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Thank you for choosing Wiles Chiropractic! We are committed to providing you with the best possible care 
and we are pleased to discuss our professional fees with you at any time. Your clear understanding of all 
our policies is important to our professional relationship. The following is a statement or our policies. We 
require that you read, agree to and sign prior to any treatment: 
 

TO ALL OF OUR NEW PATIENTS 
 

After completing the questionnaire forms, the doctor will have a consultation with you to determine 
whether or not you can be helped by chiropractic care… 
 
The doctor will perform a thorough examination to determine the extent of your problem. Suggestions will 
then be made as to whether x-rays will be necessary and what course of therapy to follow… 
 
On your following visit, the doctor will make further suggestions in reference to you treatment plan after he 
has had opportunity to review you case. 
 
When a patient seeks chiropractic health care and we accept payment for such care, it is essential for both 
the doctor and patient to be working towards the same objective. 
 
Chiropractic has only one goal. It is important that each patient understand both the objective and the 
methods that will be used to attain it. This will prevent any confusion or disappointment. 
 
Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of 
vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine. 
 
Health: A state of optimal physical, mental and social well being, not merely the absence of disease of 
infirmity.  
 
Vertebral Subluxation: A misalignment of one or more of the 24 vertebrae in the spinal column which 
causes alteration of nerve function and interference to the  transmission of mental impulses, resulting in a 
lessening of the body’s innate ability to express it maximum health potential. 
 
We do not offer to diagnose or treat any disease or condition other then vertebral subluxation. However, if 
during the course of a chiropractic spinal examination, we encounter non-chiropractic or unusual findings, 
we will advise you. If you desire advice, diagnoses or treatment for those findings, we will recommend that 
you seek the services of a health care provider who specializes in that area. 
 
Regardless of what the disease is called, we do not offer to treat it, nor do we offer advice regarding 
treatment prescribed by others. OUR ONLY PRACTICE OBJECTIVE is to eliminate the major 
interference to the expression of the body’s innate wisdom. Our only method is specific adjusting to correct 
vertebral subluxations. 
 
I, ___________________________________ have read and fully understand the above statements. All 
questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my 
complete satisfaction. I therefore accept chiropractic care of this basis. 
 
Signature___________________________________________ Date__________________________ 
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FINANCIAL POLICY 
 
Payment is expected at the time services are rendered. We accept cash, check, debit card, Visa, MasterCard 
and Discover. 
 
If your insurance offers chiropractic coverage, we will be happy to bill your insurance directly; if we are 
contracted with your insurance company then we are obligated by our contract to only submit claims to 
them. If we have not been successful in collecting from your insurance company after 120 days we 
will then bill you for the amount pending and it is your responsibility to collect from your insurance 
company. You will be responsible for any amount that your insurance plan does not cover. If you have 
filed a claim under your personal injury protection (PIP), you are responsible for any outstanding balances 
on your account. Co-payments and /or coinsurance balances are due at the time of service unless we are 
contracted with your insurance company and it is otherwise stated. Insurance coverage is a contract 
between you and your insurance company; we file insurance claims as a courtesy to our patients. Medicare 
patients – please discuss your coverage and our policy with our office staff prior to being seen by the 
doctor. 
 
Interest at the rate of 1% per month will be added to all balances over 30 days. If you have been in a motor 
vehicle accident and have a claim pending and /or an attorney and you have a balance that is accruing 
interest, you are responsible for that interest each month, you will be billed. If we are not receiving 
payment from an insurance company on a regular basis you will be expected to make a monthly payment 
toward that account that can be reimbursed to you at them of settlement. If your account goes to litigation 
for any reason you will be responsible for any and all attorney fees accrued. A lien will be filed on all 
accounts that have an outstanding balance pending settlement. Agency fees will be added to all accounts 
that are turned over for collections. There will be a $35 service charge for returned or N.S.F. checks. 
  
If you are unable to make a scheduled appointment, a phone call to reschedule or cancel your appointment 
is required. If you so not show for and appointment and do not call to cancel your appointment, a fee of 
$40.00 will be charged to your account and it will be at the doctor’s discretion s to whether or not he/she 
will continue to treat you. If you are late for your scheduled visit, we will do our best to fit you in as soon 
as possible. Also, in signing the statement you are giving us permission to leave phone message regarding 
your appointments and care with our office. 
 
You have the right to review your personal health care records. Fees for copying your personal health 
information/ records are set by state regulator annually (WAC 246-08-400). The fees are a $26 clerical fee 
plus $1.17 per page for the 1st 30 pages and $.88 per page thereafter plus tax. 
 
 
I, ______________________________________ have read and fully understand the above statements. All 
questions regarding the doctor’s objectives pertaining to my care in the office have been answered to my 
complete satisfaction. I therefore accept chiropractic care on the basis. 
 
 
 
Signature ________________________________________________ Date________________________ 
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        AUTOMOBILE ACCIDENT HISTORY FORM 
 

Your name______________________________________________ Today's Date____/____/_____. 
Date of accident____/____/____   Time of Accident____:____ AM I PM   
City of accident________________________ Street Address________________________________
___________________________________________________  Was accident on job?   □ Yes   □ No 

 
Road conditions at the time of the accident   □ WET   □ DRY   □ ICY   □ OTHER:_______________ .  
Did the police come to the accident scene?   □ YES   □ NO     Is there a report?   □ YES   □ NO  
Did you go to the hospital?   □ YES   □ NO     If yes, which hospital?_________________________ . 
How did you get to the hospital?___________________    
What areas of you were X-rayed?_________________________ .  
What did the hospital do for your injuries? (Collar, splints, medication, etc.)____________________ 
_________________________________ . How long did you stay at the hospital? ______________  
What was their diagnosis?  _________________________________________________________ 
What did they recommend for follow-up care?  □ YES   □ NO 
Did you sustain any cuts from this accident?  □ YES   □ NO If yes, where?_____________________ 
Did you sustain any bruises during this accident?  □ YES   □ NO 
If yes, where?____________________________________________________________________ 
Where were you seated in the vehicle?   □ Driver   □ Passenger   □ Rear-seat   □ Other  
Were you aware of the approaching collision prior to impact?  □ YES   □ NO  
Did you lose consciousness (black out) upon impact?   □ YES   □ NO   How long? ______________.  
Did you experience a flash of light or explosion in your head?   □ YES   □ NO  

 
At the time of the accident, did you become or experience any of the following?  
□ Confused   □ Disoriented   □ Light headed   □ Dizzy   □ Nauseated   □ Blurred vision  
□ Ringing / buzzing in the ears    □ Loss of balance    □ Other  
Do you still have any of these symptoms? If yes which ones? _______________________________ 
 

 
 Check symptoms you have noticed since the accident.  
□ Headache  
□ Light bothers eyes 
□ Loss of memory  
□ Hands cold  
□ Face flushed  
□ Numbness in fingers 
□ Loss of taste  
□ Fainting  
□ nervousness  
□ Back pain 

□ Head seems too heavy  
□ Pins and needles in legs  
□ Shortness of breath  
□ Numbness in toes  
□ Reduced tolerance to alcohol 
□ Pins and needles in arms  
□ Reduced tolerance to heat 
□ Loss of balance  
□ Stomach upset 

□ Depression  
□ Diarrhea  
□ Neck stiff  
□ Sleeping problems  
□ Constipation  
□ Loss of smell 
□ Cold sweats  
□ Feet cold  
□ Chest pain  
□ Buzzing in ears  

□ Fatigue  
□ Neck pain  
□ Tension  
□ Irritability  
□ Ears ring  
□ Dizziness  
□ Fever 



 
Was any other doctor consulted after your accident? If yes, who? ___________________________ . 
What was the diagnosis? ______________________________ What was the treatment? .  
How often did you see the doctor? ____________________________ For how long? ___________ . 
Have you ever had any complaints in the involved area before?   □ YES □ NO   If yes, what 
complaints:______________________________________________________________________ 
 .  
Have you been involved in any previous accidents? If so, when? ____________________________ . 
Are your work activities restricted as a result of this accident?   □ YES   □ NO  
Since this injury are your symptoms:  □ Improving?   □ Getting worse?   □ Same?  

 
 

Head-rest / restraint:   □ None   □ Integrated type   □ Adjustable type   □ Up Down   □ Don’t know  
If adjustable, was the position altered by the accident?   □ YES   □ NO  
Was the seat adjustment altered by the accident?   □ YES   □ NO  
Was the seat broken by the accident?   □ YES   □ NO  
Did air-bag deploy?   □ YES   □ NO     If yes, did it strike you?   □ YES   □ NO  
Were you wearing a seatbelt?   □ YES   □ NO   □ Don’t know  
If yes, was it a   □ lap belt   or a   □ shoulder-lap belt  
Did you receive any injury or bruise from the seat belt?   □ YES   □ NO  
Check the following that were damaged during the accident?   □ Steering wheel   □ Windshield  
□ Seat   □ Rear-view-mirror   □ Other: ____________________________________________  
Was the trunk of your body pointed straight forward at the time of the collision?   □ YES   □ NO  
If no, how was it turned?___________________   Was your head pointed forward?   □ YES   □ NO  
If no, what direction was it turned and by how much? _____________________________________ 
Where were your hands?    □ One on the wheel    □ Two on the wheel    □ Not applicable  
Were you wearing a hat or glasses at the time of impact?   □ YES   □ NO  
Were they still on after the accident?   □ YES   □ NO  
 
 
YOUR CAR: 
List the year, make and model of the car you were in: YEAR:__________ MAKE: ____________ 
MODEL: _______________      Was your car stopped at the time of impact:   □ YES   □ NO  
If yes, was the driver’s foot on the brake?   □ YES   □ NO  
If no, then estimate the speed of the vehicle you were in: MPH____________  
If your vehicle was moving at the time of impact, was it:   □ Slowing down   □ Gaining speed   □ Steady 
What is the estimated cost of damage to the vehicle you were in? $ ________________________ 
 
 
THE OTHER CAR: 
What is the year, make and model of the other vehicle: YEAR:__________ MAKE:_______________ 
MODEL:__________________ Was the other vehicle moving at the time of collision:   □ YES   □ NO  
If yes, what was the approximate speed? MPH ______________ 
At the time of impact, was the other vehicle:   □ Slowing down   □ Gaining speed    □ Steady speed  
Estimate the damage to the other vehicle:   □ None   □ Minimal   □ Moderate    □ Major  
  



Please describe, to the best of your knowledge, what 
happened during this accident: 
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________ 
 

You may draw the accident here  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
AUTOMOBILE INSURANCE INFORMATION  
Name of driver of car you were in: ____________________________________________________. 
Name of their auto insurance: _____________________________________________ 
Insurance company phone#: (____)______________Claim # _______________________________. 
Driver of the other car: _____________________________________________________________ 
Name of their auto insurance: ________________________________________________________ 
Insurance company phone #:(____)______________ Claim # _______________________________
Note: A lien may be filed on personal injury accounts.  
Have you retained an attorney?   □ YES   □ NO    
Name___________________________________________________ phone #_(____)__________ 
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Consent for Purposes of Treatment, Payment & Healthcare Operations  

(3/0)  
In this document, “I” and “my” refer to the patient, and  

 
“Chiropractor” refers to Gregory J. Wiles, D.C, ps.  

 
I consent to the use or disclosure of my protected health information by Chiropractor for 

the purpose of analyzing, diagnosing or providing treatment to me,obtaining payment for my 
health care bills or to conduct health care operations of Chiropractor. 1: understand that analysis, 
diagnosis or treatment of me by Chiropractor may be conditioned upon my consent as evidenced 
by my signature below.  

I understand I have the right to request a restriction as to how my protected health 
information is used or disclosed to carry out treatment, payment or health care operations of the 
practice. Chiropractor is not required to agree to the restrictions that I may request. However, if 
the Chiropractor agrees to a restriction that I request, the restriction is binding on Chiropractor, I  
have the right to revoke this consent, in writing, at any time, except to the extent that Chiropractor  
has taken action in reliance on this consent.  

My "protected health information" means health information, including my demographic 
information, collected from me and created or received by my physician, another health care 
provider, a health plan, my employer or a health care clearinghouse. This protected health 
information relates to my past, present or future physical or mental health or condition and 
identifies me, or there is a reasonable basis to believe the information may identify me.  

I have been provided with a copy of the Notice of Privacy Practices of Chiropractor and 
understand that I have a right that Notice's Notice of Privacy Practices prior to signing this 
document. The  Notice of Privacy Practices describes the types of uses and disclosures of my 
protected health information that will occur in my treatment, payment of my bills or in the 
performance of health care operations of Chiropractor. The Notice of Privacy Practices for 
Chiropractor is also posted in the waiting room at 2310 Mildred St. W, #100C, University Place, WA 
98466, This Notice of Privacy Practices also describes my rights and duties of the Chiropractor 
with respect to my protected health information.  

Chiropractor reserves the right to change the privacy practices that are described in the 
Notice of Privacy Practices. I may obtain a revised notice of privacy practices by calling the office 
of Chiropractor and requesting a revised copy be sent in the mail or asking for one at the, time of 
my next appointment.  
 
 
______________________________________                        ___________________________        
Signature of Patient or Personal Representative            Printed Name of Patient  

                                                                      
 
 
_____________                                                  _______________________________________ 
Date of Signing                       Description of Personal Representatives Authority 
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