PATIENT INFORMATION

Date

S5/HIC/Patient ID #

Patient Name

Last Name

; First Name Middle Initial
Address
City
State Zip
E-mail
Sex (OM [OF Age.
Birthdate
] Married [] Widowed [ single ] Minor
[ separated [ Divorced [ Partnered for _ years
Occupation

Patient Employer/School

Employer/School Address

Employer/School Phone )

Spouse’s Name

Birthdate

Ss#

Spouses Employer

Whom may we thank for referring you?

INSURANCE

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? [JYes [J] No

Subscribers Name

Birthdate SS#

Relationship to Patient

Insurance Co.

Group #

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

and assign directly to

Name of Insurance Company/(ies)

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

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

PHONE NUMBERS

Home Phone [_____ |

Best time and place to reach you

Cell Phone | )

IN CASE OF EMERGENCY, CONTACT

Name

Home Phone (______ |

Relationship __ .

Work Phone | )

ACCIDENT INFORMATION

Is condition due to an accident? [] Yes [] No Date
Type of accident [JAuto [JWork [JHome []Other

To whom have you made a report of your accident?
[J Auto Insurance [ Employer []Worker Comp. [ Other

Attorney Name (if applicable) _

PATIENT CONDITION

Reason for Visit

Ef\ma@ (aue Ph%mmm Name :

Nomcer?

When did your symptoms appear?
Is this condition getting progressively worse? [JYes [[JNo  [JUnknown

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)

[J Throbbing [C] Numbness
[[] Stiffness

Type of pain: [ Sharp
[ Burning

How often do you have this pain?

Is it constant or does it come and go? _

Does it interfere with your [} Work

(0 Tingling [ Cramps

O Aching  [J Shooting ¢
[Jsweling [ Other \ ' JJ
|

[1sleep [ Daily Routine

! 1y
] Recreation J g 2_,' u‘

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

(Vers.C255504)
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HISTORY.

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

HEALTH

@‘A % [ Chiropractic Services [] None ] Other

MName and agdress of other doctor(s) who have treated you for your condition

Date of Last:,, Physical Exam Spinal X-Ray Blood Test 1
Spinal Exam Chest X-Ray Urine Test R R
Dental X-Ray - MRI, CT-5can, Bone Scan

Place a mark on "Yes™ or "No” to indicate if you have had any of the following:

AIBS!I—W [ Yes []No Diabetes [JYes [ No Liver Disease [JYes [JNo  Rheumatic Fever Oves [ No
' [JYes [JNo Emphysema CYes [JNo Measles [JYes [[JNo Scarlet Fever [JYes [ No
[dYes [ No Epilepsy [OYes [JNo Migraine Headaches [] Yes [JNo  Sexually
PARE [Yes [ No  Fractures CYes [ONo Miscarriage COYes []No g;::;:’"md OJYes [JNo
'.'_ﬁ_'!'@rgxfa OYes [ONo Glaucoma Ovyes [JNo Mononucleosis Yes [INo — Clves: 1N
- Appendicitis [CDYes [JNo Goiter OYes ONo  Mutiple Sclerosis ~ [JYes CINo ¢ ..o o ClYes [ No
_ Arthritis [dYes [JNo Gonorrhea Clyes [ONo  Mumps [Yes [INo Thyroid Problems  [JYes [J No
Asthma [OYes [OJNo Gout [dYes [ONo  Osteoporosis [JYes []No Tonsillitis Elves 1Ko
Bleeding Disorders []Yes [JNo  Heart Disease [OJyes [JNo Pacemaker Clves JNo A e CJves CJNo
Breast Lump [Oyes [ONo  Hepatitis [dYes [[JNo  Parkinsons Disease []Yes [ No T Gavire.  Cves DI
Bronchitis [JYes [JNo Hernia [OYes [No Pinched Nerve [JYes [No Typhoid Fever []Yes [JNo
Bulimia [OYes [JNo  Herniated Disk [OYes [OJNo Pneumonia JYes [No Ulickts CYes [ No
Cancer COYes ONo Herpes [OYes [ONo Polio [OYes [ONo Vaginal Infections  [] Yes [J No
Cataracts : OYes [ONo HE:; 5Eii:!':eod e B Prostate Problem [ Yes [JNo Whooping Cough  []Yes []No
Chemical | Prosthesis OvYes OONo  per
Dependenc;y [OYes [JNo High Cholesterol  [JYes []No Psychiatric Care ClYes [JNo
Chicken Pox| [JYes [JNo Kidney Disease OYes ONo Rl irnatoid At (Vs TT'NG
EXERCISE WORK ACTIVITY HABITS
] None [] sitting [[] Smoking Packs/Day .
O Moderate. ] Standing [] Alcohol Drinks/Week
[ Daily }. L (] Light Labor [[] Coffee/Caffeine Drinks Cups/Day
[ Heavy | (] Heawvy Labor [ High Stress Level Reason T
-

Are you pre_éi;"zant? [JYes. [INo Due Date
Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones T

Dislocations

Surgeries

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone |




“Open Adjustment” Disclosure: This office utilizes an “open adjusting” environment for ongoing patient care. “Open adjusting" involves several
patients being seen in the same adjusting room at the same time. Patients are within sight of one another and some ongoing routine details of care
are discussed within earshot of other patients and staff. This environment is used for ongoing care and this is NOT the environment used for taking
patient histories, providing examinations or presenting reports of findings. These procedures are completed in a private, confidential seiting. The
use of this format is intended to make your experience with our office more efficient and productive as well as to enhance your access to quality
health care and health information, If you choose not to be adjusted in an open adjusting environment other arrangements will be made oryou. If at
any time you desire a private consultation on a routine visit, arrangements will be made to accommodate your request.

Incidental Disclosures: We may use or disclose your private health information to provide you with:

1. appointment reminders (such as voicemail, postcards, e-mail, or letters) 4, referral thank you board acknowledgements
2. Newsletters via e-mail andfor mail 5. patient pictures
_ 3. patient success stories 6. record of visit on our sign-in shee!
e e e e ol R e o O oy

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we provide
photocopies. You must make a request in writing to obtain access to your health information. You may obtain a form to request access by using the
contact information listed at the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and staff time. You
may also request access by sending us a letter to the address at the end of this Notice. If you request copies, we will charge you 25¢ for each page,
530 per hour for staff time to locate and copy your health information, and postage if you want the copies mailed to you. If you request an alternative
format we will charge a cost-based fee for providing health information in that format. If you prefer, we will prepare a summary or an explanation of
your health information for a fee. Contact us using the information listed at the end of this Notice for a full explanation of our fee structure.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health information
for purposes other than treatment, payment, healthcare operations and certain other acfivities, for the last 6 years, but not before April 14, 2003. If
you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these
additional requests.

Restriction: You have the right to request we place additional restrictions on our use or disclosure of your heaith information. {You must make your
request in writing.) Your care is in no way conditional to your acceptance of our privacy practices. We are not required to agree to these additional
restrictions. but if we do, we will abide by our agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means or to
alternative locations. (You must make your request in writing.) Your request must specify the alternative means and/or location, and provide
satisfactory explanation how payments will be handled under the alternative means and/or location you request.

Amendment: You have the right to request that we amend your health information. (You must make your request in writing and it must ’!xplaln why
the information should be amended.) We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this Notice in written form.
QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

if you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your healti: information
or in response to a request you made to amend or restrict the use or disclosure of your health information or to have us communicate with you by
alternative means or at alternative locations, you may complain to us using the contact information at the end of this Notice. You also may submit a
written complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your complaint with the U.S.
Department of Health and Human Services upon request.

We support your right to privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us or witn the U.S.
Department of Health and Human Services.

This notice is effective as of April 14, 2003. My signature acknowledges that | have received a copy of this notice.

Name (Printed please) ' ' Signature ' Date

If you are a minor, or if you are being represented by another party

Personal erresentatwe (Prmted please) Pér”s'br{éiﬁépresemative Signature Date

Deécriptioln of the éﬁ_t_ﬁbr-i_ty to act on behalf of the patient
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7 Newark-Pompton Turnpike

. Riverdale, NJ 07457
& Office: 973-831-1100
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Insurance Update

Please be advised that this office and its agents make no assurances, inferences, nor
guarantees regarding your insurance coverage. Although we may participate with an
Insurance carrier, it is simply impossible for this office to be aware of, nor versed in, each

particular plan’s coverage, as there are a multitude of insurance

‘ plans and coverage
particulars.

Our office will do its best to provide you with the necessary information (such as
diagnosis and treatment codes); however it is incumbent upon you, the patient, to verify
any insurance coverage regarding treatment in our office. It is your insurance coverage
and thercfore your responsibility to ascertain benefits.

Certainly our staff will make every effort to assist with the insurance questions. 'Each
plan is different and the contract negotiated by your cmployer may contain restrictions
that others do not. You are responsible to know these restrictions. We are aware of the

. many {rustrations of the managed care system and will do our best to assist you.
Y g Y Y

‘Thank you for your understanding.

Date Signature of Patient or Guardian



Assignment of Benefits Form

Practice Name __Cornersione Chiropractic

Address 7 Newark Pompton Ipke

Clity, State, Zi

p Riverdale NJ 07457

Phone _ 973-831-1100

(T U

Patient;

Employer:

Claim Group:_

S5d T 1D#:

I hereby instruct and direct Insurance Company to pay by check made out and mailed to:

Practice Name and Address

or
[ my current policy prohibits dircet payment 1o doctor, | hereby also instruct and direct you to muke out the check
1o me and mail it as follows:

Practice Name and Address

for the professional or medical expense benefits allowable. and otherwise payable to me under my current insurance
policy as payment toward the total charges for the professional services rendered. THIS IS A DIRECT
ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not exceed my
ndebtedness to the above-mentioned assignee, and 1 have agreed to pay. in a current manner, any balance of said
professional service charges over and above this insurance payment. It payment is mailed directly 10 me I will bring
in the eheck and explanation of benefits within 1 week of receipt,

A photocopy of this Assignment shall be considered as effective and valid as the original.

Fulso authorize the release of any information pertinent to my case 1o any insurance company, adjuster, or attorney
involved in this case.

Iauthorize doctor to initiate a complaint to the Insurance Commissioner or my health care provider for any reason
on my behalf.

Dated at _this  dayol )

Signature of Policyholder

_ Signature of Claimant. if other that Policyholder.
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