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Murphy Chiropractic & Wellness, P.A. 
Dr. Jerry Murphy, D.C. 

1114 S. Long Drive 
Rockingham, NC  28379 

Phone: 910-817-7126 
Fax: 910-817-7013 

What to Expect 
We want to thank you for choosing Murphy Chiropractic & Wellness to be a part of your healthcare team. Chiropractic care is not 
a “one and done” appointment, though we do see numerous patient’s that feel much better after their first adjustment. Your treat-
ment plan is specific to you and it is important that you do not miss your appointments. You will notice at the beginning of your 
treatment that you may be scheduled to come 2-3 times a week. You are being seen more frequently at the beginning because 
we are working to change your body’s “bad habits.” Your first adjustment may only last a few hours and each adjustment builds 
upon the one prior and in time your body will naturally begin to “hold” the adjustment for longer periods of time. When we see you 
reaching this point in your treatment, we will re-evaluate you and hopefully begin to transition you to wellness visits when you 
may come once a month!  
 
Appointments 
Our chiropractic appointments are scheduled every 15 minutes throughout the day and massage appointments can range from 
30 minutes to an hour and a half. We make reminder phone calls daily for all appointments for the following day. Many times 
when we can’t reach you by phone we are unable to leave a voicemail due to your mailbox being full or not being set up. We en-
courage all patients to please make sure your voicemail is set up, and please check your messages as it may be an appointment 
reminder. 
 
Because we dedicate time to make these reminder calls, we have instated a missed/no show appointment policy. We require at 
least 24 hours’ notice of cancellation or rescheduling. Failure to do so will result in a missed/no-show appointment fee. This fee 
is not covered by insurance and will be your responsibility.  Forgetting your appointment, over-sleeping, or last-minute work 
or social obligations are not considered emergencies, so a missed/no-show appointment fee will be charged to you in those cir-
cumstances. 
 
Also, if you to additional time with Dr. Murphy beyond a regular adjustment appointment, we ask that you let us know in advance 
so we can schedule you for a consultation in order to provide the extra time needed to discuss any questions, concerns or new 
complaints/areas of pain that you may have. We value your time and ours and are striving daily to keep your wait times as mini-
mal as possible.   
 
Late for your appointment 
If you are more than 15 (fifteen) minutes late for your appointment you may not be treated or you may receive an abbreviated 
treatment within the time constraints of your originally scheduled appointment. 
 
Reschedule/Cancellation Policy 
In order to be respectful of other patient’s needs, please be courteous and call us promptly if you are unable to show up for your 
appointment. We are a “high volume” office and appointments are in high demand. Your early cancellation or rescheduled ap-
pointment will be reallocated to someone who may be waiting for an appointment time to open. 
 
If you need to reschedule or cancel an appointment, please do so at least 24 hours in advance. If you call after regular business 
hours, please leave us a voicemail. 
 
If you reschedule or cancel your appointment on the same day, you will be charged a fee for your appointment. If you are sched-
uled for a massage appointment, and we do not receive confirmation by 5:00 pm the day before your appointment, your appoint-
ment may be rescheduled to a later date.   

Chiropractic - $15 fee   Massage - $25 fee 
 
Missed Appointment/No-Show 
If you miss an appointment without calling to notify the office at least 24 hours in advance you will be charged the fee(s) as listed 
above. 
 
If you miss 3 or more consecutive appointments, you may be transitioned to a once a month wellness patient. 
 
 
Patient Name (please print): ______________________________________ 
 
 
Patient Signature: ______________________________________________ Date: ________________ 

1 of 12 



 2 

Murphy Chiropractic & Wellness, P.A. 
Dr. Jerry Murphy, D.C. 

1114 S. Long Drive 
Rockingham, NC  28379 

Phone: 910-817-7126 
Fax: 910-817-7013 Auto-Accident Form (PI) 
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XXX—XX— _________ 
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If you were not the driver, please write the first/last name and city/state of the driver in the box below. 
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Date of Accident: __________________________ 

How many people, including the driver, were in the vehicle at the time of the accident? ______________ 

Have you retained an attorney? 

If yes, please write the attorney’s name, location, and phone number in the box below.  

 

 

 

Who was the driver of the other vehicle? Please write their name and city/state in the box below. 
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Acknowledgment of Non-Pregnancy Status 
 
 I hereby expressly acknowledge that I am not pregnant at the present time and that Dr. Murphy and 
Murphy Chiropractic and Wellness, P.A., is hereby expressly authorized and directed to complete a 
radiographic examination (X-rays) in connection with my chiropractic treatment. 
 
__________________________________________          ______/______/______ 
Patient’s Signature              Date 
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ASSIGNMENT OF INSURANCE BENEFIS 
 
 
__________________________________________          ______/______/______ 
Patient’s Name             Patient’s Date of Birth 
 
 
__________________________________________          ______/______/______                 
Insured’s Name                            Insured's Date of Birth  
 
I authorize and direct that payment be made directly to: 
 
Murphy Chiropractic and Wellness, P.A., 1114 S Long Drive, Rockingham, NC 28379 
 
For any and all insurance benefits or reimbursement for services rendered by Murphy Chiropractic and Wellness, PA which amounts 
would otherwise be payable to me under any insurance or pre-paid health care plan. 
 

Release of Information 
By signing below, I authorize the release of any information concerning my health and health care services to my insurance companies, 
other health care professionals, or hospitals when necessary for diagnosis, assessment, or treatment of my health condition.  I also au-
thorize the release of any health information and billing records to another party if they are potentially responsible for payment of my ser-
vices. 
 

Payment Agreement 
I understand that there is no guarantee that my insurance companies or my pre-paid health plan will cover or pay for all of my charges.  
Notwithstanding denial, reduction of benefits or failure to pay for any reason, I understand that I am responsible for all remaining charg-
es.  I also understand that if my account becomes delinquent, Murphy Chiropractic and Wellness, PA will utilize the services of a collec-
tion agency.  If this action is needed, I will be responsible for any additional fees accumulated to collect my outstanding balance. 
 

Consent to Care 
I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various modes 
of physical therapy and diagnostic X-rays, on me (or on the patient named below, for whom I am legally responsible) by the Doctor of 
Chiropractic named below or any other office or clinic.   
 
I have had an opportunity to discuss with the Doctor of Chiropractic named below and/or with other office or clinic personnel the nature 
and purpose of chiropractic adjustments and other procedures.  I understand that results are not guaranteed.   
 
I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment, in-
cluding but not limited to fractures, disc injuries, strokes, dislocations and sprains.  In do not expect the doctor to be able to anticipate 
and explain all risks and complications, and I wish to rely upon the facts then known to him or her, is in my best interest. 
 
I have read, or have read to me, the above consent.  I have also had an opportunity to ask questions about its content, and by signing 
below I agree to the above-named procedures.  I intend this consent form to cover the entire course of treatment for my present condi-
tion and for any future condition(s) for which I seek treatment. 
 
 

HIPAA Privacy Practices 
I acknowledge that I have received and/or have been given the opportunity to review this Chiropractic Office’s Notice of HIPPA Privacy 
Practices for protected health information. 

 
Consent of Treatment of a Minor 
I hereby authorize Dr. Murphy and Murphy Chiropractic and Wellness, P.A., together with whomever my treating doctor may designate 
as an appropriate individual(s) to administer chiropractic care, including X-rays, and appropriate adjunctive services as my treating chiro-
practor deems is necessary to my child. I acknowledge that I have legal authority to provide such written consent on behalf of such child/
ward.   
 
 
____________________________________________ 

Patient Name 

 

 

____________________________________________   _______/_______/_______ 

Patient or Legal Guardian Signature      Date 
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AUTHORIZATION OF ASSIGNMENT AND LIEN 
 

I hereby authorize and direct any and all insurance carriers, attorneys, and/or other legal entities which may elect or be obligated to 
pay, provide, or distribute benefits to me for any medical conditions, accidents, injuries, or illnesses, past, present, or future to pay 
directly and exclusively in the name of Murphy Chiropractic and Wellness, PA such sums as may be owing to Murphy Chiropractic 
and Wellness, PA for charges incurred by me at the office relating to my condition. 
 
I further grant a lien to Murphy Chiropractic and Wellness, PA with respect to my charges.  This lien should apply to all payers and 
to the full extent permitted by law.  For the purposes of this document benefits shall include, but not be limited to proceeds for any 
settlement, judgment, or verdict as well as any proceeds relating to commercial health or group insurance, attorney retainer agree-
ments, medical payment benefits, personal injury protection, no-fault coverage, uninsured and underinsured motorist coverage, 
third-party liability distributions, disability benefits, worker’s compensation and any other benefits or proceeds payable to me for the 
purposes stated herein. 
 
In the event that I retain one or more attorneys to represent me in this matter who are not located in North Carolina; I will direct 
each attorney to issue a letter of protection to this office regarding my charges.  Upon issuance, I hereby agree that such letter(s) 
of protection cannot be revoked or modified without the expressed consent of this office.   
 
I authorize this office to release any information regarding my treatment or pertinent to my case(s) to all payers to facilitate collec-
tion under this Assignment and Lien.   
 
I further authorize and direct all payers to release to Murphy Chiropractic and Wellness, PA any information regarding any cover-
age or benefit which I may have including, but not limited to, the amount of coverage, the amount paid thus far, and the amount of 
any outstanding claims. 
 
I hereby direct this office to file a copy of this Assignment and Lien, together with any applicable charges, with any and all payers, 
regardless of whether a claim has been established with said payers. 
 
I hereby authorize Murphy Chiropractic and Wellness, PA to endorse/sign my name on any and all checks listing me as a payee, 
which are presented to this office for payment of an account relating to me.  I further authorize Murphy Chiropractic and Wellness, 
PA to apply any credit balances on charges incurred by me to any other outstanding charges still owed by me. 
 
I hereby authorize and direct my attorney to disclose upon the request of Murphy Chiropractic and Wellness, PA, any settlement 
amounts or any offers made on my case from any potential payers. 
 
I understand that I may remain personally responsible for the total amounts due to Murphy Chiropractic and Wellness, PA for their 
services.  This Assignment and Lien does not constitute any consideration for this office to await payments and it may demand 
payments from me immediately upon rendering services at its option.  If this office must take any action to collect an outstanding 
balance on my account, I will be responsible for payment and will reimburse Murphy Chiropractic and Wellness, PA for all costs of 
such collection efforts, including but not limited to all court costs and attorney fees. 
 
This Assignment and Lien shall not be modified or revoked without the mutual written consent of Murphy Chiropractic and Well-
ness, PA and myself.  I hereby revoke any previously signed authorizations, whether executed at this office or any office to the ex-
tent that the terms of those authorizations conflict with the terms of this Assignment and Lien. 
 
 
Patient Name (please print):_____________________________________________ Date: ________/________/________ 
 
 
Patient Signature:_____________________________________________________ 
 
 
 
If patient is under the age of 18: 
 
Name of Custodial Parent or Legal Guardian (please print):______________________________________________ 
 
 
Parent/Guardian Signature:_______________________________________________________________________ 
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MEDPAY OFFICE POLICY 
 

Personal Injury cases are accepted in our office. All personal injury cases, whether car or home accidents, 
must provide necessary information regarding your personal car insurance, the “at fault” insurance, your 
commercial health insurance, as well as the accident report, and attorney name and contact information if 
one has been retained. 
The personal car insurance is needed because most individuals have medical benefits (usually called 
“Medpay” or” PIP”) included in their automobile policies and some do not even realize it. If these benefits are 
available on your policy, our office requires that you use them in the event that your injuries are as a result of 
an automobile accident. 
The following outlines why we require Medpay or PIP be filed: 
 

1. Medpay and PIP are exactly like health insurance – using either form of coverage does not 
cause your rates to go up. However, if your rates are increased it is not because of the medpay 
was filed. It is most likely because: (a) the accident was determined by the insurance company to 
be your fault, (b) you received a police citation or ticket, and (c) you have been involved in numer-
ous reported auto accidents within a brief period of time and are therefore considered “high risk”. 

 
2. Filing your Medpay or PIP does not relieve the “at Fault” party from having to pay in full for 

your loss. Filing Medpay or PIP does not relieve the other party from being held responsible for 
payment. If the “at fault” driver’s liability insurance refuses to make payment on your medical bills 
for whatever reason, filing your Medpay/PIP will help ensure that you are not left to pay these ex-
penses out of pocket. 

 
3. We do not charge for filing your Medpay or PIP.  As long as Murphy Chiropractic & Wellness, 

P.A. is filing my Medpay/PIP and, the insurance company is continuing to cover the charges ac-
crued, collection of payment at time of service will be waived. If overpayment on my account is 
made, Murphy Chiropractic & Wellness, P.A. will refund the difference. I clearly understand and 
agree that all services rendered to me are charged directly to me, thus, I am personally responsi-
ble for payment in full. 

 
 
Signature below of patient/Guardian indicates that you have read and accept above provisions. 
 
 
Patient Name (please print):_____________________________________________ Date: ________/________/________ 
 
 
Patient Signature:_____________________________________________________ 
 
 
 
If patient is under the age of 18: 
 
Name of Custodial Parent or Legal Guardian (please print):______________________________________________ 
 
 
Parent/Guardian Signature:_______________________________________________________________________ 
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ELECTION NOT TO FILE HEALTH INSURANCE CLAIMS 
(Personal Injury/Accident) 

 
 The chiropractor at this clinic is a participating (“in-network”) providers for your health benefit plan.  As 
a participating provider, we are obligated to file claims for reimbursement with your plan for all covered ser-
vices provided to you UNLESS you instruct us in writing not to file. 
 You have indicated that for services related to this personal injury, rather than using your own health 
insurance, you wish to consider seeking payment from other third-party payors such as the at-fault driver’s 
liability insurance or Medpay. 
 

By electing NOT to file claims on your health insurance:  
The clinic will rely on your decision and extend credit to you for the cost of care based on the assumption 

that your bill will be paid by sources other than your health insurance. You will be required to assign 
to the clinic the right to receive monies paid by liability insurers, medical payments insurers or 
other third-party payors to the extent necessary to satisfy your bill.  

You will not be required to pay co-payments/co-insurance and/or deductibles that would normally be re-
quired by your health benefit plan. 

The cost of your treatment will be billed at the clinic’s usual rates rather than the discounted rates that 
routinely apply to services covered by your health benefit plan. 

If the combined payments received from other sources do not fully satisfy your bill, you may be personally 
liable for any unpaid balance. 

None of the charges for your treatment will be applied towards satisfying the annual deductible (if applica-
ble) associated with your health benefit plan. 

 

Election not to file health insurance claims: 
By my signature below, I attest that I have read and understand the above information regarding the elec-

tion not to file claims on my insurance and have been given an opportunity to ask questions and to 
have those questions answered.   

I hereby instruct the clinic not to file claims on my health insurance for services associated with this acci-
dent/injury, and I authorize the clinic to seek payment from, and send my treatment records to, other 
third-party payors who are potential sources of payment. 

I understand that the clinic is relying on my decision not to file health insurance claims, and that with re-
gards to claims related to this accident/injury, this decision is irrevocable.  

I understand that no subsequent action on my part shall impair the clinic’s right to bill and receive pay-
ments from third-party payors; subject only to any contractual obligation the clinic may have to my 
health benefit plan. 

 
 
Patient Name (please print):_____________________________________________ Date: ________/________/________ 
 
 
 
Patient Signature:_____________________________________________________ 

 
 
 
If patient is under the age of 18: 
 
Name of Custodial Parent or Legal Guardian (please print):______________________________________________ 
 
 
Parent/Guardian Signature:_______________________________________________________________________ 
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