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Do you have a fever or above-normal 
temperature (>100.4° F)? 
Temperature at time of appointment: ___°F

 No  Yes

If yes, please do not enter our 
facility. 

Your appointment will be 
rescheduled after 14 days.

Are you experiencing shortness of breath 
or having trouble breathing?

 No  Yes

Do you have a dry cough?  No  Yes

Do you have a runny nose?  No  Yes

Have you recently lost or had a reduction 
in your sense of smell or taste?

Do you have a sore throat?

 No  Yes

Are you experiencing chills or repeated 
shaking with chills?

 No  Yes

Do you have unexplained muscle pain?

 No  Yes

Do you have a headache?  No  Yes

Even if you don’t currently have any of the  
above symptoms, have you experienced any 
of these symptoms in the last 14 days?

 No  Yes

Covid-19 Patient Screening Form
Instructions for use:  These screening questions will be asked upon your arrival to our clinic. Please do not 
enter our clinic for future appointments if you are symptomatic or have been exposed in the last 14 days. Your 
temperature will be taken prior to entry to our office. Hand sanitizer will be provided upon entry and exit.  

Patient/Parent/Guardian Names: ____________________________________________________________________

Screening questions Date:   /    /   Date:   /    /  
Staff initial:____ Staff initial:____

Notes

Date: 

Staff initial:
No Yes Notes
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Screening questions

Have you been in contact with someone 
who has tested positive for COVID-19 in the 
last 14 days?

 No  Yes If yes, please do not enter 
our facility. Your 
appointment will be 
rescheduled after 14 days.

Have you been tested for COVID-19 in 
the last 14 days?  If “no,” proceed to next 
question.

If yes, what is the result of the testing?

If negative, proceed to next question. 

If still waiting on results, schedule 
appointment after results are known.

 No  Yes

 Negative

 Unsure

 Positive

If positive, your appointment 
will be rescheduled after a 
negative test.

Have you traveled more than 100 miles 
from your home in the last 14 days?

 No  Yes If yes, please do not enter our 
facility. Your appointment will 
be rescheduled after 14 days.

Patient or Guardian signature required:

I agree to notify Cantrell Chiropractic Inc. if within 14 days I become ill with COVID-19 symptoms 
or test positive for COVID-19. I understand Cantrell Chiropractic Inc. has a legal and ethical 
obligation to inform me if a staff person I had contact with tested positive for COVID-19 within 14 
days.

Signature  ___________________________________________________          Date   __________

Screening questions NotesNo Yes



HIPAA PATIENT CONSENT FORM 

We are required by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) to maintain the 
privacy of your protected health information (PHI) and to provide you with a Notice of Privacy Practices. 
Our Notice of Privacy Practices provides information about how we many use and disclose your PHI, and 
contains a section describing your rights as a patient under the law. You have the right to review our Notice 
before signing this consent and you are advised to do so.  

By signing this form, you consent to our use and disclosure to third parties of your personal health 
information for treatment, payment and health care operations as described in our Notice of Privacy 
Practices. If you sign this Consent but later change your mind, you have the right to revoke this Consent by 
delivering to us a written, dated document signed by you. However, such a revocation shall not affect any 
disclosures we have already made in reliance on your prior Consent. 

The patient understands that: 

The Clinic has a Notice of Privacy Practices. The patient has received, and had the opportunity review, this 
Notice before signing this consent. The Clinic encourages all patients to review the Notice of Privacy Practices. 

The Clinic reserves the right to modify the Notice of Privacy Practices to keep up with the changes in the law or 
office practices. We will make all modifications available for review by patients. 

Protected health information may be disclosed or used for treatment, payment or health care operations. 

The Clinic or its business affiliates may use your protected health information to contact you with educational 
and promotional items in the future via email, U.S. Mail, telephone, fax and/or prerecorded messages. We WILL 
NOT ever sell or “SPAM” your personal contact information. 

The patient has the right to restrict the use of his or her information, but the Clinic does not have to agree to all 
such restrictions. 

The patient may revoke this Consent in writing at any time and all future disclosures that require the patient’s 
prior written consent will then cease. 

The Clinic may contact and survey me via e-mail regarding my satisfaction and outcomes. I understand that an 
independent vendor(s) may assist with this data collection. I understand that in addition to the aforementioned 
confidential survey, this office or their designated vendor may also send an automated email to allow me to 
voluntarily and publicly rate and review my provider online through sites like; Google Review, HealthGrades, 
Yelp, etc. I acknowledge that my responses, like other online responses, may be published on the respective 
review site(s) and will be publicly disclosed and accessible to anyone who accesses that site. I understand that 
reviews are optional, and I am under no obligation to provide a review. I also understand that if I do choose to 
provide a review, I will not include any sensitive, personal, identifying or medical information that I do not wish 
to be publicly disclosed in an online review, included but not limited to: name, contact information, social 
security number, health history, diagnosis, medications, etc. I understand, acknowledge and agree that if I include 
Protected Health Information, I am doing so voluntarily and with full knowledge and intent. When submitting a 
survey or review, I agree to fully release, waive and indemnify this office and/or the associated vendors from any 
and all claims arising from my voluntary disclosure of Protected Health Information to the sites. 

The Clinic may condition receipt of treatment upon the execution of this Consent. 

The Consent was signed by: ________________________________________________________ 
Printed Name – Patient or Representative 

          _________________________________________________________ 
Signature  Date 

Relationship to Patient 
(if other than patient)           _________________________________________________________ 

Witness:            Dr. Angela Cantrell, DC____________________________________ 
 Printed Name – Clinic Representative 

          _________________________________________________________ 
Signature    Date 

For Internal Use: 
   Patient Refused to Sign     Patient unable to sign for the following reason: __________________
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Informed Consent Document 
Cantrell Chiropractic Inc.  

Patient Name: ______________________________________ 

Please read this entire document prior to signing it. It is important that 
you understand the information contained in this document. Please ask 

questions before you sign if there is anything that is unclear. 

The nature of the Chiropractic Adjustment: 
The primary treatment I use as a Doctor of Chiropractic is spinal manipulative therapy. I will use 
that procedure to treat you. I may use my hands or mechanical instrument upon your body in such a 
way as to move your joints. That may cause an audible “pop” or “click,” much as you have 
experiences when you “crack” your knuckles. You may feel a sense of movement. 

Analysis / Examination / Treatment: 
As part of the analysis, examination and treatment, you are consenting to the following procedures:

Spinal Manipulative Therapy 
Range of Motion Testing 
Muscle Strength Testing 

Ultrasound 
Radiographic Studies 

Physical Examination 
Orthopedic Testing 
Postural Analysis 
Hot/Cold Therapy 

Soft Tissue Therapy 

Vital Signs 
Basic Neurological Testing 

EMS 
Myofasical Release 

Other: _________________ 

The material risks inherent in Chiropractic Adjustment:
As with any health care procedure, there are certain complications which may arise during 
chiropractic manipulation and therapy. These complications include, but are not limited to, 
fractures, disc injuries, dislocations, muscle strain, cervical myelopathy, costovertebral strains and 
separations and burns. 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. Some 
patients will feel some stiffness and soreness following the first few days of treatment. I will make 
every reasonable effort during the examination to screen for contraindications to care; however, if 
you have a condition that would otherwise not come to my attention, it is your responsibility to 
inform me.  

The probability of those risk occurring: 
Fractures are rare occurrences and generally result from some underlying weakness of the bone, 
which I check for during the taking of your history and during examination. Stroke has been the 
subject of tremendous disagreement. The incidence of strokes is exceedingly rare and is estimated 
to occur between one in one million and one in five million cervical adjustments. The other 
complications are also generally described as rare. 
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The availability and nature of other treatment options: 
Other treatment options for your condition may include: 
 Self-administered over-the-counter analgesics and rest
 Medical care and prescription drugs such as anti-inflammatory, muscle relaxants and pain-

killers
 Hospitalization
 Surgery

If you chose to use one of the above noted “other treatment” options, you should be aware that there 
are risks and benefits of such options and you may wish to discuss these with your primary medical 
physician. 

The risks and dangers attendant to remain untreated: 
Remaining untreated may allow the formation of adhesions and reduce mobility, which may set up 
a pain reaction further reducing mobility. Over time this process may complicate treatment making 
it more difficult and less effective the longer it is postponed.  

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE. 
PLEASE CHECK THE APPROPRIATE BOX AND SIGN BELOW. 

I have read  or have had read to me  the above explanation of the chiropractic adjustment and 
related treatment. I have discussed it with Dr. Angela Cantrell, DC and have had my questions 
answered to my satisfaction. By signing below, I state that I have weighted risks involved in 
undergoing treatment and have decided that it is in my best interest to undergo the treatment 
recommended. Having been informed of the risks, I hereby give my consent to that treatment. 

Date: ______________________________ Date: ______________________________ 

          ______________________________ 
          Patient’s Name  

          ______________________________ 
          Signature 

     Dr. Angela Cantrell, DC 

______________________________     
Signature 

          ______________________________ 
          Signature of Parent or Guardian 
          (if a minor) 



Cantrell  Chiropractic Inc.
Financial Policy 

Billed Fee 
$60.00
$60.00 
$60.00 
$40.00 
$40.00
$25.00 
$25.00 
$10.00 
$25.00 
$25.00

Most Common Services 
New Patient Exam
Established Patient Re-Evaluation
Spinal Adjustments
Extra-Spinal Manipulation  
Electrical Stimulation Therapy
Manual Traction
Therapeutic Exercise
Heat Therapy  
*Massage (per 15 minutes)
*Additional Soft Tissue Therapy (per 15 minutes)
*Not covered by insurance.  All other services above may be
covered by your insurance plan, depending on your policy.

Patients with Insurance:  We will bill your insurance for services rendered in the office.  We will check on 
your benefits prior to receiving care, however insurance companies will never allow that a quote of coverage is 
a guarantee of benefits.  We will collect 100% of services not covered by your insurance carrier.  If you have a 
copay, coinsurance or unmet deductible, you will be responsible for payment at time of service.  Please note 
that some patients’ policies are written to where they may have to pay a deductible for certain services, and/or 
a copay for certain services.  Insurance is a contract between the patient and their carrier, so it is important 
that you take responsibility for understanding your benefits.  If your policy prohibits collection of deductible 
and/or coinsurance prior to claim processing, we will require a credit/debit card to be kept on file.  Payment for 
services not covered due to unmet deductible, coinsurance amount or policy exclusions will be automatically 
processed after receipt of Explanation of Benefits (EOB) from your insurance carrier.  

       Medicare:  Medicare Part B only covers manipulation of the spine for injury or illness.  All other services, 
including maintenance care, are not covered and will be your responsibility. You will be required to pay for all 
non-covered services.  Medicare Part B patients with a Supplemental policy will generally have their payments 
covered by supplemental insurance.  However, supplemental policies generally do not pay for services that 
medicare does not allow.  Medicare patients will be required to sign an Advance Beneficiary Notice prior to 
starting care, any time there is a significant change in diagnosis, and/or at the beginning of each year.   

  Patients without Insurance.   You will be required to pay for your services at the time they are rendered. We 
offer a Time of Service Discount for patients paying without insurance. The "TOS" Discount is $40 for a 15 

minute appointment and $80 for a 30 minute appointment. Both include adjusting and soft tissue.  

I have read and understand the financial policy of Cantrell Chiropractic Inc.  I also understand that if I have 
insurance, or a valid auto or workman’s compensation claim, my carrier may pay for some to most of the 
charges listed above, but no benefits are guaranteed.  I understand that I am ultimately financially responsible 
for all services not paid by insurance or other third party.  Should there be a balance due at the end of my 
treatment plan, I will receive an invoice for the amount and pay it promptly, or contact the office to make 
payment arrangements. 

Printed Name of Patient ______________________________________________ 

Signature of Patient (or Guardian)  _________________________________________________ 

Date Signed ______________________________     
Cantrell Chiropractic Inc. 2819 Crow Canyon Road, Suite 213 San Ramon, CA 94583 Revised Feb 2021
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