




PROFESSIONAL FEE SCHEDULE 
(Effective January 1st, 2010)  

Chiropractic Consultation……………………………………………….………..$225 - $450 
Chiropractic Examinations, Re-Evaluations, Report of Findings……….....$150 - $250 
Chiropractic Office Visits…………………………………………………….……$125 - $300  

(All fees are standard and based on our professional association’s guidelines for our geographic 
area.)  

Our experience has shown that it is wise to have an understanding with our patients as to our office 
policies and fees. This form has been prepared for your convenience and information. We offer several 
methods of payment for your Chiropractic Care at our office, and you may choose the plan that best 
fits your needs. Please read carefully and choose the plan which you prefer. This information will 
enable us to better serve you and help avoid misunderstandings in the future. If special arrangements 
are necessary please consult with the Doctor. Our main concern is your health and well-being, and we 
will do the best to help you.  

(Check One) 
_____PLAN #1 HEALTH INSURANCE: If you have health insurance that covers Chiropractic care, we 
will bill your insurance directly and expect to be reimbursed by your insurance company. Please be 
aware that payment from your insurance company cannot be guaranteed, and benefits are not 
determined until your claim is processed. Until we have the completed, necessary insurance 
information to verify chiropractic coverage, you will be required to pay for your care. Our staff will 
collect any applicable deductible, co-payments, patient responsibilities and any charge for 
non-covered services from you at the time of service. In the event the check should come to you, you 
are expected to bring the check to us. If it turns out that insurance has covered one of your visits you 
have paid for, we will reimburse to you the difference between your usual co-pay/patient responsibility 
and what you paid for the visit.  

_____PLAN #2 MEDICARE: We are Non-Participating providers of Medicare and will gladly refer you 
to a chiropractor who is a participating provider.  

_____PLAN #3 CASH AGREEMENT: Fees are discounted to $125 for the first visit and $85 per visit 
after the initial visit. We can work with you visit by visit, however it may be more economical to 
consider our Wellness Program. If you decide to participate in our Wellness Program, the doctor will 
design a personalized regimen for you, which consists of chiropractic weekly visits (2-3 per week),  
metabolic nutritional recommendations, cold laser therapy, exercise rehabilitation exercises, re-
evaluations and x-ray reviews. With our wellness plans….your fees get reduced even further to 
approximately $70-$80/visit depending on the plan you choose.   

We also offer spinal decompression therapy and that is a separate wellness package we will discuss 
with you if you qualify for this plan.  Necessary x-rays and nutritional supplements are not included with 
these plans. More details on these plans will be discussed with you at your visit.  Everything we do is 
personalized to your clinical needs and preferences.   

_____PLAN #4 AUTO INJURY: You need to supply us with a copy of your : 1) Driver’s license, 2) your 
Auto Insurance Declaration Page, 3) your Auto Insurance Claim Number, medical adjustor’s name & 
phone # , 4) your Health Insurance card, 5) Liable parties’ Auto Insurance information, 6) Police report, 
if any, & 7) Attorney name & phone #, if any. We will bill your insurance directly after verification of 
coverage. In the event that the check should come to you, you are expected to bring the check to us. 
Most patients have either Medical Payments coverage or an attorney or both. The doctor will discuss 
the lien arrangements between all parties on your second visit. 
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FAMILY CHIROPRACTIC/DR. LYNN KEREW 
NOTICE OF PRIVACY PRACTICES 

 
 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 
 
Family Chiropractic/ Dr. Lynn Kerew is required, by law, to maintain the privacy and confidentiality of your 
protected health information and to provide our patients with notice of our legal duties and privacy practices with 
respect to your protected health information. 
 
Disclosure of Your Health Care Information 
 
Treatment 
We may disclose your health care information to other healthcare professionals within our practice for the 
purpose of treatment, payment or healthcare operations.  Dr. Lynn Kerew practices in an open-space area. 

 
"On occasion, it may be necessary to seek consultation regarding your condition from 
other health care providers associated with Family Chiropractic/ Dr. Lynn Kerew." "It is our 
policy to provide a substitute health care provider, authorized by Family Chiropractic/ Dr. 
Lynn Kerew to provide assessment and/or treatment to our patients, without advanced 
notice, in the event of your primary health care provider's absence due to vacation, 
sickness, or other emergency situation." 

 
Payment 
We may disclose your health information to your insurance provider for the purpose of payment or health care 
operations. (example) 
 

�As a courtesy to our patients, we will submit an itemized billing statement to your 
insurance carrier for the purpose of payment to Family Chiropractic/ Dr. Lynn Kerew for 
health care services rendered.  If you pay for your health care services personally, we will, 
as a courtesy, provide an itemized billing to your insurance carrier for the purpose of 
reimbursement to you.  The billing statement contains medical information, including 
diagnosis, date of injury or condition, and codes which describe the health care services 
received." 

 
Worker's Compensation 
We may disclose your health information as necessary to comply with State Workers' Compensation Laws. 
 
Emergencies 
We may disclose your health information to notify or assist in notifying a family member, or another person 
responsible for your care about your medical condition or in the event of an emergency or of your death. 
 
Public Health 
As required by law, we may disclose your health information to public health authorities for purposes related to:  
preventing or controlling disease, injury or disability, reporting child abuse or neglect, reporting domestic 
violence, reporting to the Food and Drug Administration problems with products and reactions to medications, 
and reporting disease or infection exposure. 
 
Judicial and Administrative Proceedings. 
We may disclose your health information in the course of any administrative or judicial proceeding. 
 
Law Enforcement. 
We may disclose your health information to a law enforcement official for purposes such as identifying or 
locating a suspect, fugitive, material witness or missing person, complying with a court order or subpoena, and 
other law enforcement purposes. 
 
Deceased Persons. 
We may disclose your health information to coroners or medical examiners. 
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Organ donation. 
We may disclose your health information to organizations involved in procuring, banking, or transplanting organs 
and tissues. 
 
Research. 
We may disclose your health information to researchers conducting research that has been approved by an 
Institutional Review Board. 
 
Public Safety. 
It may be necessary to disclose your health information to appropriate persons in order to prevent or lesson a 
serious and imminent threat to the health or safety of a particular person or to the general public. 
 
Specialized government Agencies. 
We may disclose your health information for military, national security, prisoner and government benefits 
purposes.  
 
Marketing. 
We may contact you for marketing purposes or fundraising purposes, as described below: (example) 
 

�As a courtesy to our patients, it is our policy to call your home on the evening prior to your 
scheduled appointment to remind you of your appointment time.  If you are not at home, 
we leave a reminder message on your answering machine or with the person answering 
the phone.  No personal health information will be disclosed during this recording or 
message other than the date and time of your scheduled appointment along with a request 
to call our office if you need to cancel or reschedule your appointment.� 
 
�It is our practice to participate in charitable events to raise awareness, food donations, 
gifts, money, etc.  During these times, we may send you a letter, post card, invitation or call 
your home to invite you to participate in the charitable activity.  We will provide you with 
information about the type of activity, the dates and times, and request your participation in 
such an event.  It is not our policy to disclose any personal health information about your 
condition for the purpose of Family Chiropractic/ Dr. Lynn Kerew sponsored fund-raising 
events.� 

 
Change of Ownership. 
In the event that Family Chiropractic/ Dr. Lynn Kerew is sold or merged with another Organization, your health 
information/record will become the property of the new owner. 
 
Your Health Information Rights 
 
! You have the right to request restrictions on certain uses and disclosures of your health 

information.  Please be advised, however, that Family Chiropractic/ Dr. Lynn Kerew is not 
required to agree to the restriction that you requested. 

 
! You have the right to have your health information received or communicated through an 

alternative method or sent to an alternative location other than the usual method of 
communication or delivery, upon your request. 

 
! You have the right to inspect and copy your health information. 

 
! You have a right to request that Family Chiropractic/ Dr. Lynn Kerew amend your protected 

health information.  Please be advised, however, that Family Chiropractic/ Dr. Lynn Kerew 
is not required to agree to amend your protected health information.  If your request to 
amend your health information has been denied, you will be provided with an explanation 
of our denial reason(s)and information about how you can disagree with the denial. 

 
! You have a right to receive an accounting of disclosures of your protected health 

information made by Family Chiropractic/ Dr. Lynn Kerew. 
 
! You have a right to a paper copy of this Notice of Privacy Practices at any time upon 

request. 



Changes to this Notice of Privacy Practices

Family Chiropractic/ Dr. Lynn Kerew reserves the right to amend this Notice of Privacy Practices at any time in the 
future, and will make the new provisions effective for all information that it maintains. Until such amendment is made, 
Family chiropractic/ Dr. Lynn Kerew is required by law to comply with this Notice.

Family Chiropractic/ Dr. Lynn Kerew is required by law to maintain the privacy of your health information and to 
provide you with notice of its legal duties and privacy practices with respect to your health information. If you have 
questions about any part of this notice or if you want more information about your privacy rights, please contact: 
Family Chiropractic/ Dr. Lynn Kerew by calling this office at 310-399-0337. If not available, you may make an 
appointment for a personal conference in person or by telephone within 2 working days.

Complaints
Complaints about your privacy, or how Family Chiropractic/Dr. Lynn Kerew has handled your health
information should be directed to Family Chiropractic/Dr. Lynn Kerew by calling this office at 310-399-0337. If Family 
Chiropractic/Dr. Lynn Kerew is unavailable, you may make an appointment for a personal conference in person or 
by telephone within 2 working days.

If you are not satisfied with the manner in which this office handles your complaint, you may submit a formal
complaint to:

DHHS, Office of Civil Rights
200 Independence Avenue, S.W.
Room 509F HHH Building
Washington, DC 20201

This notice is effective as of _____/______/_______

I have read the Privacy Notice and understand my rights contained in the notice.
By way of my signature, I provide Family Chiropractic/ Dr. Lynn Kerew with my authorization and consent to useand 
disclosed my protected health care information for the purposes of treatment, payment and health care operations 
as described in the Privacy Notice

___________________________________________
Patient’s Name (print)
__________________________________________________________ 
Patient’s Signature                                                  Date
__________________________________________________________ 
Authorized Facility Signature                                  Date



Informed Consent for Chiropractic Care    

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be 
working for the same objective. It is important that each patient understand both the objective and the method that will 
be used to attain it. This will prevent any confusion or disappointment. You have the right, as a patient, to be informed 
about the condition of your health and the recommended care and treatment to be provided so that you may make the 
decision whether or not to undergo chiropractic care after being advised of the known benefits, risks and alternatives.  

Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) 
and function (primarily the nervous system) as that relationship may effect the restoration and preservation of health. 
Health is a state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity.  

One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 
vertebrae in the spinal column become misaligned and/or do not move properly. This causes alteration of nerve 
function and interference to the nervous system. This may result in pain and dysfunction or may be entirely 
asymptomatic.  

Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to 
correct and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the 
spine. Adjustments are usually done by hand but may be performed by handheld instruments. In addition, ancillary 
procedures such as physiotherapy and/or rehabilitative procedures may be included.  

If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings 
and recommend that you seek the services of another health care provider.  

All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete 
satisfaction. The benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction. I 
have read and fully understand the above statements and therefore accept chiropractic care on this basis.  

___________________________________   __________________________________   _______________ 
                         Print Name                                          Signature                                                     
Date  

Consent to evaluate and adjust a minor child:  

I, _________________________ being the parent or legal guardian of ______________________________ 
have read and fully understand the above Informed Consent and hereby grant permission for my child to 
receive chiropractic care.  

Pregnancy Release:  

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her 
associates have my permission to perform an x-ray evaluation. I have been advised that x-ray can be 
hazardous to an unborn child.  

Date of last menstrual cycle: _______________________________________  

______________________________________________________________     ______________________ 
                       Signature                                                                                               Date 


