






INFORMED CONSENT TO CHIROPRACTIC TREATMENT   

I hereby request and consent to the performance of Chiropractic adjustments and any other Chiropractic 
procedures including examination teses, diagnostic x-rays and physical therapy techniques, on me (of on the 
patient named below for which I am legally responsible) which are recommended by the doctor of Chiropractic 
named below and/or other licenses doctors of Chiropractic who now, or in the future, render treatment to me 
while employed by, working for, or associated with, or serving as back up for the doctor of Chiropractic named 
below.  

I understand that as with any health care procedures, there are certain complications which may arise during 
Chiropractic adjustment. Those complications include, but are not limited to; fractures, disk injuries or 
dislocations, muscle strain, Homer's syndrome, diaphragmatic paralysis, cervical myelopathy and costovertebral 
strains and separations. Some types of manipulation of the neck have been associated with injuries to the arteries 
in the neck, leading to, or contributing to serious complications including stroke. I do not expect the doctor to be 
able to anticipate all risks and complications, and I wish to rely on the doctor to exercise judgment during the 
course of the procedures which the doctor feels at the time, based upon the facts then, known, are in my best 
interest.  

I have had an opportunity to discuss with the doctor named below and/or with office personnel the natural 
purpose and risks of Chiropractic adjustments and other recommended procedures and have had my questions 
answered to my satisfaction. I understand that the results are not guaranteed.  

I have read, or have had read to me, the above explanation of the Chiropractic adjustments and related treatment. 
By signing below I state that I have weighed the risks involved in undergoing treatment and have myself decided 
that it is in my best interest to undergo the Chiropractic treatment recommended. Having been informed of the 
risks, I hereby give my consent to that treatment. I intend this consent form to cover the entire course of treatment 
for my present condition and for any future conditions for which I seek treatment.  

Name(s) of Doctor(s) Treating Patient:                    James Baranski, D.C.  
         Advanced Spine & Sport Chiropractic  
         4601 Telephone Rd., Suite 110  
         Ventura, CA 93003  
         (805) 642-4061  
  

 DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE  

  

_________________________________________________                   _________________________  
Printed Name of Patient                                                                          Date  
  
_________________________________________________                   _________________________  
Signature of Patient                                                                                 Date  
  
_________________________________________________                   _________________________  
Witness to Patient's Signature                                                                  Date  
  
_________________________________________________                   _________________________  
Translated By                                                                                         Date  





  

MISSED APPOINTMENT AND CANCELLATION POLICY  

  

  

Advanced Spine and Sport Chiropractic has implemented such a policy our of respect for emergency 
patients, patients who are waiting for appointments, and for the doctor or massage therapist who is 
treating you. Please contact Advanced Spine and Sport Chiropractic 24 hours before your scheduled 
chiropractic or massage appointment to prevent a missed appointment charge. Advanced Spine and Sport 
Chiropractic reserves the right to bill for appointments not cancelled within 24 hours.  

It is in my best interest to attend all appointments. I understand that failure to attend appointments without 
sufficient notice will result in missed appointment charges of $50 per missed appointment.  

I fully understand the cancellation policy enforced by Advanced Spine and Sport Chiropractic.  

  

Signature______________________________                   Date_____________________  



  

  

Privacy Practices Acknowledgement  

  

I have been given the opportunity to review the Notice of Privacy Practices and understand my rights 
contained in the notice.  

By way of my signature, I provide Advanced Spine & Sport Chiropractic with my authorization and 
consent to use and disclose my protected health care information for the purposes of treatment, payment, 
and health care operations as described in the Notice of Privacy Practices.  

  

_______________________________________  

Printed Name of Patient  

  

_______________________________________                                ___________________  

Patient Signature                                                                             Date  
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                                                          4601  Telephone  Rd  Suite  #110,  Ventura,  CA  93003  *  P:  (805)  642-­‐4061  *    F:  (805)  642-­‐7295  
  

Roberta  Ashley  Ekholm,  D.O.  

James  Baranski,  D.C.  

Nadia  Emen,  D.C.  

Lauren  Evans,  N.P.  

  

THIRD  PARTY  MEDICAL  LIEN  

  
  

Social  Security  Number:  

Date  of  Injury:  

  

I  hereby  authorize  direct                                                                                                                            Insurance  Company,  to  pay  Advanced  
Spine  &  Sport  Medical  Rehabilitation  Center  Inc.  such  sums  as  may  be  due  and  owing  him  for  
chiropractic/medical  services  rendered  me  by  reason  of  the  accident  and  to  withhold  such  sums  from  
any  settlement,  judgement  or  verdict  as  may  be  necessary  to  adequately  protect  and  fully  compensate  
said  doctor.  I  hereby  further  request  that  payment  be  made  DIRECTLY  to  say  doctor  which  would  be  
paid  by  myself,  as  the  result  of  treatment  charges  incurred  for  injuries  in  connection  therewith.  
  
I  fully  understand  that  I  am  directly  and  fully  responsible  to  said  doctor  for  all  medical  bills  submitted  

and  in  consideration  of  this  awaiting  payment.  I  further  understand  that  such  payment  is  not  
contingent  on  my  settlement,  judgement  or  verdict  by  which  I  may  eventually  recover.  
  
Please  acknowledge  your  agreement  to  this  request  

will  not  await  payment  but  may  declare  the  entire  balance  due  and  payable  to  me.  
  
Patient  Signature:                                                                                                                                                                            Date:  
  
The  undersigned  insurance  company  does  hereby  agree  to  observe  all  the  terms  of  the  above  and  
agrees  to  withhold  sums  from  any  settlement,  judgement  or  verdict,  as  may  necessary  to  adequately  
protect  and  fully  compensate  said  Doctor  above-­name  and  make  payment  directly  to  said  doctor.  
  

  
  
Date:  
  
  
  
Signature  of  Insurance  Company  Representative  
  
  
  
Insurance  Company  Name  



                                                              4601  Telephone  Rd  Suite  #110,  Ventura,  CA  93003  *    P:  (805)  642-­‐4061  *    F:  (805)  642-­‐7295  
  

                                                                                                    Roberta  Ashley  Ekholm,  D.O.    

James  Baranski,  D.C.  

Nadia  Emen,  D.C.  

Heather  Veitch,  P.A.C.-­M.P.H.  
  
  

FINANCIAL  AGREEMENT  
PERSONAL  INJURY  

  
We  would  like  to  take  a  moment  to  welcome  you  to  our  office  and  to  assure  you  that  you  will  receive  the  best  
care  available  for  your  injury.  In  order  to  familiarize  you  with  the  financial  policy  of  our  office,  I  would  like  to  
explain  how  your  medical  bills  will  be  handled.  
  
PARTY  RESPONSIBILITY:  
If  you  were  involved  in  an  auto  accident  in  your  own  vehicle,  we  will  bill  the  medical  portion  or  Personal  Injury  
Protection  portion  of  your  insurance  policy  to  cover  the  treatment  charges  incurred  in  our  office.    
  
MED  PAY:  
If  you  were  a  passenger  in  another  vehicle,  the  insurance  company  which  insures  the  automobile  may  be  billed  
for  your  medical  services  incurred.  
  
PIP:  
If  you  were  a  passenger  in  another  vehicle  ,  and  you  own  a  car  which  as  PIP  coverage,  the  insurance  company  
which  carries  your  policy  will  be  responsible  to  pay  your  medical  bills.  
  
3RD  PARTY:  If  another  vehicle  has  caused  the  accident,  we  will  first  bill  your  automobile  MedPay  or  PIP  
policy  coverage  PRIOR  to  submitting  a  claim  to  the  insurance  carrier  of  the  party  at  fault.  
  
It  is  also  to  your  advantage  for  our  office  to  bill  your  own  health  insurance  policy  for  your  medical  services,  
providing  your  policy  does  not  state  otherwise.  Any  amount  received  above  and  beyond  your  total  bill  in  this  
office  will  be  funded  to  you.    
  
ATTORNEY  LIENS:  
If  you  hire  an  attorney  to  represent  you  in  a  law  suit,  it  is  our  policy  
This  will  guarantee  direct  payment  to  our  office  for  any  unpaid  balance  upon  the  settlement  of  your  law  suit.  
We  retain  the  right  to  first  submit  all  charges  to  your  private  and/or  auto  insurance  policy  for  payment.  
Further,  this  office  does  not  discount  or  reduce  the  amount  of  your  balance  based  upon  the  outcome  of  your  
settlement.  
  
RESPONSIBILITY  FOR  PAYMENT:  
As  a  courtesy  to  you,  we  will  gladly  submit  your  charges  to  your  insurance  company(ies)  and/or  your  attorney;;  
however,  all  services  rendered  by  this  office  are  charged  directly  to  you,  and  ultimately,  you  are  personally  
responsible  for  payment  of  these  charges,  regardless  of  any  insurance  reimbursement  or  settlement  you  may  or  
may  not  receive.  
  
Once  again,  we  welcome  you  to  our  office.  We  hope  that  this  has  answered  any  questions  that  you  might  have  
about  our  financial  agreement,  if,  at  any  time,  you  have  further  questions  about  your  care,  please  do  not  
hesitate  to  ask  
  
I  have  read  and  agree  to  the  above  
  
  
  
  
                                                  Patients  Signature                                                                                                                                                                                                        Date  



NOTICE OF DOCTOR'S LIEN  
(Under California State Insurance Code #10133)  

ADVANCED SPINE AND SPORT CHIROPRACTIC  
4601 TELEPHONE RD. SUITE 110  

VENTURA, CA 93003  
Phone: (805) 642-4062    Fax: (805) 642-7295  

  

Patient: ____________________________           Date of Accident:____________________________  

I do hereby authorize James Baranski, D.C. to furnish you, my attorney, with a full report of his examination, diagnosis, 
treatment, prognosis, etc., of myself in regard to the accident in which I was recently involved.  

I hereby authorize and direct you, my attorney, to pay directly to James Baranski, D.C. such sums as may be due and owing 
him for the medical service rendered me both by reason of this accident and by reason of any other bills that are die his office 
and to withhold such sums from any settlement, judgment, or verdict as may be necessary to adequately protect and fully 
compensate James Baranski, D.C.  And I hereby further give a lien on my case to James Baranski, D.C. 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 therewith.  

I fully understand that I am directly and fully responsible to James Baranski, D.C. for all medical bills submitted by him for 
service rendered me and that this agreement is made solely for said doctor's additional protection and in consideration of his 
awaiting payment. And I further understand that such payment is not contingent on any settlement, judgment or verdict by 
which I may eventually recover said fee.  

I agree to promptly notify James Baranski, D.C. of any change or addition of attorney(s) used by in connection with this 
accident, and I instruct my attorney to do the same and to promptly deliver a copy of this lien to any such substituted 
attorney(s).  

Please acknowledge this letter by signing below and returning it to the doctor's office. I have been advised that if my attorney 
does not wish to cooperate in protecting the doctor's interest, the doctor will not await payment and may declare the entire 
balance due and payable.  

  

____________________________                                 _________________________________________  
Dated                                                                                      Patient's Signature  
  

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, judgement, or verdict, as may be necessary to adequately protect and fully 
compensate said doctor above-named. Attorney further agrees that in the event this lien is litigated, that the prevailing party 
will be awarded attorney fees and costs.  

  

_____________________________                              _________________________________________  
Dated                                                                                      Attorney's Signature  
  
**This office holds an assignment/lien on this case for services rendered. Any settlement of this claim without honoring this 
assignment/lien will cause you to be responsible to James Baranski, D.C. for payment.  


