. JANET GOLDSTEIN AND ANY AND ALL CHIROPRACTIC LIFE CENTER 
OF BOCA RATON STAFF TO PERFORM DIAGNOSTIC PROCEDURES, RADIOGRAPHIC EVALUATIONS, RENDER 
CHIROPRACTIC CARE AND PERFORM CHIROPRACTIC ADJUSTMENTS TO MY MINOR/CHILD. 

AS OF THIS DATE, I HAVE THE LEGAL RIGHT TO SELECT AND AUTHORIZE HEALTH CARE SERVICES FOR MY 
MINOR/CHILD. OF MY AUTHORITY TO SELECT AND AUTHORIZE CARE IS REVOKED OR ALTERED, I WILL 
IMMEDIATELY NOTIFY CHIROPRACTIC LIFE CENTER OF BOCA RATON. 

____________________________   ______________________________________________________________ 
DATE GUARDIAN SIGNATURE  AND RELATIONSHIP TO MINOR /CHILD  

____________________________   ______________________________________________ 
WITNESS SIGNATURE (OFFICE STAFF) DATE



 

Terms of Acceptance 

(Signature) (Date) 

Notice of Privacy Practices Acknowledgement 

(Signature) (Date) 



Consents 
Consent to Bill/Collect Insurance:  I consent, if I am using a third party for payment of my services (health 
insurance, auto accident insurance, worker's compensation insurance, Parent/Guardian, etc.), to allow 
Chiropractic Life Center of Boca Raton (Dr. Andre Voskressensky and/or Dr. Janet Goldstein) to submit all 
necessary information needed to receive payment for the services I received to these third parties.  I further 
consent to accept assignment of payments from my insurance company to be paid directly to the office or 
doctor. 

_____________________________      _______________________________  Patient/Guardian (circle) 
Name                                                        Patient/Guardian Signature  Date 

Consent to Examination and Treatment:  I give the doctors and staff of Chiropractic Life Center of Boca 
Raton permission to perform all examinations, x-rays, and treatment deemed necessary by the doctor. I 
understand that some of these procedures may be performed by either the staff or the doctor. 

_____________________________      _______________________________       Patient/Guardian (circle) 
Name                Patient/Guardian Signature Date 

Consent to Retrieve Medical Records: I give the doctors and staff of Chiropractic Life Center of Boca Raton 
permission to obtain any and all medical records from other providers, offices or hospitals which may assist with 
my care. 

_____________________________      _______________________________   Patient/Guardian (circle) 
Name                Patient/Guardian Signature Date 

HIPPA:  A copy of the full Health Information Privacy Policy for our office can be requested at the front desk. In 
brief, it states that we will not give any information about you except as consented above. The only people we 
give information to are your parents/guardians if you are a minor or whomever is responsible for your bill (i.e. 
insurance company, third party, or attorney if you have one). 

_____________________________      _______________________________      Patient/Guardian (circle) 
Name                Patient/Guardian Signature Date 

Clinical Summary Report (CCR):  I understand that a clinical summary report is created after each visit for the 
purpose of EHR and is available for my review.  At this time, I am asking Chiropractic Life Center of Boca Raton to 
save these electronically for me and not print them out after each visit.  I understand that, upon request, these 
reports are available to be printed or emailed to me for review. 

_____________________________      _______________________________      Patient/Guardian (circle) 
Name                Patient/Guardian Signature Date 

Pregnancy Waiver (Women Only): By my signature below, I am stating that to the best of my knowledge, I 
am not pregnant nor is pregnancy suspected at this time. 

_____________________________      _______________________________      Patient/Guardian (circle) 
Name                Patient/Guardian Signature Date 


