
Patient History 
Welcome to Hatmaker Chiropnu:tic 

Today's 0aIc: ___ _ 

Addm.5: _______ _ Apt': ____ _ 

C~, _______ ___ ~; Z~~, __ _ 

~~:,------- MaritalSQIus: S M 0 0Iber' ____ _ 

~II~ _____ --

Dole ofBirtb: _______ _ ".,--------
Emait ____________ Can _ email yoospeo;io!8JIn<lUI.IC:C:nts and Newskucn7 Yes No 

Oc<:uJ*Iion: wort Phone: _________ _ 

EiI .. IIi"I .. yContKt:,~~~===========:::=_~ ____ _ !i\SIiI'aIICC Company. Policy ': , 

J............, Company Address: Group" 

II.ve you evff ~ 10 anot/Icr docwr for this problcm?' ___ _ ""'---
Have you been trea1ed by . chiropn.ctorbef0re7, _ _ _ 

COI'l1 I'LA INT: _______________ _ 

• Date ... hcn symplOlll' Ii ... t appclU'ed -,----,----,-,---::---cC­
Is the conditioo? nJob Related l!Auto Related CHoom injury Dfall OOlher 

Did it begin: OraduII?__ Suddon?_ Slowly ovcrti""'? __ 

flow olkn do you expoIi'ltoce !he symptoms? 

C.Coostan! 100% 

Clntormillen! SO% 

[ "~uen! 7S% 

LO«uionaI2S% DRarolO% 

DHcribe bow the i'liury oeo;urred _________ _ 

WhII makes symptoms wono:? __________ _ 

WloII pves relief of symplOml?' __________ _ 

1)'1'" or Pain: 

C Oull 

C N"",b 

CBurning CAdoins 

"""'",----

DooIs the pain radiate into !he Ie&s or oums? e Yes [ No 

, 

How t..d i$ ycu pilin? (Ploue 

indicate 0 ror "" pain 10 10 

Ul'Ibearable pain) 

If Y"s, v.h ... does it radiat.? 5----------10 



How Iw this .rrcclCd your Ufe? 

Have you missed WI':Ifk?' ----- -============= !las !he .,...Iiey of your WI':Ifk been .ff«1l:d? -

orris \I!!S 

YES NO 

YES NO 

lIow? :~~~~~~~~~~~~~~~~~~~~ __ 

c .. you WI':Ifk with eM c-in? YES NO 

AI1I you .... 10 do houscfIold chores? YES NO 

Has this poot>lem inccrfercd with your _iaJ life? YES NO 

Has it: inecrfercd wich spendi", eime wiclo family and friends? _____ _ __ YES NO 

Hu it: ilucrfercd "'idI yOll' l<ICI1IIIIIionaIlCCiwit:ics (Exerci .... Hobbies. Golf; Tem"" eI< . •. j YES NO 

Ha$il.aJTcctcdyourliftinllnyocborway'! __________________ _ 

",.,--------- """',---- """"',-----
Type Wbcn Oocror, ______ _ 

Pu:ASE LIST ALI. PRI:WIOUS ACCIDENTS AND rALLS' 

""" ""' •• _----
W~c' ____________________________________ _ 

""~.------------
R.n~' ________________________________ __ 

PLEASE UST ANY MEOICATIONS AND/OR VITAMINS YOU TA KE ON A REGULAR BASIS: 

""",---------- '''''""",' ------- """.,------
What Frequrney Doceor' ______ _ 

OISAtIlLlTY: 

00 you blvoe. pmnantm disabilicy mina? ___ _ Dale receiw:d 

CHECK ANY OFTI1E FOLLOWING YOU IIAVE OR HAVE HAD: 

- ItIV_ ~ ~ ~ 

~" ..... -- U_ ,-
tJu"'· , - ' ... ------ <- OC ljpc ... ~ -~,~ """'" ~ -
AIJJ ___ II-,. ...... __ ""_or 

----

-31-.,. 
GIIiP_r-.:: 
lIT ...... 



X-RAY COMFIItMATlON 

This .. to "",rmn IIIat I ha"" been advised by !h is (lff",~ dial ,,-rays can be Iw:ardous to an unborn child. Al1Ms 

Ij""" 10 tht be:u ,,(my knowlcdje. I om no! ~ I e<In$CIII to rad~ p~ ;f ""'~, 

I undemand!he information <:(IfII&ined within Ibis form ODd ~ !his form ..... completed tontoCIly MId to the 

bat of my know!ed&e. 

I be~by request and consent 10 the performance of cbiropractic adjuwncnrs and other chj~lk po"OCe<lures, 

including various modes of physical therapy and diagnoslic x-"'ys., 00 me (or- on the pat;'nt named below. for ,,'Oem 

r am kll"lIy responsible) by the doclOt$ of chiropractic at Ihi. facility, 

r u~d and am informed ttw. u in tile pnocIice of medicine, in the practice of chiropractic then! an:.oome risks 

to ",,"tnlOnl. includina but IlOI limil<:d to, f.-aeturt$, dis<: injuries, W'Okes, dislocalions."d spnoins. I do noI expt<1 

the doctor to be able 10 Inticipate and explain III nsb and cornplKoations, and I wish 10 ~Iy (J<l It.. doctor 10 •• m:ise 

judgmem duriJli the rourse of tbe ~ which tht doctor ree]s at the time. based upon the (am then known. is 

in my baI int~s. I undetsIlIIld IhM ~Its we noI g.wanU:ed. 

I hive ...... or have had read 10 ...... the M:>ouI COMenI. I """'" also had an O\lI>Oflunity 10 .... qUCSIioM IIbou1 it:! 

COIlIefIt. and by $ianin. below I ."... 10 the ~ proccdur'es. r inu:nd this _ form 10 COWl" \be ",tin! 

""",",0(_ r .... my ~1 cond~ion mel forany funn condilion(s) foo- ..... ich I sed< tralmml. 

D, .. 



HATMAKER 
CHIROPRACTIC 

1011 61" SL, SIt. 100. G.I'r$'on, TX 77SS1 
P: {4l)9J1~ F: {4(9)1~4 

PATIENT CONSENT FORM 

FOf IIle pcIfpOSe$ of IIIIS Coosent Fonn, "()ff"a" shall refef k): Hatmaker Chiropractic 
I underst8nd that $OIllII of my health inbmation may be usad and.Iot" disclosed by Ihe Office \0 carry out treetment, 
payment. Of health care op8!l!tions, and that klr a !TOOl complete desa1lIion of such lISeS and disdoslJres I should refer 
\0 Ihe OffioI!I's privacy notioe en!rtled. 'Our PriYecy f'loctic8$" I unde!stand thai I may review this priYecy notice al,ny 
tine priOf slgn~ IIlIs form. 

I ~ It!aI over time the Off!Oe's privacy practices may r.eed to change in IICCOItIance with I<rw and lIlat ij I wish to 
obtain a oopy of the fIOIio!Ias revised, I can call tfle 0I1ia:! 10 reqoost such oopy. 

I understand Ihat I may request resIOOions 0fI flow my information is used 01' disclosed to carry olll treatment, payment, 
0/ flealtll care operations, lind that I can also rel'Qkalhis Consent '" but only to the ex.tent that the Office Ms rt01 taken 
adlOll in reloance IIlereon and also provided lila! I do so in writ.i1g. 

I undemand that for my protection. any requests \0 amend my health information Of 10 aa:ess my medicI!J records must 
be mOOe ill writing 

Patient Name (plaase print).,. _____________________ _ 

-•••• ,, _________ _ _ _ _ ___ ""' -1-'_ 



NOTICE TO MEDICARE - PART B BENEFICIARIES 

ADVANCE NOnCE OF NON-COVf:R£D SERVlCES 

PLEASE BE AWARE OF 1liE fOLLOWING MEDICARE REGULATIONS 
CONCERNING CHIROPRACTIC CARE 

lD taXlI'darw;e .. uh the Ma!k:an: lID.. Sec:uon 1&42(i). !hi. !en.er;'10 advioe you tha1 Mtdican:..;,.o oaly 
~ foI' kMces tha1 il do:Iermila 10 he "/V_'We ADd D<""';U'y"ll!IdI:t Seo:tioa J 162(I)(i) 01 the 
Mediem Aa. IfMoedican delermUoc!; !NI. ~ ICMoe, aIthoup it II'III1Id ochmrisc be ~ ;, 
IlOl """''''"VW:1Dd ~'. WIdtt Mo:dieate ~ SWI<Iards. Modicm will deuy pI)'1I>eDI rOt tJw. "'"". 
Modic:aR Iim.iU chiropraa>; re~ 10 IIlI..!mIl maci~ 
~ is bucd 011 medic:.lJy """""'"'l' 00I'l'IICti0CI ~ oalr. mlja ............ ~ is IlOl 0I:Mred. 

Medicale r-t.imU will be '"PO"'N. tor ~bIc I.tIIOWItI.. 1IOII<:O'WeRd cIwJes aod III}' deDlc>d vilil$ 
whio:It aceed ~ p'ide1i_ 

Medicare s.w I" I'!:>Iicia; &lid or MI,ior Mo:Ii<:aI. PoIic:ioes...."be d=cdbf ~ IbUab. 

~ Our office a.gr~ to Accept AssignmtDt 
fOIl will be mponslbft flY lOUco-poymtnl 01/ IN a/Iowabk charge for mamu:s/ 
maniplllatiOll In addition to ~ doargts not covrrtd wh/eJ. we listtd aOOvr, 

;;:--c:;;==Our office DOES NOT ACCEPT ASSIGNMENT 
rOIl will be mponsibkfOt' CJif charges illCllrred. Chcrgtsfor nranuaJ 1N11IlpU/Qlion will 
be lWtS$td at MuliCfrn'$ Limiting Chargt. ChIT Offict wllffile JOIII' c/tJlmljOT)'OI/ and 
rrlmbut'Wlltnt frotn Mtdi~ .... iIl be bclMd QfI 8(J'Jf of IN allowablt c:hatgt for 
manipulatiOll only. 

J bave read IDd Imdentud the !imiU!ions olll!)' Medi~ «r'r'e1'l# and thc Il'roc.u it ~- bIYt on III]' 
IOIpplellVN or ""'ODCIat)' poIicics. lam ... -an: that I wiU be te$pCInOIbIe (or 1111 ct&atJcs Iha! MocIicare; 
denies or deems ~r " __ ""bI. &Del DeCcUat).'. 

Slgmtu"' or Pllient 



Patient Nam e: 

HATMAKER CHIROPRACTIC CUNIC 
1021 61H St. Swt< 200, Ga/v~ .. oo, TX 77551 

(409) 740-1>800 F.~ (W9) 7.w.6894 

Chart Number: 

ADVANCE BENEFICIARY N OTICE OF NONCOVERAGE (ABN) 
, If Medicare doesn't pay for the items and services below, you may have to 

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 nol pay for the items and services below. 

Items and Services - Reason Medicare May Not Pay Estimated Cost 
o Manual Manipulation of Spine Medicare NEVER pays for maintenance Care 

OExamination (ElM) These are NON-Covered ~ems and Services 
OX-ray under Medicare when ordered andlor 
OPhysical Medicine (e.g. Massage) delivered by a ch iropractic doctor. 
ODurable medica l Equipment 
OVitamins and Analg'esic Creams 

WHAT YOU NEED TO 00 NOW: 

• Read this notice. so you can make an informed decision about your care. 
• Ask us any questions tha t you may have after you finish read ing. 

515-$45 

550-$200 
$80-$ 160 
$10-550 
Various 
$10-$65 

• Choose an opt ion 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. 

o OPTION 1. I want the items and services listed above. You may ask to be paid now, but I also 
want Medicare bi lled for art official decision on payment. which is sent to me on a Medicare Summary 
Notice (MSN). I understand that if Medicare doesnl pay, I am responsible for payment. but I can 
appeal 10 Medicare by fol lowing the directions on the MSN. If Medicare does pay. you will refund any 
payments I made to you, less co-pays or deductibles. 

o OPTION 2. I want the items and services listed aoove. but do not bill Medicare. You may ask 
to be paid flOW as I am responsible for payment. I cannot appeal If Medicare is not billed. 

o OPTION 3. I don't want the items and services listed aoove. I understand with this choice f am 
not responsible for payment, and I cannot appeal to see rf Medicare would pay. 

ItlOnal I.nlormation: 

This notice gives o ur opinion, not an official Medicare dec ision. If you have other questions 
on this notice or Medicare billing, ca ll 1-800-MEDICARE (1 -800-633-4227fTTY: 1-877-486-2048). 

I I 

• • 
, 



HATMAKER 
CHIROPRACTIC 

PRIVACY NOTICE 

TillS NOTICE DESCIIIB£S !lOW MEDICAL INFORMATION AOOOT YOU MAY BE 
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 
INFOt\Ko\TION. PLEASE REI/lEt! 11' CAREFULLY . 

Effective n.te: 04/0,,/2003 

(must be on Or .fter the date of first printing or publication) 

Trest..ent. rr .... c.ent .... n" the provision, coord.in"UoIl, or _n ....... nC 
of health care lind relste<l .. "evi""s by one or _ore health car .. 
providers, JoclOOJ"11 eM coo<rlin"tion or _n .. g ...... "t of m.aleh "ace by " 
health "ars provider ~jth II third party; consultation bet~een health 
care pr"yJd6n .... I"cJ"9 to .. p.otJent: or the ce{errlJll of .. ~tJ"lIt for 
ho"lth "are (r .... ,,"'. health ".or .. provlder to a "other. 

undertIJi<en by us to obt .. l11 or provid" 
provision of health care . Such activitie. 
de t er .. in .. Uons of elLgibili.ty or covera"" 

(including coordination ot b\ln .. fit~ or the determination of cost 
"haring a1llOl,lntl); "djooic"Uon or subrogation ot h.,alth benefit ciai"", ; 
billing. clai!U "nd practic .. management. collection .. ctivlU .... 
obUinlng P"Y'"~"'t und .. r .. contract for reinsura nC<! (including stop-los, 
insuranc .. and exc",s of losa insurance) . and r.,lated health care date 
processing. analysis and agg"'qation; provider a=r~itation; r .. view Of 
health care services with r .. spect to medical necessity. coverage under 
.. health plan. appropriateness of care. or justitic .. tion of charg""; 
and contactlr>q your eooployer. or you through your eooployer. for reaSOO' 
consistent with this paragraph inclUding without H.it to obtain 
Current group benefits and "ffectiv .. date~. For the purposes of this 
Prhtacy Notic .. , acthiti .... u!>dertak .. n to properly obtain DC provide 
r .. imburs .. "",nt .... 1' InClud" without li.it discl=ur .. s to accountants, 
attorneys, .. na~nt conaultants. !inanci .. l o:;>ru!Iult .. nts, organizations 
providlnO data eggTeqatlon and other like service~, professional 
associations, and other s!ailar .. ntities, including their agenta .. nd 
subCOntractors, wheT" confidentiality is e xpressly agreed to or 
non.aily inferred. Such activities shall also include dlscl=urea to 
stat" and federal agenci"s, ottlci .. ls, and emplOyees for the pu~se8 
of enforc_nt ot, and oversight over, p.oy.,< <espDflslbiliU • • and 
obHg.tions. 

45 CF'R s 164 . 501 and .520(b) (l) (iii) 
for which OUt practice ... y us. or 

diaclose protected ro~ exa""le, our practice .... 1' use or 
disclose protected for the purposes of (1) conductln<;J 
training proorsas 1n students. trainees, or practitioners 1n 
areas ct health care learn under supervision to practice or iooptove 
their skilts as health care providers. (2) providinll appoint .... nt 
relllnder. to patients, (3) providing tr .. "tment altcrn"Uves Or other 
health-related ben .. fits and service5 that may be of intere5t to 
patients, and (4) contacting patients to raise funds . 

0< .. 



In addition to those operations listed abo~e , Our office may send you 
"eLc"",," c~~ds as _11 ~s birthday card.~ to you~ attention by rnai t which 
may include the actua l date of your birthday . Furthermore, for thMe 
patients who indicate who refe~~ed them to our clinic, our office may 
send you "Thank You N cards to the referring person. Our office also 
regularly disburses newslette~s , special offers, follow- up survey~ and 
mailings, to our cur rent and p~st patients . 

Diacioatit. a to th. Pati. nt by Fall and J;:-ail; Oiacloaur.a lA.ft 00 Voio. Mail. 
Periodically, patients r equest that our clinic transmit p~otected information to 
th"m by ",e~ns of fax or ero.a11, or leav" m .. ssages on voic .. mail r .. garding such 

:. :O;'::O:~f:i)'.:'::O;:O:j.'~:~'i~':<'~";'i~::;rnay requ .. sl specific written authorizat i on from you prior to i nfo r mat i on through such meanS, you hereby ag~ee that by 
n~r, email address , or n~r whi ch includes voice 

consenting to disclosures 

~~~:~~<~~: protected r request . 
as you~ spouse oontacts our 

or to disclose your protected 
Such circumstances include: 

a) Uses and disclosures requlred by law . 

i nformation to them . 

your 

b) Uses and disclo~ure~ for public he~lth activities . 

c) Di~clo~ure~ abou t victims of abuse , neglect or domestic violence . 

d) Uses and disclosures for health oversight activities. 

e) Disclosures for judiCial and adainistrative proceedings . 

f) Disclosures for law enfo~cement purposes . 

g) Uses and disclosuras about decedents. 

use of 

hJ Uses and disclosures for cadaveric organ, eye or tissue donation purposes . 

iJ Uses and disclosures for research purposes. 

j) Uses and disclosures to avert a serious threat to health or safety . 

x) Us .. and disclosures for speCialized government functions . 

1) Disclosures for workers ' compensation . 

Wha t Happens I.f Othe r Law i s More Re. tri ctiv_ Th_n F~ral Law? 

In the event other law becomes more restrictive than rede~a l Law with respect to 
uses and disclosures of your protected information, our pri'ctice will include 
descr i ptions of the more stringent requirements in this privacy notice . 

~l Ot her U • • • / Di . o l o. ur.. R!quir. Your Wri tten Authori:.tion 

All other uses and disclosures besides those listed herein and those which reqUire 
~n opportunity to agree or object (see 45 eFR 164 . 512) will only be made with your 
written authorization . Once such authorization is qra nted , you make revoke it at 
any time as provided by and subject to 4S eFR 164 . 50B(b) (5J . 

Your Ri 9ht. .nd HOV to J;:~erci .. Tho.e Ri9hta 

Under fedeIa l Law, you hi'v" the following rights . To exercise your rights, you 
will need to send a written request to the attention of the Priv~cy Officer of our 
clinic. 

You have the right to request restrictions on certain us"s and discLosures of 
protected hulth infonuation as provided by s 164.522(~J. Please note however that 
und"r ~"deral Law, o~r clinic is not required to aqr .. " to a requ .. sted 
restriction. You have the right to ,eceive confidenti~l communication3 of prot@cted 
health information as provided by and subject to 45 eFR s 164 . 522(bJ.You have the 
right to inspect and copy protected health inform~tion as provided by ~nd subject 
to ~5 erR s 164 . 524 . You have th" right to amend protected health information as 
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AUTHORIZATION, ASSIGNMENT & RELEASE FORM 

AUTIiORIZATION AND ASSIGNMENT 

In consideralion of your lXIde!taking 10 care lor me, I agree to the following: 

1. YOU are authorized to release any infonnation you cieem appropriate c:onceming my physical condition to any insurance 
company. attorney or adjuster in O<der to process any claim tor reimbursement 01 dlargas incurred. 

2. I authoriZe the direct payment to you 01 any sum I now Of hereafter owe YOU. by my attorney, out oIlhe proceeds 01 any 
settlement of my case, and/or by any insurance company obigaled to make paymenllO me or you based in whoIo Q( in part 
upon the charges made lor your services. 

3. In the event any insurance company obligated by contractual agreement to make payment to me or to you tor the charges 
made for your services refuses to make sl!Ch payment upon demand by you. I hereby assign and transfllf to you the cause 
01 00Ii0n that eldsts In my lallOr against any su::h company (the l\3fI'Oa(s) 01 which is believed 10 be (X)IT(lC1Iy set Iorth under 
pertilent data) and autl>orile you to prosecute said action In my name as you see lit and further aulhortze you to 
cornprorrise. settle or ottJerwisll resolve said claim as you _lit. However, ~ is urderstood that until a reasonable effort 
has been mado to ooIlect the sums due trom the insurance ~ or ~ oontractuaIty obligated, you wi( refrain 
from ooI\ecIiOg the 8molXlts owed, dimctty lrom me, I unde~ that whatever amounts you do noI ooI&ct!rom 
insurance companies proceeds, whether ~ be all or part of what is (1Je, I personally owe and agree 10 pay to you. 

4. In addition to the above, l hereby waive the statute oIlimilations OIl coI\eCtiOn and/or recovery ... 11"0$ Stale 01 __ _ 

S. I further agree that this Authorization and Assigr'vnent is irrevocable and ongoing until all monies owed are paid In lui. 

6. This Authorization for Assigrment will be in continual effect until revoked by bott1 parties. 

Do<, Pali&ntllnsured Signature 

RECORDS RELEASE 

,, ______ ___ _ .1 hereby authorize you to release to. _______ ____ atYf information 

locIuding \tie dialJlOSis and reoords oj treatment or e>:amination rendered to me for an care during \tie period from ___ _ 

"'---
""', Patientllnsured Signature 

Date Stalf Signature 

RELEASE FROM CARE 

I. hereby lXIderstand that Or. is releasing me from care. for my 
accident dated • and that t have reached a a pre-accident status or 0 maximum medical improvement. I 
further understand that all expenses m.rred from ttlis accid&nt are my responsibility or the nsurance OOIllpanyS and thai aI 
eKp8nS8$ ncurred alter ttle date below will be my personal responsibility. I will make financial arrangements for payment 
directly. 

Patient Signature Staff Signature 



~t~DtN.~: __________________________ ... 

Pleue ~Iy mart the..us 
... here you 1" ""e symptom. 

Dote: __________________ _ 

CONSENT TO TREATMENT: 


