Patient History

Email:
Occupation Work Phone:
Emergency Contact

Insurance Company

Insurance Company Address:

Have vou ever been to another doctor for this problem?

Have vou been treated by a chiropractor before?

COMPLAINT:

Welcome to Hatmaker Chiropractic

Name loday’s Date:
Address Apt #:

City State:

Home Phone: Manital Status:
Cellphone/Pager

Date of Birth SR H-

Can we email you special announcements and Newsletters’

Zip:

S M D Other

Yes Mo

Policy #:

Group #:

*Date when symploms first appeared

Is the condition? [1Job Related [ Auto Related | Home injury [Fall

Did it begin: Gradual? Sudden?
How often do you experience the symptoms?
Constant 100% Frequent 75%

Intermittent 50% Occasional 25% Rare 10%

Describe how the imjury occurred

What makes symptoms worse?
What gives relief of symptoms?

Type of Pain

Sharp Dull Aching Buming
Throbbing Numb Other
Does the pain radiate into the legs or arms? UYes [No

If yes, where does it radiate?

Slowly over time?

Who?
Other please mark yvour arcas of pain or
tingling on the figures helow
| 1
X {
- =
\ " 1
|
|

How bad is your pain? (Please
indicate 0 for no pain to 10

unhearable pain)

| e




How has this affected your Life? Circle one

s . YES NOD

Have you e | L
Has the quality of your work been affected? ———r————— YES NO
How?
Can you work with the pain? -eeeeeeeececeres e e L == A LY
Are you able to do houschold chores? —————————7pern  — ———— YES NO

Has this problem interfered with your social life? ————————————— YES NO

Has il interfered with spending time with family and friends? — YES NO
Has it interfered with vour recreational activities (Exercise, Hobbies, Golf, Tennis, etc...) YES NO

Has it affected your life in any other way?

PLEASE LIST ALL SURGERIES YOL HAVE HAD:

Type When ____ Doctor

Type_ When Daoctor

PLEASE LIST ALL PREVIOUS ACCIDENTS AND FALLS:
What _ When
Whan ~ When

Remarks

PLEASE LIST ANY MEDICATIONS AND/OR VITAMINS YOU TAKE ON A REGULAR BASIS:
What Frequency ___ Doctor

What Frequency ___ Doctor

DISABILITY

Do you have a permanent disability rating? Date received ___ Rating Percentage:

CHECK ANY OF THE FOLLOWING YOU HAVE OR HAVE HAD:

HIV Positive Dhabetes \nemia Giowt Folio

\ppendicilis Hear Disoase Hepatits Ecrema "Miscamiage
Arienosclerosis Herpes Multiple Sclerosis T Arthritis Hizh Blood Pressurc
Stroke Canoer Hypersensitivity Pleurrsy Tuberculosis

Small Pox Allcrgics Asthma Ulcers

Any olher past medical history that the doclor should be aware of?_




X-RAY COMFIRMATION
This is to confirm that I have been advised by this office that x-rays can be hazardous to an unborn child. At this

time, to the best of my knowledge, | am not pregnant. 1 consent to radiographic pictures if necessary

Patient Signature Date

| understand the information contained within this form and guarantee this form was completed correctly and to the

best of my knowledge

Patient Signature Date

CHIROPRACTIC INFORMED CONSENT TO TREAT

1 hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures,
including various modes of physical therapy and diagnostic x-rays, on me (or on the patient named below, for whom
1 am legally responsible) by the doctors of chiropractic at this facility.

I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks
to treatment, including but not limited to, fractures, disc injuries, strokes, dislocations and sprains. | do not expect
the doctor to be able to anticipate and explain all risks and complications, and [ wish to rely on the doctor to exercise
judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, is
in my best interests. | understand that results are not guaranteed.

I have read, or have had read to me, the about consent. | have also had an opportunity to ask questions about its
content, and by signing below I agree to the above-named procedures. [ intend this consent form to cover the entire

course of treatment for my present condition and for any future condition(s) for which I seek treatment.

Patient Signature Date
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For the purposes of this Consent Form, “Office” shall refer fo: Hatmaker Chi!’ﬂpi‘&diﬂ

| understand that some of my health information may be used and/or disclosed by the Office to carry out treatment,
payment, or health care operations, and that for a more complete description of such uses and disclosures | should refer
’.rp the Office’s privacy notice entitied, “Our Privacy Practices.” | understand that | may review this privacy notice at any
time prior signing this form

I u_nd_ersrand that over time the Office's privacy practices may need to change in accordance with law and that if | wish to
obtain a copy of the notice as revised, | can call the Office to request such copy.

I understand that | may request restrictions on how my information is used or disclosed to carry out treatment, payment,
or health care operations, and that | can also revoke this Consent in, but only to the extent that the Office has not taken
action In reliance thereon and also provided that | do so in writing.

I L.ndnrstquu' ths_lt for my protection, any requests to amend my health information or to access my medical records must
be made in writing

Patient Name (please print) —

Cirmmatira
Signature ) _ Date: __J
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ADVANCE NOTICE OF NON-COVERED SERVICE

=
Ln

PLEASE BE AWARE OF THE FOLLOWING MEDICARE REGULATIONS
CONCERNING CHIROPRACTIC CARE

In accordance with the Medicare Act Section I842(i), this letter is 1o advise you that Medicare will only
pay for services that it determines 1o be *reasonable and necessary™ under Section 1862(a)(i) of the
Medicare Act. If Medicare determines that a particular service, although it would otherwise be covered, is
not "reasonable and necessary”, under Medicare program standards, Medicare will deny payment for that
service

Medicare limits chiropractic reimbursement to manual maripulation
Reimbursement is based on medically necessary correction care only, maintenance care is not covered

Medicare DOES NOT reimbuirse for charges of exams, x-rays, therapy, supplements or supports fiom a
chiropractor,

Medicare patients will be responsible for deductible amounts, non-coversd charges and any denied visits
which exceed Medicare guidelines.

Medicare Supplemental Policies and or Major Medical Policies may be affected by Medicare denijals

I -

v _{':} Our office agrees to Accept Assignment
You will be responsible for 20% co-payment on the allowable charge for marual
manipulation in addition to those charges not covered which are listed above.

Our office DOES NOT ACCEPT ASSIGNMENT
You will be responsible for all charges incurred. Charges for manual manipulation will
be assessed af Medicare's Limiting Charge. Our office will Jile your claims for you and
reimbursement from Medicare will be based on 80% of the allowable charge for
manipulation only.

' have read and understand the limitations of my Medicare coverage and the affects it may have on any
supplement or secondary policies. T am aware that 1 will be responsible for any charges that Medicare
demies or deems over "reasonable and necessary®

Signature of Patient Date




HATMAKER CHIROPRACTIC CLINIC

1021 61* 5t. Swite 200, Galveston, TX 77551
(409 T40-6800 Fax: (409 T40-6804

Patient Name: Chart Number:

Apvance BeNEFICIARY NoTice oF NoncoVvERAGE (ABN)
NOTE: If Medicare doesn't pay for the items and services below, you may have to
pay.
Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the items and services below.

~  Estimated Cost

__ Itemsand Services =~~~ Reason Medicare May Not Pay

OManual Manipulation of Spine  Medicare NEVER pays for maintenance Care $15-$45
CJExamination (E/M) These are NON-Covered items and Services $50-$200
CIX-ray under Medicare when ordered and/or $80-5160
OPhysical Medicine (e.g. Massage) delivered by a chiropractic doctor. $10-350
ODurable medical Equipment Various
OVitamins and Analgesic Creams $10-$65

WHAT YOU NEED TO DO NOW:

« Read this notice, so you can make an informed decision about your care.
e Ask us any questions that you may have after you finish reading.
+« Choose an option below about whether to receive the items and services listed above.
Note: If you choose Option 1 or 2, we may help you to use any other
insurance that you might have, but Medicare cannot require us to do this.

OPTIONS: Check only one box. We cannot choose a box for you.

[1 OPTION 1. | want the items and services listed above. You may ask to be paid now, but | also

want Medicare billed for an official decision on payment, which is sent to me on a Medicare Summary
Notice (MSN). | understand that if Medicare doesn't pay, | am responsible for payment, but | can
appeal to Medicare by following the directions on the MSN. If Medicare does pay, you will refund any
payments | made to you, less co-pays or deductibles.

[] OPTION 2. | want the items and services listed above, but do not bill Medicare. You may ask
to be paid now as | am responsible for payment. | cannot appeal if Medicare is not billed.

(] OPTION 3. | don't want the items and services listed above. | understand with this choice | am
not responsible for payment, and | cannot appeal to see if Medicare would pay.

Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions
on this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).

Signing below means that you have received and understand this notice. You also receive a copy.

Signature: | Date:
|

According to the Paperwork Reduction Act of 1995, no persons &re reguired 1o respond to & collection of information unless it displave a valid OMB control
number, The valid OMB control number for this information collection is 0938-0566. The time required to complete this information coblection s estimated o
average 7 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complets and review the
information collection. If you have comments concerning the aceuracy of the time estimate or suggestions for improving (his Torm, please write to; CMS, 7500
Security Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.

Form CMS-R-131 (03/08) Form Approved OMB No. 0938-0560




HATMAKER
CHIROPRACTIC

PRIVACY NOTICE

Under Federal Law, How Might Your Protected Health Information Need to Ba Used /
Disclosed by Our Office for Treatment, Payment, or Health Care Operation Purposes?
nerx r protected information may be used or disclosed by our i1 for
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In addition to those operations listed above, our office may send you
wel o cards as well as birthday cards to 1T att ion by mail wi
may include the actual date of your birthday.
patients who 1ndicate who referred them to our a! 2
send you “Thank You" cards to the referring persor Cur office also
regqularly disburses newsletters, special offer: ollow-up surveys and
mailings, teo our current and past patients.
Disclosures to the Patient by Fax and E-mail; Disclosures Left on Voice Mail.
Periodically, patients reguest that our clinic transmit protected information to
them by means of fax or email, or leave messsages on ?nice mail regarding such
information. While we may request specific written authorization from you prior to
disclosing protected information through such means, wyou hereby agree that by
providing us with a fax number, email address, or phone mumber which includes woice
mail, you are hereby consenting to disclosures through such means.
Disclosures to “Perscnal Representatives” at the Patient’'s Request
COftentimes, close relatives to our patients will request that we dis"los
health information to them on the patients” behalf or at our patients’
You hereby agree that 1f the person you represent as your ﬂpouﬂe
clinic regarding your care, we may disclose protected information to
Under Federal Law, How Might Your Protected Health Information Need to Be Used /
Disclosed in Ways That Don't Require Written Consent or Authorization?
Under certain circumstances, law may require or permit our practice te make use of
your protected information without your consent or authorization.

required by law.
for public health activities.
ctims of abuse, neglec
for health owversight
Meseclosures for judici and administrati
enforcement purposes.
wout decedents.
cadaveric organ, eye or i denation purposes.
disclosures £ research purposes.

disclosures

L B =

cther law becomes more restrictive than Federal Law with
gsures of your protected information, ocur practice wil
the more stringent requirements in this privacy notice.

All Other Uses / Disclosures Require Your Written Authorization

and those which reguire
only be made with vyour
you make revoke it at
and subject to

Your Rights and How to Exercise Those Rights

Under Federal Law, you have the following rlghtﬂ. To exercise your rights, you

will need to send a written request to th ion of the Privacy Offic of our

izes and di:
ze- note

provided by anc

stected health informat
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AUTHORIZATION, ASSIGNMENT & RELEASE FORM
AUTHORIZATION AND ASSIGNMENT

In consideration of your undertaking to care for me, | agree to the following:

1. You are authorized to release any information you deem appropriate concermning my physical condition to any insurance
company, attorney or adjuster in order to process any claim for reimbursement of charges incurred.

2. l authorize the direct payment to you of any sum | now or hereafter owe you, by my attomey, out of the proceeds of any
settlement of my case, and/or by any insurance company obligated to make payment to me or you based in whole or in part
upon the charges made for your services.

3. In the event any insurance company obligated by contractual agreement to make payment to me or to you for the charges
made for your services refuses to make such payment upon demand by you, | hereby assign and transfer to you the cause
of action that exists in my favor against any such company (the name(s) of which is believed to be correctly set forth under
pertinent data) and authorize you to prosecute said action in my name as you see fit and further authorize you to
compromise, settle or otherwise resolve said claim as you see fit. However, it is understood that until a reasonable effort
has been made to collect the sums due from the insurance company or companies contractually obligated, you will refrain
from collecting the amounts owed, directly from me. | understand that whatever amounts you do not collect from
insurance companies proceeds, whether it be all or part of what is due, | personally owe and agree to pay to you.

4. In addition to the above, | hereby waive the statute of limitations on collection and/or recovery in this State of
5. | further agree that this Authorization and Assignment is irrevocable and ongoing until all monies owed are paid in full.

6. This Authorization for Assignment will be in continual effect until revoked by both parties.

Date Patient/Insured Signature
RECORDS RELEASE
To , | hereby authorize you to release to any information

including the diagnosis and records of treatment or examination rendered to me for all care during the period from
to

Date Patient/Insured Signature
Date Staff Signature
RELEASE FROM CARE
|, hereby understand that Dr. is releasing me from care, for my
accident dated , and that | have reached O a pre-accident status or O maximum medical improvermnent. |

further understand that all expenses incurred from this accident are my responsibility or the insurance company's and that all
expenses incurred after the date below will be my personal responsibility. | will make financial arrangements for payment
directly.

Patient Signature Date Staff Signature

&1996 Parker Chiropractic Resourca Foundation ¥130-228-0




Patient Name: Date:

*lease accurately mark the areas

where you have symptoms

CONSENT TO TREATMENT

Patient Signature




