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The information on our website will help you

Get Well

and

Stay Well.

Please provide the following details so we can
establish you as a member of our website today:

First name:

Last name:

Date of birth: / /

Email address:

Please check the health subjects that most interest you:

[ Headaches and Neck Pain  [1 Diet and Nutrition

[ Backaches and Sciatica [ Stress Management
[ Children’s Health Issues 1 Wellness Topics
[ Exercise and Fitness (1 Women’s Health Issues

By joining our website, you authorize us to send occasional health care related emails to you.
Naturally, you may opt-out at any time. Please review our complete privacy policy on our website.

Lifecycle:

Chiropractor:





Patient Name:______________________________

Patient No:___________________
Welcome
The doctors and staff of Stone Chiropractic welcome you and want to provide you with the best possible care. We will conduct a thorough history and physical examination to decide if we can assist you. If we do not believe that your condition will respond to chiropractic care, we will not accept you as a patient but will refer you to another health care provider, if appropriate.

Insurance
This office will process your insurance forms upon request. We will do our utmost to provide sufficient information to your carrier to obtain payment for your treatment. We have found that, in some instances, however, insurance companies will deny or reduce payment despite our best efforts to demonstrate the necessity for care. In the event that full payment is not made for any reason, you must understand that you are responsible to make payment in full.

Patient Identification
	Name:
____________________________________

Street:
____________________________________

City, State and Zip:
____________________________________

Social Security #______________________

Male (   )     Female (   ) 

Date of Birth ____________ Age ________                

Contact in case of emergency

Name: __________________________ 

Telephone # ______________________
	Name or Nickname I prefer to be called: _______________________________                        

Telephone:(Please circle contact preference)
(Home) _________________________

(Cell) _________Cell Carrier________

(Work) __________________________

(Email) __________________________

Cell Company for text _________________
Preference(s) for Appointment Reminders:

(   )Call     (   )*Text     (   )Email

For text reminders please list your cell carrier above.




___Married ___ S ___ W ___ D  # of Children_____Name of Spouse________________

Parent’s Name of Minor Patient:  _________________________________
_______________________________
___________________________

Name of Primary Policy Holder

D.O.B. of Primary Policy Holder

____________________



______________________________

Date






Signature

Please fill out the following form in as much detail as possible.

Please print

Would you like to receive our e-newsletter containing the latest health tips?  Y or N
Have you ever had chiropractic care before?
____________________________________
For what problem? ________________________________________________________

Were the results satisfactory?

Yes______   No_______   N/A_______

What brings you into the office today (please list your health challenge(s))? ________________________________________________________________________

________________________________________________________________________

Do you have any questions or chiropractic apprehensions before today's treatment? ________________________________________________________________________

________________________________________________________________________
Will this case be covered by any insurance company?  Major Medical ___________ Auto/PI ________Workers’ Compensation __________ Medicare _________  Medicaid/BadgerCare ______________

Other (Please list) _________________________________________________________
How did you find out about us? Times-Villager______ Post Crescent______ Magazine______ Larry’s Piggly Wiggly______ Health Fair______ Television______

Cooking or Family Extravaganza_______Other (Please Specify)________________

Acceptance as Patient
I understand and agree that the doctors of Stone Chiropractic have the right to refuse to accept me as a patient at any time before treatment begins. The taking of a history and the conducting of a physical examination are not considered treatment, but are part of the process of information gathering so that the doctor can determine whether to accept me as a patient.



____________________



______________________________

Date






Signature
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FINANCIAL POLICY
Thank you for choosing Stone Chiropractic for your chiropractic needs.  We appreciate the opportunity to serve you and are committed to providing you with the best possible care.  Please read and sign below.
It is the responsibility of the patient or responsible party to see that all charges are paid in full, even if the insurance pays less than the actual bill for services.

As a courtesy to you, we will file all medical claims, with the primary and secondary insurance.  However you must provide us with current copies of your insurance and notify us immediately if there are changes in this information.

It is your responsibility to obtain any referrals required by your insurance company and update them as needed.  If you do not have a current referral you may be asked to reschedule your appointment or sign a waiver stating that you will be responsible for payment of charges.

COPAYMENTS & CASH PAYMENTS (HMO, PPO) ARE DUE AT TIME OF SERVICE.  We accept Cash, Check or Credit Card.  Payments by check or exact change are appreciate
Cash Patient:  If you do not have health insurance or choose to not use your health insurance, we offer a cash discount as a courtesy to you.  Our discounted cash  rates must be paid at the time of your visit. 

If you can not pay at the time of service, normal rates will apply.  For example, a normal adjustment code is offered at a $40 cash rate at time of service. If not paid at time of service, $50.00 is the normal rate. 
Medicare Patients:  We submit and accept Medicare claims.  As a courtesy, we will file your secondary insurance.
No Insurance:  If you do not have health insurance, a payment equaling at least half of the cost of your first visit will be collected at the time of your first visit.  A $25.00 payment will be collected at time of each return visit.  Any outstanding balance is due immediately upon receipt of statement. 
Divorce:  In divorce situations, the parent who brought the child in is responsible for payment of the bill.  We submit to the necessary insurance carriers.

Contact Stone Chiropractic at 920-462-0912 if you have any questions regarding your account before any payment is past due.

Accounts that are 90 days past due may be referred to a collection agency unless payment arrangements have been made.  If you have a financial hardship please let us know so we can set up payment arrangements.

There will be a $25.00 service charge for any returned checks.

You have a contract with your insurance company---we do not.  It is your responsibility to communicate with the insurance company if you are not happy with your insurance company’s determination of benefits for your claim.

I have read and received a copy of the Financial Policy and understand its contents.  I hereby assign all medical benefits (to include major medical, Medicare, private insurance and other health plans) to Stone Chiropractic, LLC.  I also authorize Stone Chiropractic to release information regarding my chiropractic care to my insurance company to obtain payment.

X_______________________________


X__________________________________

          Signature of Responsible Party



Relationship to Patient

X_______________________________                             
X_________________________________

            Print Name of Responsible Party




Date
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Stone Chiropractic will charge a fee for any  Chiropractic OR Massage no-shows.
In order to make sure that all patients needing care can be seen in a timely manner, we charge a fee of $40.00 for a missed a chiropractic appointment and a fee of $35.00 for a missed massage therapy appointment.
Any patient who does not attend their scheduled appointment and does NOT call within 24 hours notice is considered a no show.
So please note, if you need to reschedule or cancel your appointment for any reason, we ask that you do so at least twenty-four hours prior to your scheduled appointment.  

In case of emergencies, please contact us as soon as you are able and we will work with you. 
Any after hour or weekend appointments 
will cost an additional fee of $30.00.
This would be any appointment made after regular business hours and weekend appointments that are on a Saturday or Sunday. 
This fee will have to be paid on the date of service. 

We appreciate your understanding with these policies. If you have any questions or concerns, please let us know right away.

By signing this, you have approved of these policies and have addressed any concerns you may have with it with 

Stone Chiropractic Staff.
Print Name: 
Signature 
Date_______________
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PATIENT PRIVACY (HIPPA)

The Department of Health and Human Services has established a "Privacy Rule" to help insure that personal health care information is protected for privacy.  The Privacy Rule was also created in order to provide a standard for certain health care providers to obtain their patient's consent for uses and disclosures of health information about the patient to carry out treatment, payment, or health care operations. 

As our patient, we want you to know that we respect the privacy of your personal medical records and will do all we can to secure and protect that privacy.  We strive to always take reasonable precautions to protect your privacy.  When it is appropriate and necessary, we provide the minimum necessary information to only those we feel are in need of your health care information and information about treatment, payment or health care operations, in order to provide health care that is in your best interest. 

We also want you to know that we support full access to your personal medical records.  We may have indirect treatment relationships with you (such as laboratories that only interact with physicians and not patients), and may have to disclose personal health information for purposes of treatment, payment, or health care operations.  These entities are most often not required to obtain patient consent. 

You may refuse to consent to the use or disclosure of your personal health information, but this must be in writing.  Under this law, we have the right to refuse to treat you should you choose to refuse to disclose your Personal Health Information (PHI).  If you choose to give consent in this document, at some future time you may request to refuse all or part of your PHI.  You may not revoke actions that have already been taken which relied on this or a previously signed consent.

If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer.  You have the right to review our privacy notice, to request restrictions and revoke consent in writing after you have reviewed our privacy notice. 

Print Name: 
Signature 
Date_______________

COMPLIANCE ASSURANCE NOTIFICATION FOR OUR PATIENTS 

To our valued Patients: 

The misuse of Personal Health Information (PHI) has been identified as a national problem causing patients inconvenience, aggravation, and money.  We want you to know that all of our employees, managers and doctors continually undergo training so that they may understand and comply with government rules and regulations regarding the Health Insurance Portability and Accountability Act (HIPAA) with particular emphasis on the "Privacy Rule."  We strive to achieve the very highest standards of ethics and integrity in performing services for our patients.

It is our policy to properly determine appropriate uses of PHI in accordance with the governmental rules, laws and regulations.  We want to ensure that our practice never contributes in any way to the growing problem of improper disclosure of PHI.  As part of this plan, we have implemented a Compliance Program that we believe will help us prevent any inappropriate use of PHI. 

We also know that we are not perfect! Because of this fact, our policy is to listen to our employees and our patients without any thought of penalization if they feel that an event in any way compromises our policy of integrity.  More so, we welcome your input regarding any service problem so that we may remedy the situation promptly.

Thank you for being one of our highly valued patients. 
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Patient Goals and Expectations:

Please check one of following, as it applies to you.

Your answer will in no way effect the level of treatment you receive.  The sole purpose of this document is to inform your chiropractor of your personal goals and expectations to better serve you.
____
Pain Relief - My singular goal is relief of my pain symptoms.  My only expectation is that the doctor of chiropractic will provide care to help alleviate these symptoms.

____
Health Care - My goal is to get back to the level I had before the symptoms began, and/or to maintain my current health.  My expectation is for the doctor to provide care that will both reduce my symptoms and help regain my previous health state.
____
Wellness - My goal is to improve my overall health.  My expectation is that the chiropractor will aid in designing a personal program for this improvement.

Patient Privacy (HIPPA)
I give my consent for the following people to receive/review my medical information, such as my medical records and appointment times:
Name:_____________________________ Relationship:________________     Date Added:___________

Name:_____________________________ Relationship:________________    Date Added:____________

Name:_____________________________ Relationship:_______________      Date Added:____________

Name:_____________________________ Relationship:_______________     Date Added:____________
I give my consent for messages to be left at my home, mobile, or

work regarding appointment times and follow up information.

Print Name: ______________________    Signature:______________________ Date:______________
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PRE-SCHOOL CHILD HISTORY

(3 years to 5 years)

Today’s Date______________

Child’s Name___________________________________

Sex:  M / F

Date of Birth:_____________

Age:_________

Parent(s) Names____________________________________________________________________

Parent's Marital Status:
Married
Single

Divorced
Widowed

Reason for today’s visit:______________________________________________________________

When did the problem start?___________________________________________________________

Yes  No
Does your child complain of pain or discomfort? If yes, when did this occur?_______________



Was the onset:
   Sudden   or   Gradual

Is the problem:   Constant   or   Intermittent

Yes  No
Has your child ever had this problem before? When?__________________________________

Yes  No
Has your child previously been treated for this problem? By whom?______________________

Yes  No
Has your child previously had chiropractic care? Previous Chiropractor___________________

HEALTH HISTORY

Yes  No
Does your child ever complain of back or neck pain?__________________________________

Yes  No
Does your child ever complain of pain in the arms or legs?_____________________________

Yes  No
Does your child ever complain of headaches?________________________________________

Yes  No
Has your child had asthma?______________________________________________________

Yes  No
Is your child allergic to anything? What?____________________________________________

Yes  No
Are there any smokers in the child’s home?__________________________________________

Yes  No
Has your child had any earaches? At what age did the child’s first earache occur?___________



How frequently does your child have earaches?______________________________________



In which ear does your child’s earaches usually occur? Right / Left / Both

Yes  No
Is your child presently taking any prescribed medications?______________________________

Please list any other illnesses that have been a concern for your child:

____________________________________________________________________________________

____________________________________________________________________________________

TRAUMA

Yes  No
Has your child had any recent falls or trauma?_______________________________________



Describe the trauma and the date it occurred_________________________________________

Yes  No
Has your child ever fallen from a bicycle, skateboard, rollerblades or similar?______________

Yes  No
Has your child ever fallen down stairs or fallen from a significant height?__________________

Yes  No
Has your child ever been in a motor vehicle collision or near-miss?_______________________

Yes  No
Has your child ever had a bone fracture or joint dislocation?____________________________

Yes  No
Has your child had any other trauma or injuries?______________________________________

Yes  No
Does your child ever bang his/her head repeatedly against a wall, bed or other object?________

Yes  No
Has your child ever had any surgeries? If yes, please explain:___________________________



____________________________________________________________________________

NUTRITION

Yes  No
Do you have any concerns about your child’s diet?____________________________________

Yes  No
Does your child have any food allergies?____________________________________________

Yes  No
Does your child have any persistent or intermittently occurring skin rashes?________________

Yes  No
Does your child take vitamin supplements?__________________________________________

Yes  No
Does your child eliminate stools each day?__________________________________________

For how many months was your child breast-fed?__________________________________________________

What aspects of wellness do you want for your child? (please check all that apply)

	(  )  More Energy

(  )  Better Sleep

(  )  Better Concentration

(  )  Improved Nutrition
	(  )  Greater Resistance to Sickness

(  )  Reduce/Eliminate Medications

(  )  Increase Enjoyment of Life

(  )  Better Balance
	(  )  Improve Sports Performance

(  )  Improve Posture

(  )  Quality Exercise

(  )  Decrease Stress


Please tell us what you MOST want out of your child's experience at our office.  What is/are your goal(s) for him/her?

___________________________________________________________________________
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Medical doctors, chiropractic doctors, osteopaths, and physical therapists that perform manipulations are required by law to obtain your informed consent before starting treatment.

I _________________________________, do hereby give my consent to the performance of conservative noninvasive treatment to the joints and soft tissues. I understand that the procedures may consist of manipulations/adjustments involving movement of the joints and soft tissues. Physical therapy and exercises may also be used.

Although spinal manipulation/adjustment is considered to be one of the safest, most effective forms of therapy for musculoskeletal problems, I am aware that there are possible risks and complications associated with these procedures as follows:

Soreness: I am aware that like exercise it is common to experience muscle soreness in the first few treatments.

Dizziness: Temporary symptoms like dizziness and nausea can occur but are relatively rare.

Fractures/Joint Injury: I further understand that in isolated cases underlying physical defects, deformities or pathologies like weak bones from osteoporosis may render the patient susceptible to injury.  When osteoporosis, degenerative disk, or other abnormality is detected, this office will proceed with extra caution.

Stroke: Although strokes happen with some frequency in our world, strokes from chiropractic adjustments are rare. I am aware that nerve or brain damage including stroke is reported to occur once in one million to once in ten million treatments. Once in a million is about the same chance as getting hit by lightening. Once in ten million is about the same chance as a normal dose of aspirin or Tylenol causing death.

Physical Therapy Burns: Some of the therapies used in this office generate heat and may rarely cause a burn. Despite precautions, if a burn is obtained, there will be a temporary increase of pain and possible blistering. This should be reported to the doctor.

Tests have been performed on me to minimize the risk of any complication from treatment and I freely assume these risks.

Treatment Results

I also understand that there are beneficial effects associated with these treatment procedures including decreased pain, improved mobility and function, and reduced muscle spasm. However, I appreciate there is no certainty that I will achieve these benefits.

I realize that the practice of medicine, including chiropractic, is not an exact science and I acknowledge that no guarantee has been made to me regarding the outcome of these procedures.

I agree to the performance of these procedures by my doctor and such other persons of the doctor’s choosing.

Alternative Treatments Available

Reasonable alternatives to these procedures have been explained to me including rest, home applications of therapy, prescription or over-the-counter medications, exercises and possible surgery.

Medications: Medication can be used to reduce pain or inflammation. I am aware that long-term use or overuse of medication is always a cause for concern. Drugs may

mask pathology, produce inadequate or short-term relief, undesirable side-effects, physical or psychological dependence, and may have to be continued indefinitely.  Some medications may involve serious risks.

Rest/Exercise: It has been explained to me that simple rest is not likely to reverse pathology, although it may temporarily reduce inflammation and pain. The same is true of ice, heat, or other home therapy. Prolonged bed-rest contributes to weakened bones and joint stiffness. Exercises are of limited value but are not corrective of injured nerve and joint tissues.

Surgery: Surgery may be necessary for joint stability or serious disk rupture.  Surgical risks may include unsuccessful outcome, complications, pain or reaction to anesthesia, and prolonged recovery.

Non-treatment: I understand the potential risks of refusing or neglecting care may include increases pain, scar/adhesion formation, restricted motion, possible nerve damage, increased inflammation, and worsening pathology. The aforementioned may complicate treatment making future recovery and rehabilitation more difficult and lengthy.

I have read or have had read to me the above explanation of chiropractic treatment. Any questions I have had regarding these procedures have been answered to my satisfaction Prior To My Signing This Consent Form. I have made my decision voluntarily and freely.

To attest to my consent to these procedures, I hereby affix my signature to this authorization for treatment.

_________________________________________
Signature of patient

_________________________________________
Signature of witness

_________________________________________
Date 

Patient Status At Time Of Informed Consent Process

Based on my personal observations, medical history and direct conversation with the patient, I conclude that throughout the consent process the patient was:


[    ]
Of legal age


[    ]
Oriented x 3


[    ]
Disoriented as to


[    ]
Coherent and lucid


[    ]
On prescription/OTC medication but unimpaired


[    ]
Proficient in understanding the English language


[    ]
Assisted in understanding by an interpreter


     (Interpreter’s name:________________________________)

[    ]
Resolute in denying the use of alcohol and or recreational



     drug use prior to consent


[    ]
Unable to give legal consent


[    ]
Consent given thru legal guardian

__________________________
_______________________



   

Name




Relationship

Patient’s questions (if any) and information supplied are as follows:

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Comments: ______________________________________________________________

I certify that the above accurately describes the above named patient’s status during the informed consent process.




________________________
_____________________________         

Date




Signature of Doctor
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