SS/HIC/Patient ID #

Patlent Name

Last Narna
T ““First Name Middie Initiar
Address
City
State - Zip
E-mail
Sex OIM | JF Age
Birthdate
it O Married OWidowed L1 Sngle C1 Minar
l. ' . ] Separated [ Divorced || Partrered for years
e 6ccupatiun . -
w| Patlent Employer/School - .
; = Employer/Sehool Address

mployer/Schocl Phone (. ...}

‘Spousa's Name

b, Birthdate
‘a5

Insurance

Who is regponsible for this account?

Relatlonship 1o Patient T

insurance Co,

Group #__ _

1 patient covered by additional insurence? [JYes [0 No

Subscrlber's Name 4

Birthdate 85#

Relationship te Patient |

Insurance Co,

Group #

ASSIGNMENT AND RELEASE
1 ceriify that I, snd/or my dependent(s}, have insuranca coverage with

_ and asslgn direotly to
Name of ingurance Campany(ias) .

Dr. . ... 8l insurance bansfits,
if any, otherwise payable o me “for services rendered. | understand that 1 am
firanclally respongible for all chargee whether or not paid by insuranca. |
euthoriza the usa of my signaiure an all insurance SUbMISSIONS.

The above=named doctor may use my health carg information and may disclose
such information to the above-named Insurance Compeny(i=s) end thair agents
far the purpases of abtaining payment for services and datermining Insurance
beneflts or the benefits paysble for related servizes, This consent will end when
my current treatmeant plan ia completed or one year from the data signad below.

" 'Signature of Patient, Parent, Guardian or Personal Reproscntative

Plazas print name of Pafiant, Parent, Guardian of Personal Haprasaniative

Date Relstionship o Patient

Home Phone | )
1 Gell Phone )

. Best tima and place io reach you
“IN CASE OF EMERGENCY, CONTACT

MName

Relationship

Home Phone { )|
= Wark Phone {

Iz condition due 1o an accident? 7] Yes [ Mo

Date

Type of accident ] Auto CWork [JHome [OOther

To whoem have vou made a report of your accident?
O Auto Insurance [ Employar "|Workar Comp. ] Other

Attorney Name {if applicable}

[
%HBESDI’I for Visit

™ When did your symptoms appear?

i
Mark an X on the picture where you continue to have pain, numbness,

How oftan do you hava this pain?

5 this condltion getting progressivaly worsa? {[T]Yes  [JNo | |Unknown

Mate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

Type of paim: [ Sharp O Dl O Throbbing O Numbness [J Aching [0 Shooting
[JBurning []Tingling [ [ Cramps [.] Stiffness [Swelling [ Other

or tingling.

i, Is it constant or does it come and go?

'r Does it interdere with yvour JWork O Sleep O Daily Routing [0

Recraation

"--— a. \V

LIZ 90920‘69246 ‘DT'-lC’DJdOJTq

- ‘MActlvltles or movemants that are pamful 1o perform [ Slttmg [ Standing ] Walkmg [ Bending |1 Lylng Down
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SIS
. : A e ol ¥
i: What {raatment hava ybu already received for your condition? [ Medications [ Surgery [ Phyaicel Therapy g
[ Chircpractic Servicos [ None [ Other .
Name and address of other doclor(s) who have tresfed you for your condition .
Dale of Lasl:  Physical Exam Spinal X-Ray BlovdTest . .
Spinat Exan Chest X-Ray . Urine Test —_— ?:fx .
Dental X-Ray__. . . _ _ MR, CT-8ean, Bone Sean . Rk
Place & mark on “Yag™ or "Mo" 10 Indleate If you hava had any of the following:
AIDS/MHIV OYes CINe  Chicken Fox . OYes [INo LlverDisaase OYes OONo  Rheumatoid Arthritis [ |Yes [JNo
Alcoholism Oves ONo Diabetes CYes I No Meusles {Yes [ONo Pheumatic Fever [Yes ONo
Allergy Shots OYes [[INo  Emphyzsama OYes ONe  Migraine Headaches (JYes [J)Ne  Scarlst Fever OYes [ No
Anemla OYes ONe  Epilepsy Yes [JNo  Miscariaga TlYes [IMNo  Stroke OvYes [No
Angrexia OYes No TFacturgs Yes S Ne ™ Muononucleosis CYes O No  Suicide Attempt OYes [1No
Appendiclifa O%Yes ONo  Glaucoma_ Oves |JNo  Multiple Sclerosis  [JYes [JMo  Thyroid Problems Y Yes [J No
Atihiritis [dYes [JNe Goiter - | OYes TINo “Mamps CYes (ONo  Tansliltls OYes ONeo
Asthma, OYes ONe Genorhea OYes ONo  Osteoporosis [U¥es ONo  Tubsrculosis [dYes [|No
Bleeding Disorders [JYes [INo Gout dYee CONo  Pacemaker [IYes [TINo  Tumors, Growtha [OYes [[]No
Breast Lump [CIYes O Ne  Heart Discase [T1ves [JNo  Parkinson’s Disease []¥ss [INo  Typhoid Fever [OYes [No
Bronchitis OYes ONoe  Hepatitis OYes CINo  Plnghed Nerve [J¥es [1No  Ulcets LlYes [ No
Bulimia [[lYes [JMNo Homia OYes OONo  Pneumonia ClYes [TINo  Vaghal Infections OYes [ No
Gancer OYes [ Mo Harniated Disk Yes [1No Polic [1¥es [OMNo Venereal Disease [JYes [ iNo
Catéracrs CYes ONv Herpes OYes |JNo Prostate Problem  [CiYes [JNo  Whooping Cough [OYes [ No
Chemical High Cholestaral  JYes Mo Prosthesis CYez [ INo Other
Dependency  [Yes [INo  Kidney Diseese  [|Yes [No PsyéhiaticCara  [JYes [JNo _
EXERCISE WOREK A_CTIVITY HAEITS
O Mone [[] Sitting O Smoking Packs/Day
[ Moderate [] Standing [ Alcohol DrinksMNeek
[ Daily O lght Labor [} Coffaa/Caffaing [Drinks Cups/Day | .
o I_] Heavy [0 Heavy L':ablo_‘r‘ [ Bigh Stress Level Reason
a Arg your pregrant? Oves ONc Due Dats__._ . —_
-
Injuries/Surgerics you have had Description Date
Falls . __
Head Injuries
Croker Bones
Dislocations
Surgeries
Pharmacy Name
Pharmacy Phone ( | -
OO s e R TR R e, . .
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Whole Health Chiropractic
HIPAA Acknowledgement

{Please print)
Name: Date of Birth:

Mailing Address:

At which of the following phone number(s) do we have permission to contact you?

0 Home May we leave a message for you at home?
il Yes g No
o Cell o May we leave a message for you on your cell?
o Yes i No
o Work May we leave a message for you at work?
o Yes o No
0 Other May we leave a message for you at this number?
O Yes g No

Other than you or your insurance company, whom may we speak to about your healthcare

information?
o Spouse Name/Telephonc -
o Child Name/Telephone
© Parent Name/Telephone
o Carctaker Name/Telephone
o Other Name/Telephone .

Do vou have any health information that you would like to be kept confidential from any of the
people you have listed? o©Yes o No
I1 50, please describe below:

I acknowledge that T have been given the opportunity to request restrictions on the use and/or
disclosure of my protected heath information.

I acknowledge that T have been given the opportunity to request alternative means of the
communication of my protected health information.

I acknowledge that I have read and signed a copy of the Privacy Notice for Whole Health
Chiropractic.

Paticnt or Personal i{cp'rc:'scntative Signature Date

Relationship to Patient
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Whole Health Chiropractic Notice of Privacy Practices

We understand that treatment information about you and your health is personal. We are committed to protecting
information about you, This notice briefly describes how treatinent information about you may be used and
disclosed.

We are required by law 1o:

»  Make sure that treatment information that identifies you is kept private;

»  Give you this notice of our legal duties and privacy practices with respect to treatment information about
you; and

+  Toliow the terms of the notice that is corently in effect,

We may use treatment information about you to provide you with treatment or services. We also may disclose
information about you to people oulside the elinic who may be involved in your care, such as family members ar
others we use to provide services that are part of your care,

We may use and disclose treatment information about you so that the trearment and services you receive at the clinic
may be hilled to and payment may be collected from vou, your insurance company, or a third party.

If vou are Involved in a lawsuit or a dispute, we may disclose reatinent information about you in Tesponse ko & court
or adminlstrative order. We may also disclose treatment information to a subpoena, discovery request, or other
lawful process by someone else involved in the dispuis as required by federal, state or Tocal law,

You have the right to inspect and copy treatment information that may be used to make decisions about your care,
usually, this includes treatment billing records, We may charge 4 fee for the costs of copying, mailing or other
supplies assoclated with your request.

You have the right to request an “accounting of diselosures.” This is a list of the disclosures we made of weatment
information about you.

You have the right to request a resiriction or limitation on the treatment information we use or disclose about you for
freatments, payment, or health care operations. In your written request, you must tell us (1) what information you
wanted limited; (2) whethor vouw want to Limit our use, disclosure, or both; and (3) to whom vou want the limits to
apply, for example disclosure to your spouse.

You have the right to request that we communicate with you about your treatment matlers n a cortain way or at a
certain location. For example, you can ask that we only contact you at work or by mail.

If you have any questions or concems about your treatment in regard to our palicies, would like to inspect a
complets copy of this document, obtain copies of your treatment fnformuation, or restrict disclosure of your freatment
information, please contact us at 972-330-2273,

Print Name

Patient Signature Dale

We reserve the right to change this notice without pricr notification o you.
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WHOLE HEALTH CHIROPRACTIC
FINANCIAL POLICY

Thank you for choosing Whole Health Chiropractic (WHC) for your chiropractie care. We
arc committed o providing you with quality health care. Our financial policy is as follows:

» Please note that you will need to present your insurance card and proof of identity (e.g. driver’s
license) at your first visit. You will be responsible [or providing a change of address, telephone
number and/or insurance information anytime a change occurs. We accept cash, major credit
cards, and debit cards.

I. WHC has provider coniracts with some insnrance carriers with “in-networl” status,

» Insurance contracts require us to collect your co-payment at the time of service.
* Qur office will assist you in receiving proper reimbursement by filing your claim prompily.

1 After your insurance company processes the cluim, (in about 30 days) you will receive an
Explanation of Benelits (EOB) from your insurance, which will show the “Patient
Responsibility “amount.

O If there iy a balance, we will provide you with 4 statement showing the amount due.

L} For large balances, you may contact our Billing Department to make payment arrangements
using your credit/debit card.

» Individual coverage varies dramatically within our contracts and your coverage is an agreement belweon
you and your health plan/health insurance company.

* It remaing your respongibility to verify that the care vou receive is covered by vour health plan/health
insurance.

* This office is not responsible for the expense of reatment not paid by your health plan/health insurance.

» With continuous changes in coverage, you should verify your benefits and understand all requirements
of your health plaw/health insurance by calling the customer service number on your health plan/health
insurance card.

I1. When WHC does not have a contract with your health plan/health insurance carrier,
services are “Qut of Network”

» This means that you may have no insurance henefits with our clinic,

= You will be respousible for the entire amount at the time services are rendered.

* As a courtesy, we can file a claim to your health plan. Should vour plan pay, you will be refunded.

* Your signature on this ¥inancial Policy will be vour acknowledgement that you are aware that your
Benelits will be paid as “out of network™.

111. Motor Vehicle Accidents (MYA) & Third Party Liability

* WHC will file claims for services provided as the result of 2 motor vehicle accident or third party
Liability injury; however, the patient will be responsible Tor the entire account.

* You will be required to complete a special Vehicle Accident Information form before you will be seen
by the doctor.

* For Third Party cases, a prepayment of $85 will be required on the initial visit.
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IV. Workers’ Compensation
» Patients with authorized Workers’ Compensation will not be subject to this Financial Policy.

V. No Insurance Coverage (self pay)

* The patient or guardian will be responsible for payment, which may include x-rays at the time
of service. The Office Visit charge will be $85. There will be an additional charge for x-rays,
tape, decompression and other services.

VI. Referrals

» I your health insurance requires a referral from your primary care provider (PCP) for your visit
with owr praclice, the referral must be obtained by the patient and presented to us at the time of
the visit. If you do not have the required referral from vour PCP, the visit will be re-scheduled
to allow time to contact your PCP and arrange for a referral.

I have rcad the financial policies of Whole Health Chiropractic and accept responsibility
for payment of my account.

Patient Name ) Date of Birth:

Responsible Party Signature , _ Date
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