PATIENT REGISTRATION

FORM A-9

Welcome to our office. We are committed to providing the best, most comprehensive care possible. We
encourage you to ask questions. Please assist us by providing the following information. All information is
confidential and is released only with your consent. Please fill in the blanks below the line.

Patient Name Today’s Date Date of Birth Sex Age
Parent if Patient is a Minor

Patient's Social Security Number E-Mail

Home Address City State Zip

Mailing Address if Different City State Zip

Home Telephone Number

Work Telephone Number

Cell Phone Number

Occupation Employer's Name
Employer's Address City State Zip
Spouse Name Employer

Primary Care Physician's Name

Whom May We Thank for Referring You to Our Practice?

NOTIFY IN CASE OF EMERGENCY

Name Relationship

Address City State Zip
Home Telephone Work Telephone

Nearest Relative (not living with you)

Home Telephone Work Telephone

FINANCIAL INFORMATION: PERSON RESPONSIBLE FOR FEES

Name Telephone

Address City State Zip
Insurance Company Claim Address

Subscriber's Name Subscriber's Date of Birth Subscriber's SSN#.
Insurance (D No.:

Secondary Insurance Claim Address

Subscriber's Name Subscriber's Date of Birth Subscriber's SSN#

Were You Injured on the Job?

YES NO

Have you Informed Your Employer? YES NO

Date of Original Injury:

Worker's Compensation Carrier Name

Address

Please Read Our Financial Policy Statement and Agreement
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WHAT PROBLEM BRINGS YOU TO SEE US TODAY?

WHEN DID THIS PROBLEM START?

Did it come on: (3 Suddenly [J Built up over several days [} Gradually worse over a long time.
If you were injured was it: [J At Work [J At Home [J Due to Auto Accident [ Other Injury
ON THE FIGURES AT THE RIGHT, PLEASE MARK
YOUR AREA(S) OF PAIN OR DISCOMFORT. .
+++ Burning /// Stabbing
Pins & needles XXX No feeling
Circle the areas (if more than one) of pain and ' ‘
tell us on a scale of 1 to 10, with 1 being light pain :
to 10 being very severe, how severe is your pain -
in each area most of the time and how frequent.
right left letft right
AREA 1 pain is (1-10) ___ Constant or Intermittent
AREA 2 pain is (1-10) ___ Constant or Intermittent ' ‘

Right Front Back Left

rea lis: Worsein AM At Night  After exertion Itis: Sharp Stabbing Dull Achy Trobbing Burning Tingling
Area 2is:  Worse in AM At Night  After exertion Itis: Sharp Stabbing Dull Achy Throbbing Burning Tingling
Area 3is:  Worse in AM At Night  After exertion Itis: Sharp Stabbing Dull Achy Throbbing Burning Tingling
I have difficulty with: Walking Sitting Standing Driving a car  Sleeping My daily routine  Bladder Control Depression

I currently am : Ambulatory without assistance Need to use: Support Brace Walker Cane Crutches Wheelchair

IAm [J Working  Full Time  Part Time [ Homemaker [ Full Time Student CUnemployed [J Retired

Novés Occupation:
] Onsick leave  [JOn Temp disability [ On Full Disability My last day worked was
Age Single Married Separated Filing for Divorce Divorced -
Please feel free to discuss with us any situation in your personal relationships that may affect your recovery.

INow (O Smoke ___ Packs per day Stopped (O Use Alcohol Type and Amt

(O Consume Caffeine: Type/ Amt (O Use recreational drugs
Iam now or have in the past been :  (OAddicted to  drugs alcohol O Treated for alcohol or drug addiction
W Can you become pregnant? YES NO Date of last period Normal Yes No
If not, why? Date of last Mammogram Normal Yes No
Are you now or could you be pregnant?? YES NO Pap Smear Normal Yes No
Patient Primary Intake History
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PLACE PERFORMED

X-Rays
C.T./ MRI

Myelogram

Ultrasound
E.M.G.

Treatment by
Another Physician

PLEAS K ANY.CONI AT YOU /ERED FROM IN THE RECENT PAST.
Severe headaches / Chest pain / Angina / Kidney Stones / Digestive problems / Hypertension / Renal
Gout / Stroke / Heart murmur / Diabetes / Arthritis / Epilepsy / Arrhythmia/ Endocrine disease / HIV / AIDS
Fatigue / Congenital heart disease / Urinary, genital problems / Dizziness / Fainting / Anemia / Reumatic fever /
Scarlet fever / Prostate problems / Ulcers / Gall Stones / Sexual dysfunction / Venereal disease / Pancreatitis
Shortness of breath / Menstrual dysfunction / Mental Illness / Asthma / Liver disease / Alcohol or Drug problems.

For what? '

disease

CURRENT MEDICATIONS PLEASE LIST ALL MEDICATIONS YOU ARE _ ALIZAT :
CURRENTLY TAKING. (Prescription and h — ’ : e m—
o T PLEASE LIST ALL SURGERY AND ANY PERIODS OF
Name of medication and Strength # of doses / day HOSPITALIZATION (give dates)
condition who? condition who?
Heart Disease Epilepsy B
Hypertension Glaucoma
Stroke Bleeding disorders
Cancer Kidney disease
Diabetes Thyroid disease

Do you require special care or have any concerns that might affect your treatment or recovery? NO YES ( If yes please describe)

Thank you for assisting us in gathering the information our medical providers need to help determine a personal treatment plan for
you. To verify that the information is correct as given to us by you, please affix your signature in the area (x) provided below,

Patient Signature: X Primary Intake History #6011




ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF
PRIVACY PRACTICES

***¥%*You May Refuse to Sign This Acknowledgement****

I, , have received a copy of this office’s

Notice of Privacy Practices.

(Please Print Name)

(Signature)

(Date)

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices,
but acknowledgement could not be obtained because:

(] Individual refused to sign

W Communications barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgement

O Other (Please Specify)




FORM F-23

FINANCIAL POLICY

Patient Name: Date of Birth:

BASIC POLICY Pay for service is due in full at the time service is provided in our office.

FOR PATIENTS WITH INSURANCE We bill most insurance carriers for you if proper paperwork is provided to us.
We will also bill most secondary insurance companies for you. Copayments and deductibles are due at the time of service.
Since your agreement with your insurance carrier is a private one, we do not routnely research why an insurance carrier has
not paid or why it paid less than anticipated for care. If an insurance carrier has not paid within 60 days of billing,
professional fees are due and payable in full from you.

MEDICARE PATIENTS We will bill Medicare for you. We will also bill secondary insurance carriers for you. All
copayments or deductibles are due and payable at the time service is provided.

WELFARE PATIENTS All welfare patients must provide a current, valid sticker before being seen.

SURGERY FEES All copays, deductibles, and payments for noncovered surgical procedures are due prior to your surgery.
Prior authorization may be required by your carrier.

NONCOVERED SERVICES Any care not paid for by your existing insurance coverage will require payment in full at the
time services are provided or upon notice of insurance claim denial.

PERSONAL INJURY CASES This office does not bill for auto accident or other liability or lawsuit-related cases. You are
responsible for payment at the time of service. We do not accept liens.

WORKER’S COMPENSATION If your injury is wotk-related, we will need the case number and carrier name prior to
your visits in order to bill the worker’s compensation insurance company.

YEARLY HEALTH CHECKS Petiodic preventive health checks may or may not be covered under your health insurance
policy; however, they may be required by your physician.

MISSED APPOINTMENTS In fairness to other patients and the doctot, we required at least 24 hours’ notice to cancel
appointments. You may be charged for missed appointments or dismissed from the practice.

OB FINANCIAL GUIDELINES These are covered in our OB fact sheet.

-

Please check on: I have paid my insurance deductible for the calendar year OYes [ONo [ Don’tknow

/@DICARE PATIENTS: SIGNATURE ON FILE I request payment of authorized Medicare benefits be made cit@
to me or on my behalf to for any services furnished me by the listed provider/supplier. I

authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents
any information needed to determine these benefits or the benefits payable to related services.

1 understand my signature requests that payment be made and authotizes release of medical information necessary to pay
the claim. If “other health insurance” is indicated in Item 9 of the CMS-1500 form or elsewhere on other approved claim
forms or electronically submitted claims, my signature authorizes releasing of the information to the insurer or agency show.
In Medicare assigned cases, the provider or supplier agrees to accept the charge determination of the Medicare carrier as the
full charge, and the patient is responsible only for the deductible, coinsurance, and noncovered services. Coinsurance and
Weductible are based upon the charge determination of the Medicare carrier. )

fPatient’s Name (Please Print): PROVIDER h
Patient’s Signature:
Patient’s Medicare No.: Date:
g J
ﬁSSIGNMENT OF INSURANCE BENEFITS Patients with insurances please read and sign below. \

I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, private
insurance, and any other health plans, to . This assignment will remain in effect until revoked by me in writing,
A photocopy of this assignment is to be considered as valid as an original. I understand I am financially responsible for all
charges whether or not paid by said insurance. I hereby authotize said assignee to release all information necessaty to secure

the payment.

anature: Date: /

I have read, understood, and agreed to the above financial policy for payment of professional fees.
The patient is ultimately responsible for all professional fees.

Date: _
217 ©2003 Professional Management & Marketing

Signature:



HIPPA COMPLIANCE

In order to keep our office running efficiently, please sign this waiver
allowing us to keep a daily record of your appointments. This will keep us up to

date with the current HIPPA regulations.

Thank you for your cooperation.

Signed Date



