












Graybar Chiropractic & Rehab Centers 
 

Patient Financial Responsibility Form – Medically Necessary vs. Clinically Appropriate 
 
Dear Patient,  
 
Because we are focused on your overall health and wellness, it is important to us that you understand the 
terms:  “Medically Necessary” and “Clinically Appropriate.” 
 
“Medically Necessary”: Is defined by your insurance carrier as treatment or service that is specific to your 
diagnosis and which your insurance company will pay for per your contract with them.  The insurer only pays 
for chiropractic care that has a direct connection to documented improved function.  There may be specific 
limits to your coverage or specific services that are not covered and this is also determined by your carrier. 
 
“Clinically Appropriate”: For example, if you have a neck or lower back condition, your treatment plan may 
have to be extended beyond the insurance company’s standardized limitations in order to provide you with 
full pain relief. At some point later in your treatment, we may not be able to document significant 
improvements in range of motion or other objective functional capacity measurements as the insurers often 
require. Insurance companies often deny care at that point despite the fact that the treatment continues to 
manage, reduce or eliminate your pain. This is “clinically appropriate” for your circumstances, but may not be 
considered “medically necessary” by your insurance carrier.  
 
Your insurance company makes the final determination on whether a service is medically necessary and will 
be covered by insurance.   
 
Graybar Chiropractic & Rehab Centers has advised me that:  
 

1.) Many insurance companies permit collection of payment for services directly from the patient if the 
patient requests the services and if the patient is informed, in advance, that the services are not covered 
or may be denied as not medically necessary; and 

2.) It is ultimately my responsibility to pay for the services rendered in these offices. 
3.) I understand it is my responsibility to confirm my coverage with my insurance carrier and that Graybar 

Chiropractic & Rehab Centers may verify such coverage as a courtesy to me, but that Graybar 
Chiropractic & Rehab Centers cannot be held responsible or liable for inaccurate information provided 
by my insurance carrier.   

 
I acknowledge I have been informed of and accept the responsibility of being fully and personally responsible 
for all charges incurred for my care either not covered by my insurance carrier or that my carrier denies as not 
medically necessary.  
 
My signature below acknowledges that I fully have read and understand the treatment options available to me 
with Graybar Chiropractic & Rehab Centers and would like to proceed with treatment. 
 
 
Patient Name: ______________________________________________ 
 
Patient Signature: ____________________ Today’s Date: __________ 
 
Witness Signature: __________________ Today’s Date: __________ 



HIPAA Notice of Privacy Practices 
 

 
Graybar Chiropractic & Rehab Centers

116 Norwood St   Wallace, NC 28466                 2110 South 17
     

th

910-285-7222                                                              910-343-5250 
 Street   Wilmington, NC 28409 

 
610 Beaman Street Clinton, NC  28328    910-596-2222 

 
For Office Use Only:      
 
Signature below is acknowledgement that you have received/reviewed our 
HIPAA Notice of our Privacy Practices. 
 
Patient 
Name_______________________Signature_____________________Date_______ 
 
Representative Name: ___________________________  
 
Witness Signature_______________________Date_____________    
 
We have built this practice on our reputation of patient satisfaction and trust. With this in 
mind, we would love the opportunity to share with your friends and family the care that 
we will extend to you in our offices. 
 
Please check the boxes below which you feel comfortable with: 
 

� Telling friends, family and/or other clients via phone or in person that you are 
at our office 

� Using of your name on a personal referral / reference board in our reception 
area 

� Using of your name in a testimonial reference manual 
� Allowing to send you a birthday card on your special day 
� Discussing your clinical success with other patients in the office 
 
� Receiving text messages from our offices regard appointment notice 

Please include your cell phone number _______________ Carrier _______ 
� Receiving email messages from our offices regard appointment notice 

Please include your email address 
_____________________________________________ 

� Please do not disclose any personal information,  diagnosis and/or treatment 
with anyone except:_____________________________ 

 
� Patient Signature ___________________________________                    

Date____________________ 
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