




 

 

RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN 
ACKNOWLEDGEMENT FORM 

Back N’ Balance, Inc. 

 

I, ___________________________ have reviewed/ received a copy of Back N’ Balance’s Notice 
of Patient Privacy Practices.  

 

__________________________________________ ______________________ 
Signature of Patient or Parent or Legal Guardian    Date 
 
 
 

OFFICE USE ONLY 
 

I attempted to obtain the patient’s signature in acknowledgment on this Notice of Privacy 
Practices Acknowledgment, but was unable to do so as documented below:  
 
Date:    Initials:   Reason: 
_____________ _________  __________________________________________ 
 

NOTICE THESE FORMS ARE AVAILABLE UPON REQUEST 
 

1. Notice of Privacy Practices Hand-outs      #HIPAA01 
2. Patient Authorization for Use and Disclosure of Protected Health   #HIPAA40 

Information to Third Parties 
3. Request for Limitations and Restrictions of Protected Health Information   #HIPAA33 
4. Request to Inspect and Copy Protected Health Information    #HIPAA38 
5. Request for Correction/ Amendment of Protected Health Information   #HIPAA36 
6. Request for an Accounting of Certain Disclosures of Protected Health Information  #HIPAA42 
7. Patient Complaint Form        #HIPAA18  
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MASSAGE, PHYSICAL THERAPY & NUTRITIONAL COUNSELING POLICY 

Our clinic offers massage, physical therapy and nutritional counseling services, which have been recommended for 
you by your doctor, who feels it is clinically necessary for your care and treatment. Our policies are outlined here 
and we ask that you read this carefully and sign it, as this will become part of your permanent record. If you have 
any questions, please feel free to ask them before signing this form. You are fully responsible for the bill from 
services received. Services will be paid for at the time of your appointment.  

 

INSURANCE BILLING 

Our massage therapists are under contract with our naturopaths and chiropractors; therefore billings are submitted 
under his or her name and license. If you are unsure of your policy benefits we advise you to contact your insurance 
company. All policies are different and we do not guarantee coverage. Generally, if your policy states that services 
provided are “under the direct supervision of a covered physician” those services should be covered. For 
massage, the procedural codes we are required to use for these services are listed as “Therapeutic Procedures” 
classified under physical medicine/ rehabilitation and broken down into timed increments of 15-minutes each for a 
total of 60 or 30 minute massages. As a courtesy, we will bill your insurance plan for massage or physical therapy 
sessions. Nutritional counseling services are not billable to insurance plans. Payments for nutritional counseling are 
required at the time services are rendered.  

 

MASSAGES, PHYSICAL THERAPY AND NUTRITIONAL COUNSELING CANCELLATION/ 
NO-SHOW/ LATE FEE POLICY 

When you make a massage, physical therapy or nutritional counseling appointment, that time is set-aside 
specifically for you by our therapists. Because we often have a waiting list for these appointments, we ask that you 
give 24 hours cancellation notice so that someone else can be scheduled for that time slot. In the event of a no-show 
or cancellation without 24 hours notice, you will be charged 50% of your appointment fee. Massage and nutritional 
counseling appointments will not be scheduled until the fee is paid. If you arrive more than 15 minutes late for an 
appointment, you will be billed directly for 50% of the charges. The appointment session will be shortened to 
compensate. We will not bill your insurance company for any cancellation or late fees.  

Thank you for your time and attention, please sign and date in the spaces provided below.  

_________________________________________________  ________________________ 
Patient Signature       Date 
 
_________________________________________________   
Print Name 
 
_________________________________________________  ________________________ 
Witness Signature      Date 







Patient Privacy Questionnaire 
 
 
1. Please print the address of where you would like your billing statements,  
appointment reminders, test results, and/or correspondence from our office to be sent.  
____________________________________________________________________________
______________________________________________________________ 
 
2. Please indicate if you would mind being in one of the rooms with the door open.  
 
No, I do not mind __________   Yes, I would like a private room only _________ 
 
3. Please print the telephone numbers where you would want to receive calls about your 
appointment reminders, follow-up, test results or other health care information:  
 
Phone Number: ________________________ Back-up: _______________________ 
 
  * I am fully aware that a cell phone is not a secure and private line 
 
4. Please list the names of any family and/or significant others whom we may inform about your 
medical condition and diagnosis. (Treatment, payment and health care  
operations) and in case of an emergency.  
Name __________________________________ Relationship ___________________ 
Name __________________________________ Relationship ___________________ 
Name __________________________________ Relationship ___________________ 
Name __________________________________ Relationship ___________________ 
 
5. Can confidential messages (appointment reminders, etc.) be left on your telephone 
answering machine or voicemail? 
Yes _________ No __________ 
 
Patient Name: _________________________________________________________ 
(Guardian if under 18 years ) 
 
Social Security Number: _____________-___________-____________ 
 
Patient Signature: ______________________________________________________ 
 
Parent/ Guardian Signature: ______________________________________________ 
 
Date: _______________________ 
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