




 
 

Pietrantone Chiropractic 
121 Elm St. 

 East Aurora, NY 14052 

     OFFICE POLICIES 

Dr. Luke Pietrantone and Dr. Michelle Pietrantone are Chiropractors, and not medical or 

osteopathic physicians. As a result, this practice and the care provided is limited to that 

which is permitted by State Law. We do not provide the type of care or treat conditions 

that fall within the scope of practice of Medical Doctors, and do not treat or offer cures 

for diseases or illnesses, only nutritional advice or support. It is understood that this 

advice and support is provided for general health and is not offered as treatment for a 

specific disease or illness.  
 
Financial 
 
Dr. Luke and Dr. Michelle Pietrantone do not participate (not in-network) with any 
insurance.  We will provide you with a receipt with the appropriate diagnosis codes 
and procedure codes upon request to the front desk. We are unable to fill out any 
paperwork for approvals, authorizations, etc. Patients may opt to submit this to 
their insurance on their own. However, any reimbursement depends solely on your 
insurance plan’s coverage and limits. 
 
All payments for appointments are due at the time of the visit. We accept all major 
credit cards, FSA cards, HSA cards, cash and checks. 
 
All supplements and additional supplies are the patient’s responsibility and 
payment is due at the time of the visit. 
 
Please give our office at least 24 hours advance notice for any cancellation. If 24 
hours notice is not given, 50% of the appointment fee will be billed you.  You will 
not be able to schedule subsequent appointments if you have an outstanding no-
show balance.  
 
Emergencies 
 
If you have a medical emergency and are unable to contact us through the office 
phone, 716-655-1421, please go to the Emergency Room or dial 911. 
 
Confidentiality 
 
We will never sell your information such as emails or phone numbers.  Any requests 
for documentation by doctors, family, and insurance companies will require your 
written consent. 
 
By signing below you understand and agree to the above office policies including the 
24-hour cancelation fee. Bring this form to your first appointment. We cannot begin 
treatment without it. 
 
Name(signed)______________________________________     Date_____________________________ 


