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Patient Information Update 
 
This Patient Information Update form will serve as the patient paperwork and Legal Release for all providers within our Practice 

Management Group: Beyond Wellness LLC, Loudoun Family Chiropractic LLC, Elite Performance Chiropractic and Wellness 

LLC, Core Health Chiropractic and Sound Chiropractic LLC.   

 

 

Name: ______________________________________________________________________ 
          (Last)                                                                                      (First)                                                                                          (M.I.)                                    

 

DOB: _____________                         Marital Status: __________________ 

 

Home Address: ___________________________________________________________________________ 

 

City: _____________________________________      State: __________       Zip Code: ________________ 

 

Employer: _____________________________________Occupation: _________________________________ 

 

 

Contact Information 

Home: _________________________ Cell: ________________________ Work: _______________________ 
                    (Only if we may call you at this number) 

Email: ______________________________________________________ 

 

Emergency Contact 

Name: _____________________________________________ Phone #: ______________________________  

 

Relation to Patient: ___________________________________ 

 

Insurance (Primary Insurance Company Only) 

Plan Holder: _______________________________________________________________________________ 
                     (Last)                                                                                        (First)                                                                                     (M.I.)                                 

 

Relation to Patient: ____________________________________                      Birth Date: _____/_____/______ 

Insurance Company: ___________________________________ Phone #: _____________________________ 

Member ID#: _______________________________________ Group #: _______________________________ 
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 Legal Releases       Read and initial each section. Sign and date at the bottom.                           
______This Patient Intake will serve as the patient paperwork and Legal Release for all providers within our  

(Initial)   Practice Management Group: Beyond Wellness LLC, Loudoun Family Chiropractic LLC,  

            Araya Holistic Pain Management LLC, Elite Performance Chiropractic and Wellness LLC,  

            Core Health Chiropractic and Sound Chiropractic, LLC.          

_____ Consent to Care 

(Initial)  Consultation and examination are conducted for diagnostic and informational purposes. A patient coming to 

the doctor gives him/her permission and authority to care for the patient in accordance with appropriate tests, 

diagnosis, and analysis. The clinical procedures performed are usually beneficial and seldom cause any 

problem. In rare cases underlying physical defects, deformities, or pathologies, may render the patient 

susceptible for injury. The doctor will not provide specific healthcare if he/she is aware that such care may be 

contraindicated. It is the responsibility of the patient to make known to the doctor any latent pathological 

defects, illnesses, or deformities which would otherwise not come to the doctor’s attention. My case may not 
be accepted for treatment at this clinic. If the doctor believes that I may respond to their care, additional 

services may be recommended, and I will be advised of applicable cost. If the patient is a minor, I, as the 

parent or legal guardian, give permission for my child to receive chiropractic and physical therapy care. 

______ Privacy Notice 
(Initial)  The Health Insurance Portability Accountability Act of 1996 (HIPAA) requires that we receive your 

permission before we use the personal information in your medical records for any reason. A signed consent 

form permits us to use your personal health information within our Practice Management Group for the 

purposes of treatment, receiving payment, and health care operations of our practices. It is the policy of our 

practices to release only the minimum necessary information to any source not directly linked to hands on care 

and treatment of patients in our offices as outlined in HIPAA. This includes third party payers, insurance 

companies, etc. If protected health information must be released, the patient or outside entity must provide us 

with a medical records release form signed by the patient. Where required by law we will only release the 

minimum information necessary to law enforcement or public health agency. You, as the patient, have the 

right to see your medical record during normal office hours. You also have the right to revoke in writing this 

consent at any time. A copy of our privacy policy is available upon request. 

_____ Financial Policy/Cancellation and Rescheduling Fee 
(Initial)   Your insurance contract is between you, your employer, and the insurance company, please contact your 

insurance company for any coverage questions or issues. Not all services are covered by all contracts. Patients 

are responsible for knowing their insurance benefits. We will file a claim for you with your primary 

insurance company only on your behalf. Any copays, coinsurance, deductible payments, remaining balances, 

and fees are your responsibility. If you are not using insurance; you will be charged our cash rate. Payment is 

due at time of service, unless other arrangements, based on financial cause, have been made through our 

billing department. A $30 fee will be charged for returned checks. We require 24 hours’ notice for all 
appointment cancellations and rescheduling. A $50 fee may be charged if notice is less than 24 hours.   

 I authorize release of any information necessary to my insurance company to determine benefits for services 

rendered. I understand that I am responsible for any balance in my account regardless of my insurance status. I 

understand I am responsible for providing up to date insurance information. I understand the 

cancellation/rescheduling policy and that I am responsible for any fees that have been charged.       

   

    Signature: _______________________________________________________   Date: __________________ 
                 (Patient, Parent, or Legal Guardian) 

    Printed Name: ____________________________________________________ 

    Relationship to patient: _____________________________________________ 
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Payment Authorization Agreement 

 
This Payment Authorization form will serve as the patient authorization and agreement for all providers within our Practice 

Management Group: Beyond Wellness LLC, Loudoun Family Chiropractic LLC, Elite Performance Chiropractic and Wellness 

LLC, Core Health Chiropractic and Sound Chiropractic LLC.   

  

Patient(s) Name___________________________________________ 

Choose one of the following options: 

❑ Option 1: Auto-Debit Virtual Terminal Authorization (your credit/debit card will be charged the 
next business day after your appointment) 
 

I, [print name] _______________________________________, hereby authorize 

Beyond Wellness Practice Management Group LLC (BWPMG) and/or its contracted 

providers to initiate charges and corrections to previous charges to the card indicated 

below. These charges will reflect payment for performed services, supplements, health 

products, telephone consultations, missed appointment and late cancellation fees. If the 

card I have provided below is lost, stolen, or expires it is my responsibility to contact 

BWPMG and provide an alternate form of payment. I acknowledge that email receipts for 

all services and products will be sent to the email address I have provided. Authorization 

for this service is to remain in effect until I provide a written request of its withdrawal. 

BWPMG only accepts Visa® and MasterCard®. Information provided below should be  
written legibly in print. 

 
Card Type:   ❑ VISA      ❑ MASTERCARD   

      ❑FSA/HSA   when are funds usually deposited into account? __________________________ 

 

   Name on Card: ____________________________________________________________ 

 

   CC/Debit Card Number: _____________________________________________________ 

 

   Card Expiration Date: ______/______ 

                

(Card holder, if different from patient, must sign and date) 
    

Card Holders relationship to Patient: ____________________________________ 

    

Card Holders Signature: ______________________________________ Date: _________ 

    

❑ Option 2: Pay Online  
I will pay online (www.mybwdoc.com) for my services and products within 48 hours after my appointment. 

(You will receive a patient statement the next business day after your appointment by email with your 
account # and instructions for paying online. Please check your spam folder for emails from 
billing@mybwdoc.com ) 

 

❑ Option 3: Pay by Phone 

I will pay by Phone for my services and products within 48 hours after my appointment by calling (703) 723 - 

9355, press “2”. (You will receive a patient statement the next business day after your appointment by 
email. Please check your spam folder for emails from billing@mybwdoc.com ) 
 

 

Patient (or Parent of) Signature: ___________________________________________ Date: ______________ 

http://www.mybwdoc.com/
mailto:billing@mybwdoc.com
mailto:billing@mybwdoc.com

