Family Chiropractic and Wellness
Kristie Pszczola, D.C.
104 Mirramont Lake Dr.
Woodstock, GA 30189
PATIENT FINANCIAL RESPONSIBILITY FORM
Thank you for choosing Family Chiropractic and Wellness as your healthcare provider. We are
committed to providing you with the highest quality healthcare. We ask that you read and sign
this form to acknowledge your understanding of our patient financial policies.
Patient Financial Responsibilities:
The patient (or patient's guardian, if minor) is ultimately responsible for the payment for
treatment and care.
We will bill your insurance for you, however the patient is required to provide the most
correct and updated information regarding insurance.
Patients are responsible for payment of copays, coinsurance, deductibles and all other
procedures or treatment not covered or approved by their insurance plan.
Copays are due at the time of service.
Coinsurance, deductibles and non-covered items are due 30 days from receipt of billing.
PRINT PATIENT NAME:___________________________________
PATIENT SIGNATURE:____________________________________

DATE:__________________

PARENT OR GUARDIAN must sign if patient is under 18 years of age
SIGNATURE:____________________________________________

DATE:__________________

NOTICE OF DOCTOR’S LIEN

I do hereby authorize Dr. Kristie Pszczola to furnish you, my attorney, with a full report of her examination,
diagnosis, treatment, prognosis, etc., of myself in regard to the accident in which I was recently involved.
I hereby authorize and direct you, my attorney, to pay directly to said doctor such sums as may be due and
owing her for medical service rendered me both by reason of this accident and by reason of any other bills
that are due to her office and to withhold such sums from any settlement, judgement or verdict as may be
necessary to adequately protect said doctor. And I hereby further give a lien of my case to said doctor against
any and all proceeds of my settlement, judgement or verdict which may be paid to you, my doctor, or myself,
as a result of the injuries for which I have been treated or injuries in connection therewith.
I agree never to rescind this document and that a rescission will not be honored by my attorney. I hereby
instruct that in the event another attorney is substituted in this matter, the new attorney honor this lien as
inherent to the settlement and enforceable upon the case as if it were executed by him.
I fully understand that I am directly and fully responsible to said doctor for all medical bills submitted by her
for service rendered me and that this agreement is made solely for said doctor’s additional protection and in
consideration of her awaiting payment. And I further understand that such payment is not contingent on any
settlement, judgement or verdict by which I may eventually recover said fee.
Please acknowledge this letter by signing below and returning to the doctor’s office. I have been advised that
if my attorney does not wish to cooperate in protecting the doctor’s interest, the doctor will not await
payment but may declare the entire balance due and payable.

Patient Name (print)________________________________________

Patient/Guardian Signature__________________________________________Date_____________________

The undersigned being attorney of record for the above patient does hereby agree to observe all the terms of
the above and agrees to withhold such sums from any settlement, judgement or verdict as may be necessary
to adequately protect said doctor above named. Attorney further agrees that in the event this lien is litigated
that the prevailing party will be awarded attorney fees and costs.

Attorney’s Name (print)______________________________________

Attorney’s Signature________________________________________Date_____________________________
Please date, sign and return one copy to the doctor’s office. Also keep one copy for your records.

Dr. Kristie Pszczola
104 Mirramont Lake Dr.
Woodstock, GA 30189
770-517-5610

I, _________________________ give my permission for Kristie Pszczola, P.C. to text/email me for the
purpose of appointment reminders and special events.

_______________________________

___________________________

Signature

Date

