
Slreet Arldres.s/P. 0. no.r City Stnte Zip 

Nnmc: 

Home Idlone I: Work Phone 11: 13-mail Address: 

[)ate: 

Cl Male Cl Female Date of Birth: 1 1 Age: I-leigl~t: Weight: SSN: 

Marital Status: 0 Single Cl Mowierl 0 Divorced 0 If'ido~ved Cl Seporntrd 0 Clrilhen: # qf 
Rrlucation: U ofyeors comple~ed: Cl Arll-time sttrdent 0 Port-tittle s~trdent 0 Non-sllrdenl 
Employ :[I: Cl Fr111-time Work S t a t ~ ~ s :  0 Il'orking ~sitlrorrt re.strictions 0 No1 rsorking/qffwork since -- 

0 Part-tittle Cl IJ7orkirrg wit!~ res/ric/ions Cl Retired 
IXniploy :r: Occupation: 

Sob Dcsxiption: Years Employed: 

I 
~ -- 

Slreel AdcIress/P.0. nos City St rrtc Zip 

Wlio~n I illy wc thank for referring you? I 
Errterge~~c)~ Cotrlncl, 1101 l ivirt~ ~t~itlr jiori: 

Name: 
0 Sports Injtrry Cl No specific trnrrtrln 

Slip CC roll 0 Other Phone f l :  Relationsl~ip: 

Slreet Address/l'. 0. Box City State Zip 
Group/Policy f f :  

Adj~r ter's Name: I 6 .  Adjuster's Phone 8 :  Acljr~ster's 12ax tf: I 
SSN of Insured: Relationsl~ip to Paticnt: I 

Slreet Address/P. 0. l lnx Citv Stale Zir) 

SI reel /I dclress/P. 0. Box Cily Stnte Zip 

GroupIPolicy #: 

A?jusler's Phone #: Acljuster's I:nx #: 

SSN of lnsl~retl: Relationship to Patient: I 

I hereby c nscnt to and autl~orize all treatment that may he atlvisnble or necessary. I UNDERSTAND TI IAT I AM PINANCIA1,I.Y IZESPONSII~LR FOR 
ALL EXP1:NSES INCURRED FOR SERVICES PROVIDED REGARDLESS OF MY INSURANCE STATUS. I will inform this office orally changes in 
tncdical hi tory, insurance coverage, telephone andlor address changes as they occur. I certify this information is tnle and correct to the hest of lily knowlctlgc. 
1 hereby a Lliorize and give specific Power of Attorney to Advnncetl Spine & I~ehabilitation to endorse my name to any and all checks, tlrnns or moncy ortlcrs 
\vIiich are lade payable to the untlersigned andlor Advnncetl Spine & Rehahilitation, which are paitl by my insurance company for scrviccs rcntlcretl to nic. i 
- 

Pnyrncnt i. expectetl at time of service for "Your Portion" of charges. We accept VISAIMASTEI<CARD for your convenience. There will hc n cl~nrgc ofS25 
for all retu 1 med checks, If copies or records are requested, there is a charge of $.60 per pilgc. 

Atld.ess of Insured: 
Street Address/P, 0. 8o.x City Stnte - --/!-I Zi I 

In tlie eve111 
Collection 
rces, court 
Sr. Rehabilitation 
thcsc policies. 

A d v a n c e  .I Spine & Re l1ab i l . i  t a t i o n  I 1 

your account becomes past due, it may accnle interest at the rate of 1.5% per month (18% per annum). Yor~r  accol~nt may be ~.eferrctl lo n 
Agpncy for nonpayment, lntcrcst will continlie to accrue at the rate notctl hercin. In addition, you will be responsible for all collcction costs, nltorricy 
cos!s, service fees, and miscellaneous feeslcosts (which coultl d o ~ ~ b l e  the ot~tstnntling balance). Furtl~er, y o ~ ~ r  signature ni~lhorizcs Advnncctl Spinc 

to release any medical informalinn necessary lo process your ins~~rance  claim. Your signature helow indicates that you ~~ntlcr!:l;~ntl ilrltl acccpl 

latu .e 0,fPatient (Guardian, if Minor) Date Signature of W i t n e s s  Dale 
I 



Patient Ipnrne: ~sr tc :  

I I 'lc:~sc 111:1ri( rel:ltivc's c u r r c r ~ t  ngc o r  nge ;it ti111c o f  t l en t l~ .  I 

h10S' I '  l tEC15N' I '  i latc.  
CKG Other X-rny MI<1/  C'1' Scans - 
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Date: 

Smoking  pock.^ per cloy: fl 0 - % O - 1 2 or more /Ion) long? - 
# Drinks per dq)  t ' f  Drinks per week 

0 11 Clrp.r per ckry 
fl fl 

Exercise fl Dnilv fl Il'eekly fl Monthly Q p e  

ITA BITS: 

I N S S :  fl Right-handed Left-handed fl Ambidextrous 

MEDIC3 TIONS:  erne Ii.rt nII c1rr7.entIy irsed medications. lnclt~de prescription and non-prescription {/rir,g. 

Yes NO lf.ves. pIeo.~e describe: 7 

I ALLE*GIEs: 
Please list nll knoliv~ nllergies, especinlly to nre(1icotions. 

0 Ahdicar 

Cl Clriroprnclic 

Pli~~.vical 

O t l ~ ~ r  

Advance Spine & Rehabilitation 1 

care 

care 

Tlrerapy 

DOCTOR'S NOTES: -7 



Date: 
illustration, use tlie letter keys helow to mnrk the areas on yaw hotly allere yorl feel the descrihctl sensation: 

sity of your pnin. Refer to the color cli:lrt we have provided to rate your pnin intensity. IOIIO is considered "Emergency Roonl" pain. I 
What percen. 

of f~lnctional deficit yo11 experience due to your pain. A rating of 10110 w o ~ ~ l d  indicate severe clisability where you cannot perfor111 01. conlplctc 
cinl, or recreational activities. 

of the time is your pain present? If your pain is there all the time, in varying degrees, that ~vould indicate IOO'%, I 

Advanced S p i n e  & R e h a b i . T i t a t i o n  

Symptom Dcscril>tion 
Descrih eacll sytnplom, incllrding nren, as cleorly ns 1 I po.ssible. 

Freq~~eney 
Enter the ornorrnl of lime, on o percrntnge hnsis, 
tllnt tlre sjvnplom is presenl dtrrirg jlorrr n~oking 

Intensity Rn~ige 
Llsing n scnle ef0-10, ir111ere I0 is tlrc Il'o,.s!/>nirr 
imo~inoblc,  rote 111e pnin b t l ens i /~~  leveljor ~nc11 



. .. 

For use with Neck and!or Back Problems only 

TO properly assess your condition, we must understand how much your neck andlor back problems have affected your ability to manage everyday activities. For' 
each item below, pleas circle the number that most closely describes your condition right now. 

1. Pain Intensity 
0 11 12 13 4 

No pain Mild 
I I 

Moderate Severe pain Worst possible 
Pain pain pain 

2. Sleeping 
o 11 12 b 

I r 
Perfect 'sleep ~ i l i l y  Mod&ately ~ r e a t i ~  ~ o t a i l ~  

disturbed sleep disturbed disturbed disturbed sleep 
sleep sleep 

3. Personal Care (washing, dressing, etc.) 

I I I I I 
No Pain: no Mild Pain: no Moderate Moderate Severe Pain: 
restrictions restrictions Pain: need Pain: need need 100% 

to go slowly some assistance 
assistance 

4. Travel (driving, etc.) 
0 II (2 13 

No pain on Mild pain on Moderate Moderate Severe pain on 
long trips long mps pain on long pain on short short trips 

trips trips 

5 .  Work 

work plus work: no extra of usual of usual 
unlimited work work work 
extra wnrk 

0 I1 

6. Recreation 
0 11 12 I; 

I r 

- 3 13 

Can do all Can do most Can do some Can do a few Cannot do any 

I 
Can do usual Can do usual Can do 50% Can do 25% Cannot Work 

7. Frequency of Pain 
0 11 13 

No pain Occasional Intermittent Frequent Constant pain: 
pain: 25% pain: SO% of pain: 75% 10096 of the 
of the day the day of the day day 

8. Lifting 
0 11 I2 13 

I r 
No pain with Increased Increased pain Increased Increased pain 
hea\y wei&t pain with with moderate pain with with any weight 

heaw weight ucei&t light wei&t 

9. Walking 
o I I 12 13 r 

No pain: any Increased Increased pain Increased Increased pain 
distance pain after 1 after %mile pain % mile with all walking 

mile 

10. Standing 
o 11 I2 13 

I r 
No pain: after Increased Increased pain Increased Increased pain 
several hours pain after after 1 hour pain after 5/: with any 

several hours hour standing 

.- 

Patient signature Date 



Manil ~~lationlmobilizntion lielps restorc propcr motion lo tlie vertebral (Sacet) joints. During chiropractic treatmcllt, i l l ~  

docto will use Iiisllier hands or a nieclianical device in order to reestablish proper function to the spine nncl ro reduce pain, 
edeni and muscle spasm. You may feel a "click" or "pop", such as tlie noise when a knuckle is "crac1;ecl", and you may 
feel / ovement of the joint. 

I Possible Ri.sks: 
As wi h any health care procedure, complications are possible following a chiropractic manipulation. Compl icatiolis coultl 
inclu e fractures of bone, musct~lar strain, lignmentol~s sprain, dislocations of joint, or inju~y to intervertebral discs, 
nerve or spinal cord. Stroke could occur upon severe in-jury to arteries of tlie neck. A minority of patients may noticc 
stiff11 ss or soreness after the first few days of treatment. 

of complications due to chiropractic treatment have been describecl as "rare", about as often as complications are 
the taking of a single aspirin tablet. Tlie risk of stroke lias been estimated at one in one million to one in twenty 

can be even ftlrtlier reclucecl by screening procedures. 

may also use modalities to enhance your recovety ancl recluce symptoms. These may i inclucle 
modalities, laser therapy, heat and ice, and other moclalities. These are rarely associatecl wit11 sidc 

ancl the risks may include soreness, skin reactions, or other milcl side efSects. Please report tlicsc 
or complications to your doctor riglit away. If you liave skin senstitivies, a pncemakcr, 

condition that would change your ability to be exposed to electrical moclalitic!s, topical 
please advise your doctor immediately. 

, understand tlie hazards ancl potential dangers involved in treatment by 
is in my best interest and 1 dnderstancl Ihat no guarantee o r  ~*esolls lias 

that it usually requires a series of chiropractic treatments to significantly change a condition and ~.eccivc 

My ignature indicates that I have read and f11lly understancl the above information regarcling tlie consent to this 
proc clure. I liave hat1 tlie opportunity to ask qliestions abot~t any matter wliicli 1 dicl not unclerstand, ancl I liavc receivetl 
satislactory explatlation to my questions. My signature below aathorizes tliis procedure. 4 '  

l'atient/Az~tllorized Representative Signohre Relation.~hip to Patient Dntc 

Practitioner Sig-n0t11r.e Practitioner Printed Nome Dntr 

The 
To tl 

Advance S p i n e  & Rehabilitation f 7 

Prnctitiorter Stntenterrt: 
~ t i e n t  (or patient's representative) and I have disc~~ssecl this procedure, tlie risks and alternatives to tliis proccclure. 
e best of my Icnowledge, the patient (or patient's representative) t~nclerstands tliis procedure ant1 consents to it. 



to our office! We are pleased that you have chosen Atlvancetl Spine & Rehabililation to provitle your ciirc i~nd 
We would like to take a moment to inform you of our policies, regartling payment will1 thc office. Wc nccepl 

checks and credit card (VISA and Mastercard) for payment on your account. 

INSURANCE PATIENTS WI-TO NEGLECT TO SUPPLY TI-ITS OFFICE 
WITH TITE NECESSARY INPORMATION/PORMS 

WITTllN A REASONABLE AMOUNT OF TIME 
WILL l3E RESPONSIBLE FOR PAYMENT TN FULL. 

PERSONAL INJURY INSURANCE (PIP, Metl-Pay, 3"' Party, Lien) or WORKER'S COMPENSATTON: 
i l l  be required to complete specific forms pertaining to your situation. If this information is not provided within n 

amount of time, you will be responsible for payment in fi~ll. 

RACTED INSURANCE (I-IMO, PPO, EPO, POS): If you have insurance we are contracted with, we will sobmit 
claims for you, if you supply us with the necessary information. This inclucles a copy of your cbrcl, nncl 

claims to and a telephone number to allow us to verify coverage. You are still responsible lbr payment 
at the time of service, and any amounts not covered by your insurance, including clecluctibles. Tf your 

any reason including but not limited to denials for not tnedically necessary, you are responsible for 
balance due, based on our normal fee schedule. Yo11 nre re,vporrsible for obtnirtirtg yorrr referral to 
Ifj)orr do trot Irnve n crrrrertt referrnl, rue nsk tlrnt yo11 resclredrrle or sign n tuniver$)r rro referr(r1 

responsible. 

INSURANCE: As a courtesy, we are happy to file your insurance for you. You will be required to ~.)rovitle all 
billing information. If-vorr orcle on yorrr ~le(lrrciible or n co-irisrrrnnce, ~rcle ruill need to collect ni flre firrre of 

insurance payments that are paid directly to you shoold be endorsed ancl paicl to Advanced Spinc "C 
It is your responsibility to contact your insurance in the event of non-payment. 

ME ICARE: We are participating with the Medicare program. JVe will srrbmit yozrr clninr/services to A4cclicn1.e. 
A4edi are will process payntenl to 11s. You will be responsible for your cledr~ctible anel any co-insurance, if you clo not 
have secondary/supple~nental insurance. If the payment from your secontla~ylsuppleniental is tlirectecl to you, we will 
expe t yo11 to forward payment to us. I 

ONLY PLANAVO INSURANCE: Prrynicnt injrN is dlrc the rlny . r~ )v i ce .~  are rendered by all patients on n cash 
Pron?plpa)vnent is expected Unless prior arrangements are made, overdue accounts will incur a 1.59'0 interest 

plus reasonable collection fees. 

I Ilnl e rent1 nntl rrntler.vtnrt~l tlre pnj)nrerri policies set fort11 nrtd lrnve beeit given tlte opportrrni[y to tr.vk qrre.vtinri.s trhorrt 
flri,v 1 I olicjc I rr;ttler.vtnrtd n!v responsihili[v for pnymerrt rcliflr Ad~~nncetlSpine LG Reltnbilifniiort, 

Patient's Signntrlre (Responsible prrrty over I8 years old) Dale 

Spine & Rehabilitation 9 



erstand that I have certain rights to privacy regarding my protected health information. Thesc rights arc 
to me uncler the Health Insurance Portability and Accountability Act of 1996 (HTPAA). I understand that 

this consent I authorize you to use and disclose my protected health information to carry out. 

f . reatment (including direct.or indirect treatment by other healthcare providers involvecl in niy trcatn~cnt) 

. obtaining payment from third party payers (e.g. my insurance company). 

b ~ e  day-to-clay healtbcare operations of your practice. 

1 hxde 

notice 

I un 

thest: 

Date: 

also been informed of, and given the right to review ancl secure a copy of your Notice qf Privncj, 
Prattices, which contains a more complete description of the uses and disclosures of my ~~rotectccl heall11 
information, and my rights uncler HIPAA. 1 understand that you reserve tlie right to change the tcrn~s of this 

fron~ time to time and that I may contact you at any time to obtain the most current copy ofthis notice. 

:lerstancl that 1 have the right to request restrictions on how my protected healtll information is usccl and 
disclosed to carry out treatment, payment ancl healtl~care operations, but that you are not required to agree to 

requested restrictions. However, if you do agree, you are then bound to comply with this restriction. 

1 
occu 

Pati nt Name (print): 4 

un:lerstancl that I may revoke this consent, in writing, at any time. However, any use or disclosure that 
.red prior to the date I revoke this consent is not affkcted. 

Rela ionship to patient: 1 

Advancer1 
I 
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Pay Advanced Spine & Rehabilitation 
619 S. Blt!fSt. Tower I ,  Suite 400 
St George, UT 84770 
Phone: (435) 656-0234 
Fax: (435) 656-2622 
E-mail: stqf~st,qeorgecI~iroprnctor.com 

' to: 

event you should make payment directly to me, I agree that I will become personally liable -for n:ll charges 
to you for payment. 

You 
serv 
extent 

acco-ints 

authorize the doctor/office listed above to f~irnisli you the information and evidence in the doctor's 
regarding my history and physical condition. 

are instructed to pay directly to the doctor and/or Advanced Spine & Rel~abilitation, for all professional 
ces rendered to me. This instruction to you is an assignment of my rights uncler medical coverage to llic 

of this bill. Any sum of money paid under this assignment shall be credited to my account, and 1 sllnll bc 
13ersonally liable for any unpaid balance to the doctorloffice. Also I am personally liablc for any unpaid 

for hospital diagnostic, and consultant services. 

Signature: X 

Date: 

I 

Address: 

Witness: 

Advanced S p i n e  & R e h a b i l i t a t i o n  10 




