WELCOME

Palrent 1, Wm Today's Date:

Nome:
Last First Mi
Mailing Address:
Phone #: (H) ©) W)
Can we call you at the above phone numbers and leave a message?D Yes |:| No
2 Yes, except

Email Address: :
Date of Birth: SS#: Sex: |:|Mlle |:|Funale
Marital Status: |:|Singlc |:|Mnm'ed |:| Divorced DWidowed |:|Sepanled |:|Minor
Occupation: Employer:
Employer Address: Phone:
How did you hear about our practice? ;
Emergency contact: Name: B!dm:hq:
Phone #: (H) ©) | W)

Accidens Informaliorw
Is this visit due to an accident? DYes Do If yes, what type? I:lAulo I:'Wotk Other

Has it been reported? DYQDNo If yes, to whom? I

Finandiald Informallovy wmEASE PROVIDE A C(L)I'Y OF YOUR (NSURANCE CARIXS)
Name of person responsible for this account:
Relationship to patieat (if other than self): Pbooe #

Do you have health insurance? |:|Yes|:|No Name of Camisr
Do you have secondary/supplemental insurance? | [Yes[ |No| Name of Carrier:

Anignment and Release ﬂw;:aarna—)

1 cenify that [ (or my depeadert) have mmmﬁ_dlAm REQUEST
AND ASSIGN MY INSURANCE COMPANY TO PAY DIRBCTLY TO PHYSIOANMEDICAL PRACTICE.

Progrexssive Health and Rebablliatlon, Lid., INSURANCE BENEFITS OTHERWISE PAYABLE TO ME. | undersiand
mallmﬁmhllymibh&rdlchpwcmﬂbym 1 bheveby ethortze the doctor 10 release all
mrmhnmlﬂmmdhgooﬁdumammq_whmhmmm
the paymeat of beoefils. | suthorize the use of this sigasture oa all insurance claius, includiag elacyaric sshmissions.

SIGNATURE (X) =

Pags10f8




ACUPUNCTURE INFORMED CONSENT TO TREAT

| heraby requaet and consant to the performence of acupunchsre teatments end other graoadises within the ecape of the pracdioe of
anpunchire on me (or on the patient named balow, for wham | am lapally reaoreibie) by the engu s TIGGEED below and/or oher

who now or In the future Teat me whie anpioyad by, working or essodsied with, a8 back+p
www.mnnmmummcamwwrummaaﬁ;iwg

form or not.

| undwrstand thet mathads of trestment may include, but ere not lirdied (o, apping. elsciricad efmutstion, Tu-Na
(Ghinese Tassage). Chinese herbal madicine, and nubrtional coureeling, | that the herbe mey need-to-be-Prepwred and the lese
aresTed-soomding 10 the stuctions provided orally end in writing. The heste mey have an onpisssant small or tests™— wil-immediniely

maxdbystion m“mm “m:.f.& .“mém“ aETInRaN dm.'. o
N imatment hest lamps. o side aflfed
WMWMMMM =y lmgp;’:mnm‘m E Mnmmiw

passdie side effects of taking herts are: nauses; gas; sturadexhe; vomiing; Bver or kidney
hives; and tingling of the tongue. !

Mhlanawmaumnumbwm.mmdmmmmdtmlvhmo ry on
the dinical staff 0 @arcise judgment the course of trestmant which the dinical stafl thinks st the ime, basad Ipon the facts
known, I8 in nry bast Interest. | understand 88 with all heakhcare approaches, resufts are not guarantesd, end there is nO promise o
cure.

t

|MMIMM,WMbWMMdeWW.MM.MMW
tekan asrertly (prescripion and over-the-counter). | understand the dinical and sdvédaiive etefll may review my patient records
lab reports, bt afl my records will be-kept-confidential and witnot be reemsed Yihoud my wiiian coment.

understand thet there are treatmant options available for my azndiion other than exprsTare procaduses. Thass oplions msy inchude, but
not imied fo: Wmmmmm_muwmmm

therapy, brachg. injectians. and supery. Lasty, | understand thet | Phe right © & second apinion and 1D eeCFY O oplore
my dosteis s sac-heaithears g | see 0L

vohstarty baiow, | confrm thet | heve read, or have had resd (10 me, the above coreent © trestment, have been toid eboul the
and benefis of anpunchise and other prousdures, end heve had an cnoorinity 10 ask Questiore 1 agres with he astend or Aase
brlﬂ umummhmnmmrmuwmmmumm

a1

&7 gi

i

PATIENT NAME:

ACUPUNCTURIST NAME:

"(Or Patert Representative) {indicete relationsiip ¥ signing for patient)




INFORMED CONSENT TO CHIROPRACTIC

1 hereby request and consat to the perfamance of chiropractic adjustments and other chiropractic
procedures inchuding various modes of physical therapy, modalities, and if neccwsary, diagnostic x -rays
on me (or on the patient named below, for whom [ am legally respansible: ) by
the chiropractic physician and/or anyone warking in this office authorized by the chiropractic physician

I further understand that such chiropractic services may be performed by the Physician of Chiropractic
and/or other licensed Physicians of Chiropractic who may treat me now or in the future at this office. I
have had an oppartmity to discuss with the chiropractic physician and/or with other office or clinic
personne] the nature and purpose of chiropractic adjustments and other procedures.

I understand that results are not guananteed. I understand and am informed that, as in the practice of
medicine and all haalthcare, the practice of chiropractic carmies some risks to treatment; incloding, but not
limited t0: fractures, disc injuries, strokes (CVA), dislocations, and sprains. I do not expect the phyaician
to be able to anticipatr and explain all risks and complications. Further, I wish to rely on the phyzician to
exercise judgment during the course of the procedure which the physician feels are in my best interests at
the tme, based upan the facts then known.

I have read, orhave had read to me, the above cansent. I have also had an oppartunity to ask questions
about its contents, and by signing below, I agree to the treatment recammended by my physician. I intend
this consent form to cover the extire course of trestment for my present condition(s) and for any
condition(s) for which I seck trestment at this facility.

To be completed by the patient:
Print Patient's Name Signature of Patient
Date
Print Name of Representative Signature of Representative
|
Date '

|
This form should be mabtalned hthoon’un'shodthm

|

I
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BODY MAP
PRESSURE POINT MAP
Name : Date
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OOKX = TRIGGER POINT LOCATION H/A s HEADACHE
—P--— = RADIATING PAIN Ay ONETT) 5 NUMBNESS AND TING NG

O = JOINT PAIN .
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FINANGAL OFFICE POLCES

1. All patients are on a cash basis until our staff can verify all insurance coverage (s).

2. Your insurance will be verified promptly and will be revicwed with you if applicable.

3. After coverage and deductible are verified, this office may accept assighment on most poticies,
provided the insured/patlent signs an appropriate statement of benefits and/or a llen suthortzing
payment to be sent to the doctor.

4. Walting for Insurance payment is a courtesy, and it may be withdrawn under cevtain dreumstances.

S. Asa patient, It is your responsibility to take Care of the co-payment (usually a percent or fixed dollar
amount) and any non-covered services on a monthly basis.

6. This office does not warrant or guarantee that your insurance company witl pay, nor does this office
promise that an insurance company will or should pay the fees chargsd. Insurance poBdes are an
amangement between the insurance carrier and the patient/insured.

7. Any service not covered or coverage reductions by your insurance carrier will be the patient’s
responsibility.

8. This office wiil submit an Insurance daim for you. We will not enter into any disputa with your
Insurance company. If coverage problems arise, you will be expected to assist directly with your
insurance adjuster or agent. Any denied or disputed claims will be treated as unavered.

9. If your account should go to coflections for any reason, & will be the patient’s respansbiity for any
court costs, attomey’s fees, and or collection costs incurred in colkexting the account balanca.

10. You authorize the release of records or information necessary to process any daims.

11. All insurance payments, regardless of which company issues the check first, are applied to your
account as long as any balance is due. This means refunds are made only after your balance is
compieted and deared with this office.

12. If you receive correspondence of checks from your insurance company, you agree to bring these
into our department so that we may determine If any acﬁon needs to be taken or If the check Is on
assignment to this office. i

13. If you change Insurance companies or employars, you agoe to provide this office with the current
information immediately.

14. You understand that this office ascepts MasterCard, Visa, Disaover Card, Care Credit (if qualified),
personal checks and cash.

15. If you have any questions concerning this or any other matter, please speak with the recegtionist or
our insurance department prior to seeing the doctor.

16. If you stop care and have a financial agreement signed with our office, you will be responsible for
any/all charges that you have Incurred at our office.

Thank you for your cooperation In this mattar.
t have read and fully understand the financisl office poficy and wTMbﬂMnm

/ /

Patient Signature or Responsible Party Date
Page 7 of 8




ACKNOWLEDGMENT OF RECEIPT OF HIPAA PRIVACY NOTICE
l,

have received a copy qf this office's Notice of Privacy
Practices. | understand that | have certain rights to prwacy regarding my

protected health information. | understand that thls Information can and will be
used to: Conduct, plan and direct my treatment anld follow-up among the health
care providers who may be directly and indirectly Involved in providing my

treatment. Obtain payment from third -party payeqrs. Conduct normalhealth care
operations such as quality assessments and accreditation.

Patient

Signature

Date

|
FOR OFFICE USE ONLY

We attempted to obtain written Acknowledgment of recélpt of our Notice of Privacy
Practices but Acknowledgment could not be obtained bemuse

|
o Individual refused to sign \
o Communications barriers prohibited obtaining the Acknowledgment
o0 An emergency situation prevented us from obtaining AdjknoWledgment

o Other (Please specify) il

|

Staff signature | Date
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