
Tanque Verde Chiropractic Clinic, P.C., 9100 E Tanque Verde Rd. #140, Tucson, AZ 85749 

 
Patient Name: _____________________________________________________________________________________ 

Office Policy of Patient Assistance 
 
AUTHORIZATION TO TREAT: I, the undersigned a patient in this clinic, hereby authorize Dr. Michael Stone, D.C. to 
examine and administer chiropractic, physiotherapy and/or acupuncture treatment as he feels necessary and to perform 
the therapy and manipulations and such additional therapies as he considers therapeutically necessary on the basis of 
findings during the set course of treatment.  

ASSIGNMENT AND AUTHORIZATION FOR INSURANCE OR ATTORNEY TO PAY THE CLINIC DIRECTLY: I authorize the 
direct payment to the clinic of any sum I now or hereafter owe the clinic by my attorney out of the proceeds of any 
settlement of my case and by any insurance company obligated to reimburse me for the charges of your services.  

LIMITED POWER OF ATTORNEY: I, undersigned specifically grant to the clinic a limited power of attorney to act in the 
undersigned’s full place and stead to sign medical insurance claim forms and billings and insurance payment, whether 
draft or check, for chiropractic care and/or acupuncture treatments furnished by the clinic to the undersigned. Further, 
the undersigned hereby grants a full assignment of any right, cause or choice of action against any responsible insurance 
carrier, or for any responsible third party up to the full amount of my bill for chiropractic and/or acupuncture 
treatments. 

NO PROMISE OF CURE AND POSSIBLE RISKS IF ANY: I hereby certify that I have read and understand the above 
authorization for the chiropractic and/or acupuncture treatment and the reasons why the above treatment is indicated, 
its advantages and possible complications, if any, as well as possible alternative modes of treatment which were 
explained by the doctor and or his staff.  I also certify that no guarantee or assurance has been made as to the results 
which I may expect to obtain.  

AUTHORIZATION TO RELEASE INFORMATION: I authorize the clinic to release any information pertinent to my case to 
any insurance company, adjustor or attorney to facilitate collection under this agreement.  I agree that this agreement is 
non-revocable.  

TANQUE VERDE CHIROPRACTIC CLINIC WILL CHARGE FOR MISSED APPOINTMENTS: $45.00 
 
I understand that I will be charged for missed appointments: _______________________________________________ 
                                                                                                               Patient Initials 

Patient’s Signature: _________________________________ Date: ___________________________________________ 

Witness: __________________________________________ Date: ___________________________________________ 

Parent or Guardian: _________________________________ Date: ___________________________________________ 

ATTORNEY AGREEMENT: The undersigned being the attorney of the record for the above signed patient, hereby agrees 
to observe all the terms above and agree to withhold such sums from any settlement, judgment or verdict as may be 
necessary to adequately protect the doctor and clinic immediately upon settlement or verdict upon the case.  It is 
further agreed the undersigned will contact the clinic to verify amounts owed to the clinic for services rendered to the 
above signed patient before settlement or disbursement of funds.  

Attorney Signature: _________________________________ Date: ___________________________________________ 



Tanque Verde Chiropractic Clinic, P.C., Dr. Michael J. Stone, D.C. 

9100 E Tanque Verde Rd. #140, Tucson, AZ 85749, 520-749-2929 

Confidential UPDATED Patient Information 

Today’s Date: ____________________                 Email: __________________________________________ 

Acceptable payments: Check, Cash and/or Credit Card                

 

Full Legal Name: ____________________________________ Social Security Number: ________/_________/_________ 

Address: __________________________________________ City: __________________State: _______Zip:___________ 

Home Phone: ____________________Cell Phone: ____________________Cell Provider (for texting): _______________ 

WE NEED TO MAKE A COPY OF YOUR DRIVER’S LICENSE  OR  REAL ID  (PROOF YOU ARE WHO YOU SAY YOUR ARE) IF IT 

HAS CHANGED FROM YOUR LAST VISIT WITH DR. STONE 

Age: _______Birth date: ____/____/_____ Sex: ______Height: ________ Weight: _______ Blood Type: ______ 

Relationship Status: ______________________Do you have Children: _________ If yes, how many: _________ 

Emergency Contact Name and Phone Number: ____________________________________________________________ 

List all Surgeries: ____________________________________________________________________________________ 

List serious accidents/injuries: _________________________________________________________________________ 

Date of last physical and Dr Name: _________________________________Date of last Chiropractic Adjustment: ______ 

List of over the counter and/or prescribed medications: 

__________________________________________________________________________________________________ 

List of supplements/nutrients you are currently taking: 

__________________________________________________________________________________________________ 

What is/are your chief complaints and symptoms: 

__________________________________________________________________________________________________ 

Have you seen other Doctors/Therapists for complaints/symptoms listed above? If yes Who: 

__________________________________________________________________________________________________ 

Are you here at this office for a WORK-RELATED INJURY: _________ Are you here because of AUTO ACCIDENT: ________ 

Do you have UNITED HEALTCARE OR OPTUM Insurance: _________ 

Do you have MEDICARE Insurance: ________ Do you have a MEDICARE SUPPLEMENT Insurance: ________ 

Since my last visit with Dr Stone I have been seen by whom and for what condition(s): ____________________________ 

__________________________________________________________________________________________________ 

I understand that Tanque Verde Chiropractic Clinic (TVCC) will prepare any necessary reports and forms to assist me in 

making collection from the insurance company and that any amount authorized to be paid directly to TVCC will be 

credited to my account upon receipt. I clearly understand and agree that all services rendered to me are charged directly 

to me and that I am personally responsible for payment. I also understand that if I suspend or terminate my care and 

treatment, any fees for professional services rendered to me will be immediately due and payable by me.  I also 

authorize direct payment to the clinic for services rendered me and authorize release of information. 

Patient’s signature: __________________________________________ Date: ___________________ 

 

Parent’s authorization for minor: _______________________________ Date: ___________________ 



 
 
 
 
 
Tanque Verde Chiropractic Clinic, P.C., Dr. Michael J. Stone, Chiropractic Internist 
9100 E Tanque Verde Rd. #140, Tucson, AZ 85749, 520-749-2929 
 
Today’s Date: _____/_____/_________ 
 
PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 
 
 
With my consent, Tanque Verde Chiropractic Clinic (TVCC) may use and disclose protected health information (PHI) 
about me to carry out treatment, payment and healthcare operations (TPO).  Please refer to Tanque Verde Chiropractic 
Clinic’s Notice of Privacy Practices for a more complete description of such uses and disclosures. 
 
I have the right to review the Notice of Privacy Practices prior to signing this consent. TVCC reserves the right to revise 
its Notice of Privacy Practices at any time.  A revised Notice of Privacy Practices may be obtained by forwarding a written 
request to Tanque Verde Chiropractic Clinic. 
 
With my consent, Tanque Verde Chiropractic Clinic may call my home or other designated locations and leave a message 
on the voice mail or in person in reference to any items that assist in carrying out TPO, such as those involving patient 
care in any manner, insurance or fee items. 
 
With my consent, Tanque Verde Chiropractic Clinic may mail to my home or other designated locations any items that 
assist in carrying out TPO, such as letters, patient statements, and records as long as they are marked Personal and 
Confidential. 
 
With my consent, Tanque Verde Chiropractic Clinic may fax to me or other designated locations any items that assist in 
carrying out TPO, such as reports, laboratory studies and patient records.  I have the right to request that TVCC restrict 
how it uses or discloses my PHI to carry out TPO.  However, the clinic is not required to agree to my requested 
restrictions, but if it does, it is bound by this agreement.  By signing this form, I am consenting to TVCC’s use and 
disclosure of my PHI to carry out TPO. 
 
I may revoke my consent in writing except to the extent that Tanque Verde Chiropractic Clinic has already made 
disclosures in reliance upon my prior consent.  If I do not sign this consent Tanque Verde Chiropractic Clinic may decline 
to provide treatment to me. 
 
PATIENT:  
 
PRINT NAME: _________________________________Signature: _______________________________ 
 
PARENT/GUARDIAN AUTHORIZATION: 
 
PRINT NAME: _________________________________Signature: ________________________________ 
 



Tanque Verde Chiropractic Clinic, P.C., Dr. Michael J. Stone, Chiropractic Internist 
9100 E Tanque Verde Rd. #140, Tucson, AZ 85749, 520-749-2929 

 
Today’s Date: _____/______/_______ 

 

ACKNOWLEDGEMENT OF RESPONSIBILITY FOR UNCOVERED SERVICES 

It is hereby acknowledged, by the undersigned, that certain services may not be covered by any 
insurance, including but not limited to: medical payments coverage, health insurance and or Medicare. 

If an insurance company determines that they are not responsible for a particular service; that it is 
either not necessary and/or not covered for any other reason, and therefore, denies payment, I hereby 
acknowledge that I am personally responsibility for payment of these services.  

I acknowledge that my Doctor will determine whether or not the services are medically necessary and 
agree to pay for the service for these services, whether they are covered or not. 

I agree to make arrangements with the doctor’s office to pay for the services as they are provided to me.  
 
Patient: 
PRINT NAME: _____________________________Signature: ___________________________________ 

 
 
 
PROTOCOL FOR PRESERVATION OF PATIENT RECORDS 

Pursuant to ARS 32-3211 and the requirements of the State of Arizona for the preservation of patient 
records, this document is intended to inform all patients of Dr. Michael J. Stone of their rights and 
obligations. 

Dr. Stone will maintain your records for a period of ten (10) years following your last date of service 
and/or date of last communication.  After 10 years Dr. Stone reserves the right to destroy your records.  
Should Dr. Stone exercise that right, Dr. Stone will first attempt to contact you and inform you of your 
right to obtain a copy of these records via regular mail with your last known address listed on your 
confidential paperwork.  You will have 30 days from the date the letter is sent via regular mail to request 
in writing that your records not be destroyed.  If you do not respond to this notice, you will be waiving 
your rights to have your records preserved.  They will be properly and confidentially destroyed. 

Should Dr Stone retire, cease to practice, or sell his practice to another health care professional, Dr 
Stone will notify all eligible patients by regular mail concerning the location of their records and how 
they may request copies of those records. The required notice will be sent to each eligible patient’s last 
known address listed in the confidential paperwork. 

Patient: 
PRINT NAME: _____________________________ Signature: ___________________________________   
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