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DR. ELIZABETH KINNEAVY DC
NOTICE OF I'RIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996

{.I{IpAA',1, I have certain rights to privacy regarding my protected information- I understand

that this information can and will be used to:

r Conduct, plan and direct my trealment and follow-up among the multiple healthcare

providers who may be involved in that treatment directly and indirectly'

r Obtain payment fiom third-parfy payers.

. Conduct normal healthcare operations such and quality assessments and physician

certihcations.

I lrave received, read zurd ulderstand your Notice of Privacy Practices containing a more

complete rlescription of the uses and disclosures of my health infiirmation- I understand that this

org..ri*tion has the right to change its Notice of Privacy Practices from time to time ant that I

may contact this organization at any timc at the address above to obtain a current copy of the

Notice of PrivacY Practices -

I understand that I may request in writing that you restrict how my private inlbrmation is used c'r

disclosed to carry out treatment, payment or health care operations- I also understand you are not

required to agree to my requested restrictions, but if you do agree then you are bound to abide by

such restrictions.

Patient Name:

Relationship to Patient:

Signature:

Date:

OFFICE USE ONLY
I attempted to obtain the patient's signature in acknowledgement on this Notice of Privacy

Fractices Acknowledgement, but was unable to do so as documented below:

Date: Reason:

Initials:



FRONT STREET CHIROPRACTIC 
NOTICE OF PRIVACY PRACTICES 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 

AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 
PLEASE REVIEW IT CAREFULLY. 

 
The Health Insurance Portability & Accountability Ac�W���R�I���������������³�+�,�3�3�$�´�����L�V���D���I�H�G�H�U�D�O���S�U�R�J�U�D�P���W�K�D�W��
requires that all medical records and other individually identifiable health information used or disclosed 
by us in any form, whether electronically, on paper, or orally, are kept properly confidentia�O�������³�+�,�3�3�$�´��
provides penalties for covered entities that misuse personal health information.  This Act gives you, the 
patient, significant new rights to understand and control how your health information is used.   
 
�$�V���U�H�T�X�L�U�H�G���E�\���³�+�,�3�3�$�´�����Z�H���K�D�Y�H���S�U�H�S�D�U�H�G this explanation of how we are required to maintain the 
privacy of your health information and how we may use and disclose your health information.   
 
We may use and disclose your medical records without asking fro your express consent, only for each 
of the following purposes: treatment, payment, and health care operations.   
 

 Treatment means providing, coordination, or managing health care and related services by one 
or more health care providers.  For example, a chiropractor may need to know the results of 
your latest physician examination or last treatment plan. 

 
 Payment means such activities as obtaining reimbursement for services, confirming coverage, 

billing or collection activities, and utilization review.  An example of this would be sending a 
bill for your visit to you insurance company for payment.  We may also need to tell your 
insurance company about proposed treatment to determine whether or not it will cover the 
treatment expense.   

 
 Health care operations include the business aspects of running our practice, such as 

conduction quality assessment and improving activities, auditing functions, cost-management 
analysis, and customer service.  An example would be an internal quality assessment review.   

 
We may contact you to provide appointment reminders or information about treatment alternatives or 
other health-related benefits and services that may be of interest to you.  We may also create and 
distribute de-identified health information by removing all references to individually identifiable 
information.   
 
Any other uses and disclosures will be made only with your written authorization.  You may revoke 
such authorization in writing and we are required to honor and abide by that written request, except to 
the extent that we have already taken actions relying on your authorization. 
 
You have the following rights with respect to your protected health information, which you can exercise 
by presenting a written request to the Privacy Officer: 
 

 The right to request restrictions on certain uses and disclosures of protected health information, 
including those related to disclosures to family members, other relatives, close personal friends, 
or any other person identified by you.  We are, however, not required to agree to a requested 
restriction.  If we do not agree to a restriction, we must abide by it unless you agree in writing 
to remove it. 

 The right to reasonable requests to receive confidential communications of protected health 
information from us by alternative means or at alternative locations. 

 The right to inspect and copy protected health information. 



 The right to amend your protected health information. 
 The right to receive an accounting of disclosures of protected health information. 
 The right to obtain a paper copy of this notice from us upon request. 

 
We are required by law to maintain the privacy of your protected health information and provide you 
with notice of our legal duties and privacy practices with respect to protected health information.   
 
This notice is effective as of April 15, 2003, and we are required to abide by the terms of the Notice fo 
Privacy Practices currently in effect.  We reserve the right to change the terms of our Notice of Privacy 
Practices and make the new notice provisions effective for all protected health information that we 
maintain.  We will post and you may request a written copy of a revised Notice of Privacy Practices 
from this office. 
 
You have recourse if you feel that your privacy protections have been violated.  You have the right to 
file written complaint with our office, or with the Department of Health & Human Services, Office of 
Civil Rights, about violations of the provisions of this notice or the policies and procedures of our 
office.  We will not retaliate against you for filing a complaint.   
 
Please contact us for more information: 
 
Dr. Elizabeth Kinneavy DC                                        For more information about HIPPA or to file a 
Dr. Jake Simpson DC                                                  complaint: 
901 Front St.                                              
Suite 120                                                                      The U.S. Department of Health & Human Services    
Louisville, CO 80027                                                   Office of Civil Rights      
303-604-2987                                                               200 Independence Ave. S. W.  
                                                                                      Washington, D.C. 20201 
                                                                                       202-619-0257 
                                                                                       toll free: 1-877-696-6775 



Updated 10/1/01 

 
 
 
 

We find that our clients appreciate knowing in advance what is expected of them financially and what terms and conditions are 
available.  Please read the following information carefully.  If you should have any questions please direct them to our Front Desk Staff.  
All patients are free to choose between the Necessary Paperwork Plan and the Paper Reduction Plan for their financial policy with 
Front Street Chiropractic. 
 
DEFINITION:  
Necessary Paperwork:  (Third Party Pay  / Insurance)  
This fee schedule is higher than the Paperwork Reduction Plan, as necessary paperwork is inevitable when insurance is billed.  
Charges are billed either to the patient, another party, or an insurance company.  
 
Paperwork Reduction:  (Private Pay)  
Under this payment method, charges for services are paid in full immediately after they are delivered, and no paper work is performed, 
other than a receipt.  We accept Cash, Check, Visa, MasterCard or Discover as payment 
 

ADMINISTRATIVE SERVICES THAT ARE NOT COVERED: 
Since a reduced fee is charged for services, no documents will be supplied to the patient for reimbursement by a third 
party, including copies of medical records, completion of forms or questionnaires, writing of report, preparation of insurance 
bills, etc.  However, a receipt will be given at the time of payment. 
 
IF ADMINISTRATIVE SERVICES ARE REQUESTED: 
If any of the previously mentioned documents are requested subsequent to payment of the reduced fee, the difference 
between the reduced charge and the billed charge will be paid by the patient (on all related services) prior to the 
preparation of the documents. 
 
THIS PAPER REDUCTION PLAN IS SET BY THE CLINIC AND IS ONLY IN EFFECT AS LONG AS YOU ARE KEEPING 
THE SCHEDULE THE DOCTOR HAS SET FOR YOUR CARE.  IF YOU REPEATEDLY MISS APPOINTMENTS AND DO 
NOT ADHERE TO THE SCHEDULE THE DOCTOR HAS SET FOR YOU, YOU WILL NOT BE ELIGIBLE FOR THIS 
PLAN. 
 
REQUIREMENTS TO RECEIVE THE PAPER REDUCTION FEE SCHEDULE: 
 1.  Keep the schedule the doctor sets for you. 
 2.  Pay at the time of service. 
 3.  Never carry a balance. 
 4.  Require no paperwork from our financial department, only a receipt at the time of your service. 

 
INSURANCE: 
For most patients who carry insurance, you must bring a completed insurance form or card with you each time you are treated in our 
office.  As a courtesy, this office will file a claim for your treatment with your insurance company and will accept assignment of benefits 
providing you pay all patient deductibles and estimated percentages at the time of your visit.   We accept no responsibility in collecting 
overdue insurance claims or negotiating settlement on disputed claims.  You are responsible for the total charges or any difference 
remaining following payment by your insurance company.  If your insurance has not made payment or you feel that your insurance 
company has not made correct or adequate payment on your account, you must contact them first to discuss the matter.  Please 
request that your insurance company provide you with a confirmation number as a record of your follow-up with them.  We will not 
resubmit claims until this has been done. 
 
PATIENT PAYMENT: 
As a condition of treatment by this office, all patient portion of fees must be paid at the time the service is provided.  Payments may be 
made by Cash, Check, Visa, MasterCard, or Discover Card.  Any other payment arrangements must be authorized in advance by our 
Business Office. 
 
COMPLEX  NARRATIVE REPORTS: 
These reports, as needed in litigation, are expected to be compensated by the party that requests the report.  The terms will be agreed 
upon prior to the preparation of the report. 
 
APPOINTMENT COMMITMENT: 
When we schedule an appointment for you, two events occur: 1) We will hold that appointment time for you, and 2) we trust you will 
arrive ON TIME for that appointment.  If you are late for an appointment, we will do our best to fit you into our schedule, however, it may 
be necessary to reschedule your appointment.  Our policy is that the first time an appointment is missed we will give a warning of a fee.  
The second time this occurs you will be charged a fee of $25.  If subsequent appointments are missed or cancelled with short notice 
you may be discharged from our practice.   
 
IF YOU WISH TO BE BILLED;   
You will have 30 days from the date of your statement to pay your bill in full without being charged interest.  
 A rate of 1.75% interest will be added to the balance each month thereafter. This amounts to 21% on a yearly basis.    
 
 

Financial Policy  
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PATIENT FINANCIAL POLICY  
 
Patient Name__________________________________________________________________________ 
  
 Account Number__________________________ Effective Date_________________________________ 
 
 I understand that my chiropractic care in this office may vary in cost, depending on what services I receive.   
 The policy I choose is:          (Please mark one.) 
 
THE NECESSARY PAPERWORK PLAN:    _______ 
 THE PAPER REDUCTION PLAN:                _______ 
      
TYPICAL  BASIC SERVICES: 
 

A. Initial Consultation 
B. Exams and Re-exams 
C. Chiropractic adjustments 
D. Physiotherapy 
E. Exercise programs 

Qualifications for Paperwork Reduction Plan 
1. No paperwork other than a receipt at the time of service is provided. 
2. Payment in full is made each visit. 
3. Never carry a balance on your account. 
4. Keep your appointments and the schedule set by your doctor. 

OUR NORMAL FEE SCHEDULE           PAPER REDUCTION FEE SCHEDULE 
 
�6�S�L�Q�D�O���D�G�M�X�V�W�P�H�Q�W�«�«�«�«��������������������������   �6�S�L�Q�D�O���D�G�M�X�V�W�P�H�Q�W�«�«�«�«�«�«�«�«�«�«���«�«�«�«�������������������������������������������� 
                    (Spinal Adjustment with some soft tissue work) 
�7�K�H�U�D�S�L�H�V�«�«�����«�«������������ -$75.00         Attended Therapies.(Extra time required) 

    ���V�R�I�W���W�L�V�V�X�H�����I�O�H�[�L�R�Q���G�L�V�W�U�D�F�W�L�R�Q�����H�[�H�U�F�L�V�H���S�O�D�Q�V���«������������ 
                                                               �8�Q�D�W�W�H�Q�G�H�G���7�K�H�U�D�S�L�H�V�«���U�R�O�O�H�U���W�D�E�O�H�����(�0�6���«�«�«���������������� 
�,�Q�L�W�L�D�O���(�[�D�P�«�«��.$50.00 - $155.00         �,�Q�L�W�L�D�O���(�[�D�P�«�«�«�«�«�«�«�«�«�«�«�«�«����������������- $75.00 

           �)�D�P�L�O�\���3�O�D�Q�«���D�G�M�X�V�W�P�H�Q�W���R�Q�O�\���«��st �S�H�U�V�R�Q���D�G�M�«���������������� 
                                                                       2nd �D�G�X�O�W���D�G�M�«�«�«�«�«�«�«�«�«�«�«�«�«�«�«������������.00  

                    child adj (2nd f�D�P�L�O�\���P�H�P�E�H�U���������X�Q�G�H�U���������«�«�«��������.00 
            Nutritional Consult (with Adjustment 15 Min.).........$25.00 

�(�P�H�U�J�H�Q�F�\���9�L�V�L�W���«������������-$100.00        �(�P�H�U�J�H�Q�F�\���9�L�V�L�W���«�«�«�«�«�«�«�«�«�����«������������-$100.00 
�0�L�V�V�H�G���9�L�V�L�W�����«�«�«�«�«���«��������������������������  Missed �9�L�V�L�W���«�«�«�«�����«�«�«�«�«�«�«�«�«�«���������������������������� 
 
�,���D�X�W�K�R�U�L�]�H���D�O�O���L�Q�V�X�U�D�Q�F�H���F�R�P�S�D�Q�L�H�V�����W�K�L�U�G���S�D�U�W�\���S�D�\�R�U�V���D�Q�G���D�W�W�R�U�Q�H�\�¶�V���W�R���P�D�N�H���G�L�U�H�F�W���S�D�\�P�H�Q�W���R�I���P�\���E�H�Q�H�I�L�W�V���W�R���)�U�R�Q�W��
Street Chiropractic Center for all monies due my account for the services I have received.  If my policy prohibits 
assignment, I direct my insurance company to mail all checks made payable to me, directly to Front Street Chiropractic, at 
901 Front Street, Suite 120,  Louisville, CO 80027. 
 
_______________________________________               ___________________ 
Patient / Authorized Signature                                 Date 
 

Front Street Chiropractic  
901 Front Street, Suite 120 

Louisville, CO  80027 
 Phone 303-604-2987 
Fax: 303-604-2997 

 
 
 
 
 
 
 
 
 
 
 
 
 



Verifying You r 2009 Insurance Coverage

Patient Name:

Please take a moment to contact your insurance carrier and verify your 2009 Chiropractic
coverage. Even if your carrier has not changed, your benefits may have. Below is a list of
questions to ask.

Date: Time:

Name of lnsurance Company:

Person you spoke to:

Patient Insurance lD#: Group #:

ls Dr. Kinneavy an in-network provider? Yes - No -

What is my Chiropractic coverage and limitations in their office? (Remember, we need either the

in-network or out-of-network coverage depending on our stotus with your carrier.)

Calendar Year Deduct ib le: Amount met this year-to-date:

How much do I pay per visit?

Yearly l imits to benefits:

Address to send claims:

Please bring your insurance card with so that we may photocopy it. Thank you'

El izabeth A. Kinneavy, DC
Front Street Chi ropractic

901 Front Street, Suite 120
Louisvi l le, CO 80027

303-604-2987



Coverage Details
. pravider panel: Are the benefits based on being a member of a specific panel of

providers?
o Out-of-Panel Prouiston: Even if the plan generally requires that the maximum

benefits are given to a provider on their panel, they may still have some benefits for
providers not on the panel. This is called an out-of-panel provision. Be sure to ask
if such a benefit exists, If it does, you may still be able to get paid, although it may
be at a reduced rate.

t Pre-Authorization: Some plans require that certain services be pre-authorized be-
fore any coverage will be available. Pre-authorization may be necessary from either
the primary care provider or from a separate authorization board at the carrier's
office. Preauthorization also aliows the chiropractic office to determine in advance
the specific benefits and coverage to be discussed with the patient before providing
costly services.

t Dedactible.' Has the client met their deductible for the year? Most plans have de-
ductible. This is an amount that the patient must pay out-of-pocket before coverage
"kicks in." Is the deductible based on a calendar or fiscal year?

t Co-Pay: Is a co-payment required at the time of service? This amount MUST be col-
lected when the service/session is complete.

t Visit Limits Per Year: Chiropractic benefits could be limited to a specific number of
visits per year. Ask if limits are based on a fiscal or calendar year. Has the patient
already used up some of their allotted visits? It is possible that coverage has been
exhausted for the Year.

o Fee Schedule: What are the allowables for the quoted procedures? What is their fee
schedule and maximum benefit for Chiropractic? Will they fax/send it to you? What
percentage of the allowables will be paid?

t Exclusion: Are there exclusions or limits on pariicular services or diagnostic codes?
If so, record those limitations.

o Wellness; Do they cover wellness or nutritional support? What are the limits?


