PATIENT INFORMATION

Activities or movements that are painful to perform ] Sitting [ Standing [] Walking [] Bending [] Lying Down

INSURANCE
Date Who is responsible for this account?
SS/HIC/Patient 1D # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
TR
R e Weriche 1t Is patient covered by additional insurance? [ Yes [JNo
Address
Subscribers Name
City
Birthdate SS#
State Zip
Relationship to Patient
E-mail
Insurance Co.
Ssex M [OF e
Ag Group #
ikt ASSIGNMENT AND RELEASE
; i ith
[ Married [ Widowed O si ngle O] Minor I certify that I, and/or my dependent(s), have insurance coverage wi
and assign directly to
[ Separated ] Divorced [ Partnered for years Name of Insurance Companyfies]
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
Spouse’s 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 [Home [JOther
IN CASE OF EMERGENCY, CONTACT To whom have you made a report of your accident?
Naire Relationship [ Auto Insurance  [] Employer []Worker Comp. [] Other
Home Phone | ) Work Phone | ) Altorney Neme {if. applicable)
PATIENT CONDITION
Reason for Visit - .
{ ! i
When did your symptoms appear? p ¢ ’{} ¢
Is this condition getting progressively worse? []Yes [JNo [JUnknown |r { '/ 3
Mark an X on the picture where you continue to have pain, numbness, or tingling. / [ J \ \
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain) {/ [ P‘n, / \,'
: NIRRT " l
Type of pain: [] Sharp ] Dull [] Throbbing [0 Numbness  [] Aching [ Shooting L,'\ I }")} \& *I*'-’ (‘_J
[OBurning [Tingling [J Cramps [ Stiffness [ sweling [ Other \ \ n
oA
How often do you have this pain? :l 3) { (8
\ 1
Is it constant or does it come and go? \ [} [/ (\: [
Does it interfere with your (] Work  [] Sleep  [[] Daily Routine [ Recreation /_l Y AN
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INFORMED CONSENT

l, , here by give Dr. Andy Philachack and his office staff
permission to care for me in accordance with the assessments, tests, diagnostic impressions, and
conclusions. The chiropractic adjustment, as well as other clinical procedures are usually
beneficial and seldom cause any problems. In rare cases, underlying physical defects, deformities,
or pathologies may render the patient susceptible to injury. Dr. Andy and his office staff will not
render a chiropractic adjustment, or render health care, if he or his staff is aware that such care
may be contraindicated. It is the patient's responsibility to make known any pathological defects,

illnesses, pregnancies, or deformities that would not otherwise come to the attention of the doctor
and his staff.

DIRECT PAYMENT ASSIGNMENT

I, , understand and agree, that health and accident
insurance policies are an arrangement between the insurance carrier and myself. | understand
that Dr. Andy Chiropractic will prepare any necessary reports and forms to assist me in making
collections from the insurance company(s), and that any amount authorized for treatment must be

paid directly to Dr. Andy Chiropractic. This amount will be credited to my account upon receipt of
payment.

However, | also understand that all services rendered to me will be charged directly to me and | am
aware that | will be personally held liable for the charges should payment not be made on my
behalf by the insurance company(s). | also understand that if | suspend or terminate my care and
treatment, all fees for services rendered to me will be due.

SIGNATURE OF PATIENT DATE SIGNATURE OF WITNESS ~ DATE

CONSENT TO TREAT A MINOR

l, , hereby authorize, Dr. Andy Philachack and
whomever he may designate as an assistant, to administer care as deemed necessary
to (Minor).

My relationship to the minoris MOTHER FATHER LEGAL GUARDIAN (Circle One).

Parent/Legal Guardian’s S|gnature . DATE
Authorizing Care to Minor g fooies R ;




Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed

and how you can get access to this information.
Please review it carefully.

This office may use and disclose medical and financial information related to your care that may be
necessary now or in the future to facilitate payment by third parties for services rendered by us, or
assist with, aid in or facilitate the collection of data for purpose of utilization review, quality
assurance, or medical outcomes for evaluation purposes. Such information may be released to
insurance companies, HMO's and PPQ's, managed care organizations, IPA’s, Medicare/Medicaid,
other governmental or third party payers, or any organizations contracting with any of the above or
any other physician that is directly or indirectly responsible for your medical care or the payment
thereof.

This office will not use or disclose any of your medical and financial information for any purpose not
stated above without your specific authorization. You may revoke your authorization at any time.

You may request restrictions on certain uses and disclosures. This office is not required to agree
to a requested restriction. You have the right to receive confidential communications of your
protected health information. You have the right to inspect, copy and amend your protected health
information.  You may also request an accounting of disclosures of your protected health
information from this office.

We are legally obligated to maintain the privacy of your protected health information and to provide
you with this Notice of Privacy Practices and to abide by it terms. We reserve the right to change
our privacy practices and apply revised privacy practices to protected health information.

You may register a complaint with this office you suspect that your privacy right have been
violated. We will investigate the complaint and inform you of the findings. This office will make no
retaliation against you because you registered a complaint. You may also file a complaint with the
Secretary of the Department of Health and Human Services.

You may speak with the Office Manager to obtain additional information regarding any questions
you may have concerning this Notice or to receive a printed copy of the Notice. This Notice of
Privacy Practices is effective immediately.

Patient Signature s 2. g Date




