








      Charles G. Corfman, D.C. 
            2530 Florence Blvd.     Florence, AL 35630  256-767-9900   

FINANCIAL OFFICE POLICY                                                                           
CORFMAN CHIROPRACTIC & REHAB 

1. This office accepts Discover, MasterCard, Visa, cash and personal checks.  
2. If your deductible has not been met, all charges are your responsibility and are due when 

services are rendered. At such time when your deductible has been met, then your co-pay 
for your visit and any therapy that you receive is due at the time of your visit.  

3. Waiting for payment from your insurance company is a courtesy and may be withdrawn 
under certain circumstances.  

4. As a patient, it is responsibility to take care of the co-payment (usually 20%) and any 
non-covered services at the time of your visit. Our office may make payment 
arrangements on an individual basis. At such plan or arrangement will be discussed with 
our Office Manager.  

5. This office does not warrant or guarantee that your insurance will or should pay the fees 
charged. Insurance policies are an arrangement between the insurance carrier and you, the 
patient.

6. Any services not covered or coverage reductions by your insurance will be your 
responsibility.  

7. This office will resubmit a claim one time. We will not enter into any dispute with your 
insurance company. If coverage problems arise, you will be expected to assist directly in 
dealing with your insurance company, adjustor, or agent. Any denied or disputed claims 
will be treated as non-covered services and you will be expected to pay such charges in a 
timely manner.  

8. All insurance payments, regardless of which company issues a check first, are applied to 
your account as long as any balance is due. This means refunds are made only after your 
balance is completely cleared with this office.

9. If you receive any correspondence or payment from your insurance company, you hereby 
agree to bring these into our office so that we may determine if any action needs to be 
taken or if the check is an assignment to this office.  

10. If you are referred to another specialist or discontinue care for any reason other than 
discharge by Dr. Corfman, your account becomes due and payable in full immediately, 
regardless of any claims submitted.  

11. If you change insurance companies or employers, you agree to provide this office with 
current information immediately.  

12. If you have questions regarding this or any other matter, please speak with the 
receptionist of our insurance department prior to seeing Dr. Corfman.  

Thank you. 

I have read and understand the Financial Policy and agree to abide by these terms.  

__________________________________________________
 Patient Signature   Date 

__________________________________________________
Witness    Date 



 
 

2530 Florence Blvd.  Suite C 
Florence, AL 35630 

256-767-9900 
 
 

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT: 
I understand that, under the Health Insurance Portability & Accountability Act of 1996 
(“HIPAA”), I have certain rights to privacy regarding my protected health information. I 
understand that this information can and will be used to: 

 
• Conduct, plan and direct my treatment and follow-up among the multiple healthcare 
providers who may be involved in that treatment directly and indirectly. 
• Obtain payment from third-party payers. 
• Conduct normal healthcare operations such as quality assessments and physician 
certifications. 
 

I have received, read and understand your Notice of Privacy Practices containing a more 
complete description of the uses and disclosures of my health information.  
 
I understand that this organization has the right to change its Notice of Privacy Practices from 
time to time and that I may contact this organization at any time 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 information is used or 
disclosed to carry out treatment, payment or health care options.  
 
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 the Notice of Privacy 
Practices Acknowledgement, but was unable to do so as documented below: 
_________  __________  
Date   Initials 
_____________________________________________________ 
Reason 



CONSENT FOR TREATMENT:

 
I, ________________________________________ (PRINT), do hereby authorize 
Dr. Charles Corfman and whomever he may designate as his assistants to perform 
diagnostic tests, including but not limited to radiographs, physical examination and 
administer treatment as directed, indicated or deemed necessary.  This includes 
emergency actions that may need to be performed should I be physically incapaci-
tated.  Complications to chiropractic care may include rib fracture and stroke, how-
ever, specific tests designed to minimize these risks are employed and do minimize 
these outcomes.  I ALSO CERTIFY THAT IN NO WAY HAVE ANY GUARANTEE 
OR ASSURANCES BEEN MADE AS TO THE RESULTS THAT MAY BE OB-
TAINED.   I understand and agree that health and medical insurance policies are an 
arrangement between an insurance carrier and myself (patient).  Furthermore, I un-
derstand and agree that this office and contracted representatives may prepare any 
necessary reports and forms to assist me in making collection from the insurance 
company, and that any amount authorized to be paid and sent directly to this office 
will be credited to my account upon receipt.  I permit this office to endorse remit-
tances for the conveyance of credit to my account.  However, I clearly understand 
and agree that I have sought treatment, received treatment, and am directly responsi-
ble for the bills that accumulate from this treatment. 
Patient/Guardian: 
Name Printed: __________________________________ 
Name Signed: __________________________________ Date: ____________ 
Witness: 
Name Signed: __________________________________ Date: ____________ 
 
CONSENT FOR TREATMENT OF A MINOR: 
I hereby authorize Dr. Charles Corfman and whomever he may designate as an as-
sociate or contractor of this clinic to perform diagnostic tests, radiographic studies, 
physical evaluations, and to administer treatment as they deem necessary 
to_________________________________________, a minor child under my guardi-
anship.  I also accept all terms and conditions named herein with regards to payment 
of the account and lien arrangements and am responsible for the execution of these 
agreements on this minors behalf. 
Patient/Guardian: 
Name Printed: __________________________________ 
Name Signed: __________________________________ Date: ____________ 
Witness: 
Name Printed: __________________________________ 
Name Signed: __________________________________ Date: ____________ 

ASSIGNMENT OF BENEFITS:  
 
I hereby authorize the following insurance companies or liable direct pay par-
ties: 
 

1. _____________________________________________________ 

2. _____________________________________________________ 

3. _____________________________________________________ 
4. _____________________________________________________ 

 
To pay by check or credit card through either mailing the check payable to 
either Dr. Charles Corfman at 2530 Florence Blvd. Suite C, Florence, AL 
35630.  This covers the expense benefits allowable and otherwise payable to 
me under my current policy, as payment towards the total charges for profes-
sional services rendered I have agreed to pay, in a current manner, any bal-
ance of said applicable charges.  I further state that this office is given a lim-
ited power of attorney to endorse/sign my name on any and all drafts 
directed for the payment of my bill. 
 
Patient: 
Name Printed: ________________________________ 
Name signed: ________________________________ Date: ___________ 
 
Witness: 
Name Printed: ________________________________ 
Name Signed: ________________________________ Date: ___________ 
 
 
 
 
 
 
 
 
 

Dr.  Charles Corfman  •  2530 Florence Blvd Suite C  •  Florence, AL  •  35630 

Today’s Date: ___/ ___/ ___ 


