
 
 

Welcome to Trinity Chiropractic Clinic 
 

 
Thank you for choosing our office for chiropractic care and the opportunity 
to maximize your health.  We are committed to providing you and your 
family with the highest quality chiropractic care and education available in 
this area.  We will be working together toward you reaching your health and 
wellness goals.  During your initial visit you will receive some or all of the 
following: rolling thermal scan, surface EMG, orthopedic tests, chiropractic 
examination, X-rays, and therapy. 
 
If you ever have any questions about your chiropractic care, please do not 
hesitate to ask one of our highly educated chiropractic team members at any 
time.  All of your questions, even the ones that you never thought of asking, 
will be answered during your second visit or Report of Findings.  Dr. 
Zeagler will offer a radiographic report and recommend a treatment specific 
to your individual needs. 
 
We look forward to a long and healthy relationship with you and your 
family.  Congratulations on choosing chiropractic care to make a difference 
in your health and improve your quality of life. 
 
 
 
 
 
 
 
 
 
 

Trinity Chiropractic Clinic, Inc. 
366 South Drive, Natchitoches, LA 71457 

(318) 352-0099 
Good Health Naturally!!! 







Appointment Reminders and Health Care Information Authorization 
 

Your chiropractor and members of this practice may need to use your name, address, 
phone number, and clinical records to contact you with appointment reminders, 
information about additional treatment alternatives, birthday greetings, or 
clinic/chiropractic events that may be of interest to you.  If this contact is made by phone 
and you are not at home, a message will be left on your answering machine.  By signing 
this form, you are giving us permission to contact you with these reminders and 
information. 
 
This form also includes the authorization to release your medical information to other 
medical provides, insurance companies or legal representatives requesting your patient 
information when you have signed a medical information release form.  Insurance 
companies may have a right to your health information if they decide to contest any of 
your claims.  Information may be provided to any of the above mentioned sources via 
U.S. Postal Service, fax or copied for their records. 
 
You may not restrict these individuals/providers where your health care information is 
released or revoke your authorization at anytime, however your revocation must be in 
writing and mailed/given to us at our office address.  We will not be able to honor your 
request to revoke your authorization if we have already released your health information 
before we receive your request to revoke your authorization. 
 
Information that we use or disclose based on the authorization you are giving may be 
subject to re-disclosure by anyone who has access to the information and may not be 
protected by the federal privacy rules. 
 
You have the right to refuse to give us this authorization.  You may inspect or have a 
copy of the information that we use to contact you at any time. 
 
This notice is effective as of 4/1/2003.  This authorization will expires six (6) years after 
the day on which you last received services from us. 
 
I authorize you to use or disclose my health information in the manner described above.  I 
am also acknowledging that I may have a copy of this authorization at my request. 
 
 
________________________________________________              _________________ 
Name Printed          Date 
 
 
________________________________________________ 
Signature 
 
 
________________________________________________ 
Provider Representative 



Product Sale Authorization 
 

 
From time to time, our practice strives to make you aware of the products that you may 
have an interest in purchasing.  Your chiropractor or members of his practice staff may 
present these products to you.  We are specifically requesting authorization to sell the 
following products to you if you request them or the doctor recommends them: dietary 
supplements from Standard Process, Nutri-West, Best Process, Natural Calm, Progressive 
Labs, Eyelights, CORE products, Chiroflow pillow, Biofreeze analgesic and Metagenics. 
 
 
You may restrict any individual from our clinic from the sale of any of these products to 
you or revoke this authorization at any time.  The revocation must be in writing and 
mailed/given to us at our office address.  We do not give any information to any of these 
companies or release any personal information to anybody. 
 
You have the right to refuse us this authorization.  If you do not give us permission to sell 
these products to you, it will not affect the treatment we provide to you. 
 
You may inspect or have a copy of this notice at any time. 
 
This notice is effective as of 4/1/2003.  This authorization will expire seven (7) years 
after the date on which you last received services from us. 
 
I authorize you to sell the above listed products to me in your clinic.  I am also 
acknowledging that I can have a copy of this authorization anytime at my request. 
 
 
________________________________________________                  _______________ 
Name Printed              Date 
 
 
________________________________________________ 
Signature 
 
 
________________________________________________ 
Provider Representative 



Notice of Privacy Practices for Protected Health Information 
 
 

Your Right to Complain 
 

You may complain to us or to the Secretary of Health and Human Services if you feel 
that we have violated your privacy rights.  We respect your right to file a complaint and 
will not take any action against you if you file a complaint.  While you may make an oral 
complaint at any time, written comments should be addressed to: 
 
Trinity Chiropractic Clinic, Inc. 
Jon E. Zeagler, D.C. 
366 South Drive 
Natchitoches, LA  71457 
 
 

To Contact Us 
 

If you would like further information about our privacy policies and practices, please 
contact the address listed above. 
 
This notice is effective as of ______________________.  This notice will expire seven 
(7) years after the date upon which the record was created. 
 
By signing below, I acknowledge that I can receive a copy of this notice at any time 
during that time at my request. 
 
 
____________________________________  ________________________ 
Patient Name Printed                 Date 
 
 
____________________________________  ________________________ 
Patient Signature       Provider Representative 
 
 
____________________________________  ________________________ 
Personal Representative Printed (minor etc.)    Personal Representative Signature 
 
 
____________________________________ 
Relationship to Patient Printed 
 
 
 



Trinity Chiropractic Clinic Inc. 
Office Fee Schedule and Financial Policy 

 
 
Service 
 
Consultation Only       No Charge 
Individual Exams (Focused, Expanded, or Detailed)   $35, $60, $85 
Initial Visit (Minimal, Focused, Expanded, or Detailed)  $20, $25, $60, $85 
Re-Examination (Focused, Expanded or Detailed)   $35, $60, $85 
Neurological Examination (Expanded or Detailed)   $60, $85 
Surface EMG        $40 
X-Rays        $30 per view 
Subluxation correction adjustment     $40, $45 
Subluxation correction adjustment (Medicare)   $25, $32 
Interferential Therapy, Moist Heat, Ice Pack    $10 each 
Mechanical Traction, Ultrasound, Diathermy   $20 
Therapeutic Exercises (attended)     $28 
 
 
Supplies 
 
(We do not bill insurance for supplies.  Supplies must be paid for when received.) 
 
Biofreeze Roll On, Tube, or Spray, and Electrodes   $10 
Ice Pack, Heel Lift       $5 
Natural Calm (Magnesium)      $20, $30 
Low Back Support Cushion      $25, $45 
Neck Traction Unit       $35 
Chiroflow Pillow, Tri-Core Pillow     $45 
Tens Unit        $65 
 
Financial Policy 
 
We are committed to providing you with the best chiropractic experience possible in a 
caring environment.  We have established our financial policies to achieve that goal.  You 
will be expected to arrange payment for your chiropractic care.  All deductibles or co-
payments will be due and payable each visit unless you have made other financial 
arrangements with the CareCredit credit service.  Please pick up a brochure with the 
information about this credit service at the front desk.  Details of this service will be 
discussed with you during your chiropractic report of findings when Dr. Zeagler goes 
over his recommendations of how to utilize your payment options and get the best results 
from chiropractic care. 



Office Fee Schedule and Financial Policy – Page 2 
 

 
Health Insurance – If we are a provider for your insurance, we will gladly file your 
insurance for you.  If we are not a provider, we will give you all the information you need 
to get reimbursed quickly.  We have found it easier for your record keeping and our, if 
we give you receipts at the end of your first visit and then one-month after that.  
Remember, your agreement with the insurance company is between you and them, 
not us and them. 
 

Please Note: 
 
Regardless of what insurance coverage you have, our families and individuals do not 
generally come to our clinic based on whether or not they have good insurance.  Our 
patients come here because of the quality of our care, and the commitments of the doctor 
and staff.  They are people that value their health as one of their top priorities, and make 
the investment of time, energy, and money to insure they have an optimum quality of life.  
They do not let their insurance company control what kind of health care they have.  
We do not make our recommendations based on your insurance coverage and hope 
you will not make your decision to participate in chiropractic care based on what 
type of insurance that you have. 
 
I have read and understand the above options and policies.  I hereby give permission to 
Trinity Chiropractic Clinic, Inc. and Dr. Jon E. Zeagler, D.C. to release any information 
required by my insurance company during my treatment.  I understand that I am 
ultimately responsible for all fees for services rendered.  I understand that I am 
responsible for any and all expenses by Trinity Chiropractic Clinic, Inc. to collect monies 
owed including, but not limited to any attorney’s fees, collection fees, court costs, and 
1.5% interest per month, late fee, on any outstanding balance past 30 days. 
 
 
_____________________________________________  __________________ 
Your Signature       Date 
 
 
 
 
 
 
 
 
 
 

Good Health Naturally! 



Trinity Chiropractic Clinic – Good Health Naturally  
 

 
When a patient seeks chiropractic health care and we accept a patient for such care, it is 
essential for both to be working towards the same objective. 
 
 

Terms of Treatment 
 

ADJUSTMENT:  An adjustment is a 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 or symptoms. 
 
VERTEBRAL SUBLUXATION:  An injury or misalignment of one or more of the 24 
vertebrae in your spinal column.  A subluxation causes negative alteration of your nerve 
function and causes interference to the transmission of mental impulses from your brain 
to your body.  This results in a lessening of the body’s ability to maximize your health. 
 
 

Dr. Zeagler’s Objectives 
 

We do not offer to diagnose or treat any disease or condition other than vertebral 
subluxations.  However, if during the course of chiropractic spinal evaluation, we 
encounter non-chiropractic or unusual findings, we will advise you.  If you desire advice, 
diagnosis, 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.  We treat people, not 
diseases.  Nor do we offer advice regarding treatment prescribed by other providers.  Our 
practice objective is to eliminate major interference to the expression of your body’s 
healing capabilities.  We do not treat symptoms.  We treat the cause of your symptoms.  
Our only method is specific adjustments to correct vertebral subluxations. 
 
I, ___________________________ have read and fully understand the above statements. 
                  (Print Name) 
 
All questions regarding Dr. Zeagler’s objectives pertaining to my care in this office have 
been answered to my complete satisfaction.  I understand the terms of treatment and 
practice objectives and would like to participate as a patient in this office. 
 
 
______________________________________________  __________________ 
Signature        Date 


