






 Optimal Performance Chiropractic, Huntingburg, IN 
 
 
Patient Health Information Consent 

• I understand how my Patient Health Information (PHI) is going to be used in this office.  I 
understand and agree to allow Optimal Performance Chiropractic to use my PHI for purpose of 
treatment, payment, healthcare operations, and coordination of care.  As an example, I agree to 
allow this office to submit requested PHI to the Health Insurance Company (or companies) I 
provided for the purpose of payment.  I understand that the office will limit the release of all PHI to 
the minimum needed. 

• I understand that I have the right to examine and obtain a copy of my own health records at any 
time and request corrections. I may request what disclosures have been made and submit in writing 
any further restrictions on the use of my PHI.  The office is not obligated to agree to those 
restrictions. 

• I understand my written consent need only be obtained one time for all subsequent care given in 
this office.  I may provide a written request to revoke consent at any time during care.  I have the 
right to file a formal complaint about any possible violations of these policies and procedures.  If I 
refuse to sign this consent for the purpose of treatment, payment, and health care operations, 
Optimal Performance Chiropractic has the right to refuse care. 

 
Financial Policy 
• I understand that if I do NOT have insurance that ALL payments are due at the time of service.  If I 

DO have insurance, ALL COPAYS & CO-INSURANCE are due at the time of service. 
• I understand that there will be a 1.5% finance charge added to all balances after 60 days.  There will 

also be a $25.00 charge on all returned checks. 
• I understand that if my insurance carrier has not paid a claim within sixty (60) days of submission, I 

will be required to take an active part in the recovery of this claim.  If my insurance carrier has not 
paid within ninety (90) days of submission, I accept responsibility in full for any outstanding balance. 

• I understand Optimal Performance Chiropractic is a busy clinic and that I will be subject to a $25.00 
free if I do not give the clinic a 24-hour notice to cancel or re-schedule.   

• I understand that if I discontinue care for any reason other than discharge by the doctor, all 
balances will become immediately due and payable in full by myself. 

 
Consent to Treatment 

• I understand there are some risks associated with treatment including but not limited to, bone 
fractures, sprains, strains, vertebral disc injuries, stroke, vascular injury, and bruising.  

• I have had the opportunity to ask questions and receive answers regarding treatments given and 
the possible risks listed above.  I understand I have the opportunity to ask about alternative 
treatments if I am not comfortable with those recommended by Dr. Gogel. 

• I consent to the treatments offered or recommended to me by my healthcare provider, Jenna Gogel, 
DC, including osseous and soft tissue manipulation, therapeutic modalities, and at-home instruction 
such as stretches, exercises, and hot/cold application.  

 
Cervical Spine Manipulation (manual adjustments of the neck) 

• I understand that there is a risk, though very rare, of cervical spine manipulation (CSM) including 
those risks listed in italics in the above category. 

• I understand that I have the right to deny CSM, ask questions about CSM, and ask for alternative 
therapy/treatment in place of CSM. 

 
• I understand that the biggest risk factors for vascular injury or stroke following CSM are as follows: 

black outs, loss of consciousness, nausea, vomiting, general unwell feelings, dizziness or vertigo 
(particularly if associated with head positioning), disturbances of vision, unsteadiness of gait and 
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general feelings of weakness, tingling or numbness or any alteration in facial sensation and 
movements), difficulty in speaking or swallowing, hearing disturbances, headache (particularly if 
worse than normal or worst ever), past history of trauma, cardiac disease, vascular disease, altered 
blood pressure, previous stroke or TIA, blood clotting disorders, anticoagulant therapy, oral 
contraceptives, long term oral steroids, a history of smoking, and immediately postpartum. 

• I understand that it is my duty to inform Dr. Gogel of any of these risk factors current, past, or in 
future visits so that she can determine the appropriate treatment. 

• I understand that my condition may change between visits and any new symptoms and risk factors 
that arise should be verbalized to Dr. Gogel before treatment is given. 

 
I understand that these pages of consent and policies apply for the entire calendar year and that a 
new consent will be presented at the first visit of each calendar year following.   
 
 
 
 
 
____________________________________________________  
 ___________________ 
Patient Signature (or Legal Guardian)      Date  
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