INSURANCE

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Last Name
Group #

First Name Middle Initial . » :
Is patient covered by additional insurance? [] Yes [J] No

Subscribers Name

Birthdate

Relationship to Patient

Insurance Co.

Sex.[JM [JF Age
Birthdate

Group #

ASSIGNMENT AND RELEASE
| certify that I, and/or my dependent(s), have insurance coverage with

[ Married [0 Widowed  [] Single [J Minor
and assign directly to

[[] separated [ Divorced [ Partnered for ______ years Name of Insurance Company(ies)

Occupation Dr. all insurance benefits, if any,
otherwise payable to me for services rendered. | understand that | am financially
Patient Employer/School responsible for all charges whether or not paid by insurance. | authorize the use of
my signature on all insurance submissions.

Employer/School Address

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits
Employer/School Phone | or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.

Spouses Name

Birthdate Signature of Patient, Parent, Guardian or Personal Representative

Ss#

Please print name of Patient, Parent, Guardian or Personal Representative
Spouses Employer

Whom may we thank for referring you? Date Relationship to Patient

PHONE NUMBERS ACCIDENT INFORMATION

Home Phone | ) Cell Phone | Is condition due to an accident? [] Yes [] No Date

Best time and place to reach you Type of accident [JAuto [Work [[JHome []Other

IN CASE OF EMERGENCY, CONTACT To whom have you made a report of your accident?

fiame Relationship [J Auto Insurance  [[] Employer []Worker Comp. [] Other

Attorney Name (if applicable)

Home Phone | Work Phone |

PATIENT CONDITION

Reason for Visit

When did your symptoms appear?
Is this condition getting progressively worse? []Yes [JNo [ Unknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.

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

Type of pain: [] Sharp 1 bull [ Throbbing  [] Numbness  [J Aching [[] Shooting
[dBurning [JTingling [ Cramps [ stiffness [JSwelling  [] Other

How often do you have this pain?

Is it constant or does it come and go?
Does it interfere with your (1 Work [] Sleep  [] Daily Routine  [[] Recreation
Activities or movements that are painful to perform [] Sitting [] Standing [ Walking [ Bending [ Lying Down
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HEALTH HISTORY.

What treatrfient have you already received for your condition? [] Medications  [] Surgery [ Physical Therapy

[] Chiropractic Services [] None [] Other

Nameiand:address of other doctor(s) who have treated you for your condition

Date of Last:. . Physical Exam Spinal X-Ray Blood Test

i . Spinal Exam Chest X-Ray Urine Test

i v:‘ Dental X-Ray MRI, CT-Scan, Bone Scan

Placeamark on “Yes” or “No” to indicate if you have had any of the following:
' AIDSZHN [OJYes [[JNo Chicken Pox [dYes [JNo Liver Disease [ Yes Rheumatoid Arthritis
‘ ‘ [OYes [JNo Diabetes OYes [INo Measles [ Yes Rheumatic Fever

Alléhgyzeszhots [OYes [JNo Emphysema [OJYes [JNo Migraine Headaches [] Yes Scarlet Fever

] Anemra [OYes [JNo Epilepsy [OYes [JNo Miscarriage 1 Yes Stroke
| Anorexia [OYes [INo Fractures [JYes [JNo Mononucleosis [ Yes Suicide Attempt
Appeﬁtlicitis [OYes [JNo Glaucoma [OYes [JNo  Multiple Sclerosis [ Yes Thyroid Problems
Arthritis [OYes [OJNo Goiter [OJYes [JNo Mumps [ Yes Tonsillitis
Asthma [JYes JNo Gonorrhea [JYes [JNo Osteoporosis [ Yes Tuberculosis
Bleeding Disorders []Yes [JNo Gout [JYes [IJNo Pacemaker [ Yes Tumors, Growths
Breast Lump [JYes [JNo Heart Disease [OYes [ONo Parkinsons Disease [] Yes Typhoid Fever
Bronchitis [OYes [INo Hepatitis [JYes [ONo Pinched Nerve [ Yes Ulcers
Bulimia [JYes [JNo Hernia OYes (ONo Pneumonia O Yes Vaginal Infections
Cancer [[1Yes [[INo Herniated Disk [OYes [ONo Polio [ Yes Venereal Disease
Cataracts [OYes [JNo Herpes [OYes [JNo Prostate Problem  [] Yes Whooping Cough
Chemical High Cholesterol  [JYes [JNo  Prosthesis [ Yes * Other

Dependency OYes [JNo Kidney Disease OYes [INo

Psychiatric Care [ Yes

EXERCISE WORK ACTIVITY HABITS

[Z1 None [ Sitting [] Smoking Packs/Day

[J Moderate [ Standing [] Alcohol Drinks/Week

[] Daily [ Light Labor [[] Coffee/Caffeine Drinks Cups/Day

[ Heavy [ Heavy Labor [1 High Stress Level Reason

Are you pregnant? []Yes []No Due Date

Injuries/Surgeries you have had Description

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone |




Patient Health Information Consent Form

We want you to know how your Patient Health Information (PHI) is going to be used in this office and
your rights concerning those records. Before we will begin any health care operations, we must require you
to read and sign this consent form stating that you understand and agree with how your records will be
used.

1. The patient understands and agrees to allow this chiropractic office to use their Patient Health
Information (PHI) for the purpose of treatment, payment, healthcare operations, and coordination of care.
As an example, the patient agrees to allow this chiropractic office to submit requested PHI to the Health
Insurance Company (or companies) provided to us by the patient for the purpose of payment. Be assured
that this office will limit the release of all PHI to minimum needed for what the insurance companies
require for payment.

2. The patient has the right to examine and obtain a copy of his or her own health records at any time
and request corrections. This patient may request to know what disclosures have been made and submit in
writing further restrictions on the use of their PHI. Our office is not obligated to agree to those restrictions.

3. A patient’s written consent need only be obtained one time for all subsequent care given to the
patient in this office.
4. The patient may provide a written request to revoke consent at any time during care. This would

not affect the use of those records for the care given prior to the written request to revoke consent but
would apply to any care given after the request has been presented.

5. For your security and right to privacy, all staff has been trained in the area of patient record
privacy, and a privacy official has been designated to enforce those procedures in our office. We have
taken all precautions that are known by this office to assure that your records are not readily available to
those who do not need them.

I acknowledge that | have read and understand the above Patient Health Information (PHI) Consent Form,
| agree to these policies and procedures.

Name of Patient Date

If patient is a minor or under a guardianship order as defined by state law:

By
Signature of Parent/Guardian (circle one)



Informed Consent to Chiropractic Treatment

Chiropractic treatment, including spinal adjustment, has been the subject of government reports and
multi-disciplinary studies conducted over many years and has been demonstrated to be highly effective treatment
for spinal pain, headaches and other similar symptoms. Chiropractic care contributes to your overall well-being.
The risk of injuries or complications from chiropractic treatment is substantially lower than that associated with
many medical or other treatments, medications, and procedures given for the same symptoms.

a) While rare, some patients may experience short term aggravation of symptoms or muscle and ligament
strains or sprains as a result of manual therapy techniques. Although uncommon, rib fractures have also been
known to occur following certain manual therapy procedures;

b) There are reported cases of strokes associated with visits to Medical Doctors and Doctors of
Chiropractic. Research and scientific evidence does not establish a cause and effect relationship between
chiropractic treatment and the occurrence of stroke. Recent studies suggest that patients may be consulting
Medical Doctors and Doctors of Chiropractic when they are in early stages of a stroke. In essence, there is a
stroke already in progress. However, you are being informed of this reported association because a stroke may
cause serious neurological impairment or even death. The possibility of such injuries occurring in association with
upper cervical adjustment is extremely remote;

¢) There are infrequent reported cases of burns or skin irritation in association with the use of hot/cold
packs offered by some Doctors of Chiropractic.

I do not expect the Doctor of Chiropractic to be able to anticipate and explain all risks and complications.
Further, | wish to rely on the Doctor to exercise judgment during the course of the procedure which the Doctor
feels are in my best interests at the time, based upon the facts then known. The Doctor of Chiropractic, of course,
will not give a chiropractic adjustment, or health care, if he/she is aware that such care may be contraindicated. It
is the responsibility of the patient to make it known whatever he/she is suffering from, such as: latent pathological
defects, illnesses, or deformities which would otherwise not come to the attention of the Doctor of Chiropractic.
The Doctor of Chiropractic is licensed in a special practice, and is available to work with other types of providers
in your health care regime.

I, hereby request and consent to the performance of chiropractic adjustment and other chiropractic
procedures, including various modes of manual therapy and diagnostic x-rays on myself (or on the individual
named below, for whom | am legally responsible) by Natural State Chiropractic, PLLC and/or other licensed
Doctor of Chiropractic who now, or in the future, treats me while employed by/working/associated with, or
serving as backup for Natural State Chiropractic, PLLC.

I acknowledge that | have read or have had read to me, this consent. | have also had the opportunity to ask
questions about its content. By signing below | agree to the above-named procedures. | 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.

Patient Name (print): Date:

Patient Signature:

TO BE COMPLETED BY PATIENT’S REPRESENTATIVE IF PATIENT IS A MINOR,
PHYSICALLY OR LEAGALLY INCAPACITATED

Guardian Name (print): Date:

Signature of Guardian: Relationship to Patient:




< NAA

NATURAL STATE

CHIROPRACTIC

Policy Statement

Financial Policy

Thank you for choosing us as your chiropractic provider. We are committed to offering you the highest quality of chiropractic care.
Please understand that payment of your bill is considered part of your care. The following is a statement of our Financial Policy, which
we require you to read and sign.

Patients Without Chiropractic Insurance Coverage
Full payment is due on day of service. We gladly accept cash, Visa, MasterCard or Discover.

Regarding Insurance

Your insurance e policy is an agreement between you and your insurance company, not between your insurance company and our
office. We cannot be certain if your insurance covers Chiropractic, although most policies do provide coverage. The amount they pay
varies from one policy to another. When possible, we will call to verify benefits on your insurance; however, the benefits quoted to us
by your insurance company are not a guarantee of payment. As a courtesy to you, our office will complete any necessary insurance
forms at no additional charge, and file them with your insurance company to help you collect. It is to be understood and agreed with
any services rendered are charged to you directly and you are personally responsible for payment of any non-covered services,
deductibles or co-pays. You may then submit the bill to your insurance carrier for reimbursement.

Usual and Customary Rates

Our practice is committed to providing the best treatment for our patients and we charge what is usual and customary for our area.
You are responsible for payment for any outstanding balance once your insurance claim has been paid regardless of any insurance
company'’s arbitrary determination of usually and customary rates.

Minor Patients

The adult accompanying a minor must agree to be the “responsible party” and must be prepared any balance (co-pay) due at time of
service. For all minors, written consent from legal guardian for treatment must be made prior to treatment and prior paying
arrangements must be made. If more than one party is legally responsible for payment on a child’s account, the adult that
accompanies the minor to the appointment will need to arrange for full payment or co-pays to be made at the time of service.
Appointment notices, recall notices and billing statements will be sent to the same address.

Missed appointments
Unless cancelled in 24 hours advance, our policy is to charge for missed appointment. A $25 fee per hour of reserved appointment
time will be charged. Please help us serve you better by keeping scheduled appointments.

Past Due Accounts
At 1.5% monthly service charge will be added to any account balance that is remaining after 30 days. Past due accounts over 90 days
will be turned over for collection procedures. You are responsible for collection and/or legal fees.

Thank you for understanding our policy statement. Please let us know if you have any questions.
I have read, understood and agree to the Policy Statement of this practice.

X
Patient or responsible party Relationship of Patient Date

X
Print Name







