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OFFICE AND FINANCIAL POLICY 
 

Our office is committed to your health and well-being.  Because of this commitment, we are a medium 
volume practice.  We like to spend the time with you that we feel you need.  Our prices therefore reflect 
the time spent under care.  It is our policy to explain all procedures and fees.  It is our intention that you 
are fully educated every step of the way. 
 
Dr. Jeremy Schiermeyer 
Initial Visit:  

$160.00       Dr. Candice Mathis 
Initial Visit: 

$80.00  Dr. Tyler Dahlke 
Initial Visit: 

$90.00 

1 Hour Visit: $160.00       1 Hour Visit: $80.00  1 Hour Visit: $60.00 

½ Hour Visit: $80.00  ½ Hour Visit: $50.00  1½ Hour Visit: $90.00 

Acupuncture $80.00  Acupuncture ½Hr Visit: $50.00    

Sunshine Protocol * $1,500.00  Acupuncture Visit: $100.00    

     
Additional Services: 

    

Heart Graph $25.00 Freq. Zapper(in-office) $180.00 

Laser therapy $30.00 Freq. Zapper (rent) (Plus 
Deposit $150) 

$225.00 

Bio-Health Scans $150.00 Freq. Zapper (buy) $407.00 
 
*Sunshine Protocol: Includes morning Bio-Scans(1hr), afternoon Appt (1hr), Laser/Frequency therapies 
if needed.  Three (3) additional Appts (45mins each consecutive day). Price does not include any 
supplements or equipment rentals. Time estimates can vary for Laser & Frequency therapies. 
 

Appointment Scheduling: 
Our office works by scheduled appointment only. Please try to understand that if you are late to your 
appointment then our schedule will run late from that point forward. Therefore, please be considerate 
and arrive a few minutes before your scheduled appointment. We sincerely apologize if our office is 
running behind schedule. If deemed necessary by the doctor/staff a patient may require to book future 
appointments at a full hour at the rate listed above.    
 
Visit/Appointment:  
The times & prices listed above are subject to change.  The allotted time for your visit, is designated for 
you only. Please schedule spouse/children/parents/friends their own separate appointments. You will 
be charged per patient treated/consulted, not per appointment slot time. We do this in order to make 
sure patients get the full attention and care needed and to keep our office running on time. Charges for 
visits do not include additional costs of supplements, equipment rentals, laboratory testing, and other 
therapies. Additional time in the office might also be needed for in office scans, testing, therapies, etc.  
 

HIPAA Policy: 
At the A.K. Chiropractic Center, we are committed to treating and using protected health information 
about you responsibly.  The Notice of Privacy Practices describes the personal information we collect, and 
how we use or disclose that information.  It also describes your rights as they relate to your protected 
health information.  This notice is effective November 10, 2010, and applies to all protected health 
information as defined by federal regulators. Should you have questions or require additional 
information, you may contact the Privacy Officer Patricia Schiermeyer at (636) 922-9993.   
 
REV 07/10/2019 



Rev. 07/10/19 

 

A K CHIROPRATIC CENTER 
PATIENT INFORMATION 

 

 

Patient First Name:________________________  M.I.:______  Last Name:________________________  

Address:__________________________________City:________________________________________ 

State:_______Zip:___________ E-Mail: ____________________________________________________ 

Home Phone:___________________ Work Phone:___________________ Cell Phone:_______________  

Birth Date:_________________  Sex: M / F            

 

Spouse’s Or Guardian’s (if under 18)First/Last Name:__________________________________________ 
 

CURRENT HEALTH CONDITION 

Purpose of this appointment_______________________________________________________________  

Other Doctors seen for this condition?__________________ Who?_____________________________  

Type of Treatment: ________________________________ Results?______________________________  

When did this condition begin?_____________________ Has this condition Occurred before?  Y  /  N 

Please list Any & All Health Conditions: ____________________________________________________ 

_____________________________________________________________________________________ 

Drugs/Supplements you now take: _________________________________________________________ 

______________________________________________________________________________________________________ 

Major Hospitalization/Surgeries/Procedures /Accidents/Falls: ____________________________________ 

 

Is your problem related to an injury? IF this visit is due to an ACTIVE Auto Accident or workers 

compensation claim, please let STAFF/DOCTOR KNOW! 

 Yes  No  Car  Accident  Slip/Fall  Work Related  Other 

HOW WERE YOU REFERRED? 

�  Internet/website/forum � Sunshine Referral     �  friend/acquaintance:__________________________ 
 

HIPAA Policy: 

We are committed to treating and using protected health information about you responsibly.  The Notice of 
Privacy Practices describes the personal information we collect, and how we use or disclose that 
information.  It also describes your rights as they relate to your protected health information(PHI).This 
notice is effective November 10, 2010, and applies to all protected health information as defined by federal 
regulators. Should you have questions or require additional information, you may contact the Privacy 
Officer Patricia Schiermeyer.  Patient Initials:____________ 

 

PAYMENT RESPONSIBILITY / CANCELATION POLICY: 
 

• As a patient, I understand payment is due at the time of service.  Patient Initials:_________ 
 

• We ask that you call our office and notify us as soon as possible if you cannot make an appointment. 
There is no charge for rescheduling or canceling an appointment as long as it is done at least 48 hours prior 
to the appointment time.  Failure to transfer or cancel your appointment prior to 48 hours will result in a 
$40.00 missed appointment fee. Patient Initials: ___________ 



NAME:_________________________

Please check if any of these apply to you.

1 Fever 45 Difficulty in Breathing 87 Neck Stiffness/Pain

2 Chills 46 Chroinic Cough 88 Pain Between Shoulders

3 Night Sweats 47 Spitting Phelgm 89 Low Back Pain

4 Loss of Sleep 48 Spitting Blood 90 Swollen Joints

5 Fatigue 49 Wheezing/Asthma 91 Painful Joints

6 Nervousness 50 Pneumonia 92 Muscle Aches/Soreness

7 Weight Loss or Gain 51 Tuerculosis 93 Spinal Curvature

8 Allergies 94 Arthritis

9 Bleeding Problems

10 Anemia 52 Irregular Heartbeat

11 Diabetes 53 High Blood Pressure 95 Painful Periods

12 Cancer 54 Pain Over Heart 96 Excessive Flow

13 Thyroid Disease/Goiter 55 Previous Heart Trouble 97 Irregular Cycles

14 Alcoholism 56 Ankle Swelling 98 Vaginal Burning/Itching

15 Drug Abuse 57 Varicose Veins 99 Hot Flashes

58 Rheumatic Fever 100 Date Last Period Began:

59 Stroke 101 Date of Last Pap Smear:

16 Poor Vision

17 Pain in Eye(s)

18 Deafness/Difficulty Hearing 60 Frequent Urination 102 None

19 Nosebleeds 61 Painful Urination 103 1 - 2 times/week

20 Nose Problems 62 Blood in Urine 104 3 - 5 times/week

21 Sinus Trouble 63 Kidney Disease 105 6 - 7 times/week

22 Dental Problems 64 Urinary Infection

23 Hoarseness 65 Inabiity to Control Urination

24 Tonsillectomy 66 Difficulty Starting Urine Flow 106 Smoking ___# packs/day

67 Get Up at Night to Urinate 107 Drinking

68 Breast Lump or Pain 108 Recreational Drug Use

25 Poor Appetite 69 Veneral Infection 109 Caffeine

26 Poor Digestion 70 Sexual Difficulties

27 Difficulty Swallowing

28 Belching or Gas

29 Frequent Nausea 71 Itching

30 Vomiting 72 Bruising Easily

31 Vomiting Blood 73 Change in Mole(s)

32 Pain over Abdomen 74 Skin Cancer 110 Diabetes

33 Ulcer 75 Scars Location 111 Thyroid Disease/Goiter

34 Black or Bloody Stools 112 Tuberculosis

35 Liver Problems 113 Kidney Disease

36 Gall Bladder Problems 76 Weakness 114 High Blood Pressure

37 Jaundice 77 Twitching 115 Heart Disease

38 Hernia 78 Tremors 116 Cancer

39 Diarrhea 79 Headache 117 Muscle,Bone or Nerve Disease

40 Constipation 80 Fainting 118 Lung Disease

41 Hemorrhoids 81 Dzziness 119 Ulcers

42 Appendicitis 82 Convulsions 120 Arthritis

83 Epilepsy/Seizures 121 Seizures/Strokes

43 Testicular Swelling/Pain 84 Numbing/Tingling

44 Prostate Problems 85 Arm/Leg Pain

86 Mental Disorder

DO NOT INCLUDE YOURSELF

GENITOURINARY

HABITS

parents and grandparents.

MISCELLANEOUS

GENERAL

EAR, EYE, NOSE, THROAT

GASTROINTESTINAL

SKIN

RESPIRATORY

A K CHIROPRATIC CENTER

PATIENT CONFIDENTIAL HEALTH HISTORY

FAMILY HISTORY

Include information on brothers, sisters

MEN ONLY

NEUROLOGIC

MUSCULOSKELETAL

WOMEN ONLY

EXERCISE

CARDIOVASCULAR
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A K CHIROPRATIC CENTER 
PATIENT INFORMATION 

 

 

SYMPTOMS      NAME:_____________________________________ 
 

If you are in pain, please mark the exact location of your pain on the diagram below, using the following 

letters to indicate the type of pain. 

 

 D = DULL T = TINGLING B = BURNING  
  

 S = SHARP N = NUMBING  TH = THROBBING 
 

 

 Severe Pain 
   

 

 

 

 

 

 

 

 

 

 

 

 Moderate Pain 
 

 

 

 

 

 

 

 

 

 

 

 

 

 No Pain 

 

Frequency of pain:  
 

� Constant 
 

� Frequent � Intermittent � Occasional  

Aggravated by: 
 

� Lying 

� Coughing 

� Sitting 

� Movement 

� Standing � Bending  

 
 

Duration: 
 

� Days � Weeks � Months � Years  

Comments: 

 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________  
 

 

 

 



CONSENT TO CHIROPRACTIC TREATMENT 
 

The Material Risk Inherent To Your Treatment 

Chiropractic care is a safe and effective approach for many health conditions, however as with any health care 

procedures, chiropractic treatments present the risks of complication or negative side effects.  The list below 

includes the various treatments available in our clinic and the potential risks associated with these treatments. 
 

Chiropractic Manipulation Therapy 

The risks associated with chiropractic treatments include, but are not limited to, dislocations and sprains, disc 

injuries, fractures, and strokes.  These negative effects are very rare and your doctor has done a careful 

screening for contraindications during the consultation and examination.  Another more common side effect 

associated with chiropractic manipulation therapy is some soreness or stiffness following the treatment.  
 

Soft Tissue Technique 

A ceramic instrument is used to strip a muscle or tendon, softening adhesions and promoting healing of the 

injured or scarred tissue.  In some instances this procedure may cause bruising and some reactive swelling.  This 

may be uncomfortable but is not creating any harm to the patient and this reaction is part of the healing process.  

Please inform the doctor if you are taking a blood thinner medication or if you bruise easily. 
 

Laboratory Tests 

Laboratory tests, including the collection of a blood sample may be ordered to help you diagnose your 

condition.  Some patients may faint at the sight of needles or blood.  Patients with delicate veins may 

experience some bruising at the skin puncture site.  In very rare instances the needle can touch a nerve, causing 

pain for a few days or a few weeks. 
 

Decompression Therapy 

Most patients do not experience any adverse side effects from undergoing Non-Surgical Spinal Decompression 

Therapy.  Occasionally, a few patients experience muscle spasm for a limited time. 

 

Frequency Scans & Therapies:  

The risks associated with frequency scans & therapies include increased circulation, irritation and/or itching of 

electrode pad sites. Patients whom are pregnant, have a pace maker or pump of any kind, those who have heart 

palpitations/conditions, or epilepsy/seizures are not recommended.  
 

Do Not Sign Until You Have Read And Understand The Above.  

I have read or have had read to me the above explanation of the chiropractic adjustment and related treatment.  I 

have discussed it with the A.K. Chiropractic Doctors or Staff and have had my questions answered to my 

satisfaction. 

By signing below I state that I have weighed the risks involved in undergoing treatment and have decided that it 

is in my best interest (or, in the case of minor, in the best interest of the patient) to undergo the treatment 

recommended. Having been informed of the risks, I hereby give my consent to that treatment. 
 

_______________________________________________  Dated: __________________ 

Patient’s Name 
 

________________________________________________ 

Patient’s Signature Or Guardian/Parent Signature if minor 
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PAYMENT RESPONSIBILITY 

Patient Information: 

As a ‘cash/self’ patient, I understand I will be provided with superbills or detailed statements 

indicating the diagnosis and procedure codes and receipts for services rendered.  I understand the 

physician will not bill any third party payers on my behalf.  I accept any and all responsibilities 

and liabilities of submitting my own documentation and claims for reimbursement from any and 

all insurance companies or third party complications that may arise in my attempts to receive 

compensation from any third party payer. 
 

Personal Injury or Automobile Accidents: 

I hereby authorize and direct my attorney and/or insurance company, to pay directly to A.K. 

Chiropractic Center P.C. Such sums as may be due and owing A.K. Chiropractic Center P.C. 

for professional services rendered me both by reason of this illness or accident and by reason of 

any other bills that are due his office.  

I hereby authorize A.K. Chiropractic Center P.C to furnish my attorney and/or insurance 

company, with a full report of his examination, diagnosis, treatment, prognosis, etc., of myself in 

regard to the illness or injury in which I was involved. 
 

I fully understand that I am directly and fully responsible to A.K. Chiropractic Center P.C. for all 

medical bills submitted for services rendered.  And I further understand that such payment is not 

contingent on any settlement, judgment, or verdict by which I may eventually recover fees.   

 
 

Patient’s signature______________________________________________ Date_________________  
 

 

Print patient’s name_____________________________________________DOB:_________________  
 

 

 



Authorization for Verbal Communication and/or to Leave 

Voice Mail Messages and/or Email Correspondence. 
Authorization for Disclosure of Protected Health Information: This does not authorize release of copies of medical records. 

1. Patient Information: 

P REFERRED CONTACT METHOD FOR APPOINTMENT REMINDERS:  PHONE  TEXT MESSAGE 

 

 

 Option 1 – ALLOW UNENCRYPTED EMAIL: I understand the risks of unencrypted email and do hereby give 

permission to the A.K. Chiropractic Center to send my personal health information via unencrypted email. 

Email address:   

 

Name – Last, First, MI 

Street Address: 

Date of Birth: Cell Phone#: Home Phone#: 

 

2. Information to be Disclosed: Verbal communication only re: patient’s care – no copies of medical records. 

VERBAL Communication Between: 

    A.K. CHIROPRACTIC CENTER AND: Patient Name:    

VOICE MAIL MESSAGES: 

 I authorize A.K. Chiropractic Center to send my personal health information via VOICE MAIL Messages to the 

Phone Number(s) listed above. 

TEXT MESSAGES: 

 I authorize the AK CHIROPRACTIC CENTER to contact me, send appointment reminders and/or send personal 

health information via TEXT MESSAGE. I understand standard charges/rates may apply. 

AND/OR: 

Leave MESSAGE WITH AN INDIVIDUAL who answers the phone at the number provided above. 

 Anyone  Names of authorized individual(s):    

 

3. Most popular email services (Hotmail, Gmail, Yahoo, centurytel, etc) do not use encrypted email. 

In accordance with HIPAA act’s guidance on email see Page 5634 on the US Dept of Health & Human Services website 

(h  ttp://www.gpo.gov/fdsys/pkg/FR-2013-01-25/pdf/2013-01073.pdf).  The guidelines state that if a patient has been 

made aware of the risks of unencrypted email and consents to receive health information via email, then a health 

entity may send that patient personal medical information via unencrypted email. 
 

 

 

 

 

5. This authorization will not expire unless otherwise indicated below and can be revoked in writing at anytime. 

In accordance with the conditions listed above, I authorize the use and/or disclosure of my medical information. This 

authorization includes disclosure of information regarding therapies, treatments, supplements & test results unless I 

limit the disclosure in writing. 

Signature of Patient/Representative/guardian:    
 

Date:  (mm/dd/yyyy) 

 Option 2 – DO NOT ALLOW UNENCRYPTED EMAIL: I do not wish to receive personal health information via email. 








