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Lyte 2 Touch Chiropractic and Wellness 24 Hour Appointment Cancellation Policy
We understand that unplanned issues can come up and you may need to cancel an appointment. If that happens, we
respectfully ask for scheduled appointments to be cancelled at least 24 hours in advance. We want to be available for
your needs and the needs of all our patients. When a patient does not show up for a scheduled appointment, another
patient loses an opportunity to be seen. Although we have always had a cancellation policy, circumstances have caused
us to enforce a policy of charging for no-show appointments, and those appointments not cancelled within 24 hours. As of
January 1 2018 there will be a fee of $30.00 assessed if we do not receive a call to cancel an appointment. Thank you for
being a valued patient and for your understanding and cooperation as we institute this policy. This policy will enable us to
open otherwise unused appointments to better serve the needs of all our patients.
By signing below, you acknowledge that you have read and understand the Cancellation Policy for

Lyte 2 Touch Chiropractic and Wellness as described above.
Thank you for your understanding and cooperation.
□ I have read and understand the Cancellation Policy
AUTHORIZATION and RELEASE: I authorize payment of insurance benefits directly to Dr. Diane Stewart. I authorize Dr.
Stewart to release all information necessary to communicate with personal physicians and other healthcare
providers/payors and to secure the payment of benefits. If I suspend or terminate my schedule of care as determined by
Dr. Stewart, any fees for services rendered will be immediately due and payable.
The patient understands and agrees to allow this Chiropractic Office to use their Patient Health Information (PHI) for the
purpose of treatment, payment, health care operations, and coordination of care. We want you to know how your PHI is
going to be used in this office and your rights concerning those records. A more detailed account of our policies and
procedures concerning the privacy of your PHI in the HIPAA Notice that is available for review at our office. If there is
anyone you do not want to receive your medical records, please inform our office.
□ I have read and understand the Authorization and Release
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 Dr. Diane Stewart.
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, including but not limited to fractures, disc injuries, strokes, dislocations and sprains. I do not expect the doctor
to be able to anticipate and explain all risks and complications, and I wish to rely upon the doctor to exercise judgment
during the course of the procedure which the doctor feels at the time, based upon the facts then known to him or her, is in
my best interest.
□ I have read, or have had 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 condition and for any future condition(s) for which I seek treatment.
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