CONFIDENTIAL PATIENT INFORMATION

Name: o pbate. \
= Address} | -
Street Address/P.O. Box City State Zip J
g | Home Phone #: Work Phone #: E-mail Address: '
(1 Male|d Female Date of Birth: / / Age: Height: Weight: SSN: I [
= | Marital plats: 0 Single O Married O Divorced O Widowed O Separated O Children: # of
Cducation:  # of years completed: O Full-time student O Part-time student O Non-student
o | Employed: a Full-time Work Status: O Working without restrictions O Not working/off work since
3 Part-time O Working with restrictions O Retired
i Employpr: Occupation: I
Job Desgription: Yecars Employed: 1 )
W | Addresy - - - b
Street Address/P.O. Box City State Zip
rg Whom may we thank for referring you? -
Date of|injury, surgery, or onset of symptoms: Emergency Contact, not living with you:
X | Vhat type of injury are we seeing you for? Name:
O Wuto O Sports Injury O No specific trauma ] ' —
O Work a Slip & Fall a Orher Phone #: Relationship: __

Insu

Insui

Billing Address:

Street Address/P.O. Box City State Zip
Clairp #: Group/Policy #: - N
Adjubter’s Name: Adjuster’s Phone #; Adjuster’s Fax #;
Insured’s Name: - SSN of Insured: Relationship to Patient: o _
Addiess of Insured:

Billipg Address:

Street Address/P.O. Box ' City -~ State Zip
Claim #: _ - Group/Policy #: - -
Adjyster’s Name: | Adjuster’s Phone #: Adjuster’s Fax #:
Insufed’s Name: - SSN of Insured: Relationship to Paticnt: - )
Addfess of Insured:

PATIENT'S AUTO/WORKERS' COMPENSATION INSURANCE INFORMATION

ince Company: Phone:

Street Address/P.O. Box City State  Zip
PATIENT'S HEALTH INSURANCE INFORMATION

fance Company: Phone:

Street Address/P.O. Box City State Zip

I hereby cansent to and authorize all treatment that may be advisable or necessary.  UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLTE FOR
ALL EXPENSES INCURRED FOR SERVICES PROVIDED REGARDLESS OF MY INSURANCE STATUS. I will inform this office of any changes in

medical hi

tory, insurance coverage, telephone and/or address changes as they occur. [ certify this information is true and correct to the best of my knowledge.

I hereby aythorize and give specific Power of Atlorney to Advanced Spine & Rehabilitation to endorse my name to any and all checks, drafls or money orders

which are

Payment i
for all retu

In the evel
Collection
{ees, cour
& Rehabi
these poli

ade payable to the undersigned and/or Advanced Spine & Rehabilitation, which are paid by my insurance company for services rendered Lo me.

expected at time of service for “Your Portion” of charges. We accept VISA/MASTERCARD for your convenience. There will he a charge of $25
'ned checks. If copies or records are requested, there is a charge of $.60 per page.

t your account becomes past due, it may accrue interest at the rate of 1.5% per month (18% per annum). Your account may be referred to a

Agency for nonpayment. Interest will continue to accrue at the rate noted hercin. In addition, you will be responsible for all collection costs, attorney
costs, service fees, and miscellaneous fees/costs (which could double the outstanding balance). Further, your signature authorizes Advanced Spinc
itation to release any medical information necessary to process your insurance claim. Your signature below indicates that you understand and acecpt
cies.

Signatu

Advance

e of Patient (Guardian, if Minor) Date Signature of Witness Date
1
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Patient

ame:

FAMILY HISTORY

Please mark relative’s current age or age at time of death.

Place an X

in the boxes that apply to them. Degeribe “Other” and list cause of death.

Date:

o
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on | = L ) = B 1= O 5 - i 2 | A =1 3
< |« | 5 m |O A m|[O |0 |8 B |8 | |l | |~ |O
FFather
Mother

Brothers & Sisters  #1

s specific as possible, INCLUDING AREAS INVOLVED, EVALUATIONS, TREATMENT, AND YEAR

List currept and past illnesses not mentioned above, including cancer, diabetes, depression, thyroid, heart disease, blood pressure, etc.
if 7

2. 8.

3. 9.

4, 10.

S. 11

6. 12.

Please lis

Chest X-r

the MOST RECENT date,

y EKG Other X-ray

MRI/ CT Scans

Advanceq
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Patient Name: Date: o
HABITS: Yes No If ves, please describe:
Smoking Packs perday: QO 0-Y% O%-1 O2ormore Howlong?

Alcohol C

Coffee or Tea Consumption
Other Drug Use (Street Drugs)

Exercise

HANDED

nsumption # Drinks per day it Drinks per week

# Cups per day

Qaooaoa
aaaoo

3 Daily O Weekly O Monthly Type

IVESS: O Right-handed O Left-handed O Ambidextrous

MEDICGATIONS: Please list all currently nsed medications. Include prescription and non-prescription drug.

ALLER

GIES: Please list all known allergies, especially to medications.

TREATMENT YOU ARE RECEIVING OR HAVE RECEIVED FOR THIS CONDITION:

O Medica
& Chiropr
O Physica
O Orther

care

actic care

J Therapy

3 Other

DOCT(

DR’S NOTES:

Advanced

Spine & Rehabilitation




Patient Name:

On the follo

PATIENT PAIN PROFILE

Date:
ving illustration, use the letter keys below to mark the areas on your body where you feel the described sensation:
‘ KEY
A= ACHE N =NUMBNESS P =TPINS & NEEDLES B =BURNING S =STABBING

O = OTHER (Please describe):

)

s
|l J
L] §

What percen| of the time is your pain present? If your pain is there all the time, in varying degrees, that would indicate 100%.
Rate the inte]

Rate the levg
your work, s

1sity of your pain. Refer to the color chart we have provided to rate your pain intensity. 10/10 is considered “Emergency Room” pain.

| of functional deficit you experience due to your pain. A rating of 10/10 would indicate severe disability where you cannot perform or complete
bcial, or recreational activities.

Symptom Description Frequency Intensity Rangpe o
Describg each symptom, including area, as clearly as | Enter the amount of time, on a percentage basis, | Using a scale of 0-10, where 10 is the worst pain
possible. that the symptom is present during your waking | imaginable, rate the pain intensity level for each
hours symptont.

1 % /10
2 % /10
3 o, /10
4 % /10
5 Y% /10

Acdvanced |Spine & Rehabilitation 2



For use with Neck and/or Back Problems only

To properly assess your condition, we must understand how much your neck and/or 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

o l|1 2 I3 4
|
No p{ain Mild Moderate Severe pain Worst possible
Pain pain pain
2. Sleeping
o Ill R B IH
Perfect sleep Mildly Moderately Greatly Totally
disturbed sleep disturbed disturbed disturbed sieep
sleep sleep
3. Personal Care (washing, dressing, etc.)
lo 1 2 I3 l4
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.)
o I 2 3 |4
No pain on Mild pain on Moderate Moderate Severe pain on
long trips long trips painonlong  pain on short short trips
trips trips
5. Work
lo lh 2 13 4
Can do usual Can do usual Cando30%  Cando25% Cannot Work
work plus work: no extra of usual of usual
unlimited work work work
extra work

6. Recreation

o h 2 ] 4
| 1 i | I
Can do all Can do most Can do some Candoafew  Cannotdoany
7. Frequency of Pain
0 1 P 13
| l | |
No pain Occasional Intermittent Frequent Constant pain:
pain: 23% pain: 30% of pain: 75% 100% of the
of the day the day of the day day
8. Lifting
0 I 2 B 4
! 1 | l |
No pain with Increased Increased pain Increased Increased pain
heavy weight pain with with moderate pain with with any weight
heavy weight weight light weight
9. Walking
o It 2 I3 |4
| | I I |
No pain: any Increased Increased pain Increased Increased pain
distance pain after 1 after Y2 mile pain Y mile  with all walking
mile
10. Standing
U il [2 I3 &
| | | I |
No pain: after Increased Increased pain Increased Increased pain
several hours pain after after 1 hour pain after 4 with any
several hours hour standing
Patient signature Date



CONSENT FORM FOR CHIROPRACTIC MANIPULATION/MOBILIZATION

Manijulation/mobilization helps restore proper motion to the vertebral (facet) joints. During chiropractic treatment, the
doctor will use his/her hands or a mechanical device in order to reestablish proper function to the spine and to reduce pain,
edema and muscle spasm. You may feel a “click” or “pop”, such as the noise when a knuckle is “cracked”, and you may
feel movement of the joint.

Possible Risks:

As with any health care procedure, complications are possible following a chiropractic manipulation. Complications could
include fractures of bone, muscular strain, ligamentous sprain, dislocations of joint, or injury to intervertebral discs,
nervep or spinal cord. Stroke could occur upon severe injury to arteries of the neck. A minority of patients may notice
stiffngss or soreness after the first few days of treatment.

The r|sks of complications due to chiropractic treatment have been described as “rare”, about as often as complications are
seen from the taking of a single aspirin tablet. The risk of stroke has been estimated at one in one million to one in twenty
millign, and can be even further reduced by screening procedures.

Your| chiropractor may also use modalities to enhance your recovery and reduce symptoms. These may jinclude
ultrasound, electrical modalities, laser therapy, heat and ice, and other modalities. These are rarely associated with side
effects or complications, and the risks may include soreness, skin reactions, or other mild side effects. Please report these
and gny other side effects or complications to your doctor right away. If you have skin senstitivies, a pacemaker,
pregriancy or any other health condition that would change your ability to be exposed to electrical modalitics, topical
creans, or other care restrictions, please advise your doctor immediately.

1, , understand the hazards and potential dangers involved in treatment by
means of chiropractic. I believe that this treatment is in my best interest and T understand that no guarantee of results has
been made.

I understand that it usually requires a series of chiropractic treatments to significantly change a condition and receive
benefit.

My signature indicates that 1 have read and fully understand the above information regarding the consent to this
procgdure. I have had the opportunity to ask questions about any matter which I did not understand, and 1 have received
satisfactory explanation to my questions. My signature below authorizes this procedure.

Patient/Authorized Representative Signature Relationship to Patient Date

Practitioner Statement:
The patient (or patient’s representative) and I have discussed this procedure, the risks and alternatives to this procedure.
To the best of my knowledge, the patient (or patient’s representative) understands this procedure and consents 1o it.

Practitioner Signature Practitioner Printed Name Date

Advanced Spine & Rehabilitation 7




FINANCIAL POLICY

Welcgme to our office! We are pleased that you have chosen Advanced Spine & Rehabilitation to provide your care and
servicgs. We would like to take a moment to inform you of our policies, regarding payment with the office. We accept
cash, personal checks and credit card (VISA and MasterCard) for payment on your account.

INSURANCE PATIENTS WHO NEGLECT TO SUPPLY THIS OFFICE
WITH THE NECESSARY INFORMATION/FORMS
WITHIN A REASONABLE AMOUNT OF TIME
WILL BE RESPONSIBLE FORPAYMENT IN FULL.

AUTQO/PERSONAL INJURY INSURANCE (PIP, Med-Pay, 3 Party, Lien) or WORKER’S COMPENSATION:
You will be required to complete specific forms pertaining to your situation. If this information is not provided within a
rcnsm’mblc amount of time, you will be responsible for payment in full.

CONTRACTED INSURANCE (HMO, PPO, EPO, POS): If you have insurance we are contracted with, we wil| submit
your {nsurance claims for you, if you supply us with the necessary information. This includes a copy of your card, and
addreps to submit claims to and a telephone number to allow us to verify coverage. You are still responsible for payment
of yoyir co-payment at the time of service, and any amounts not covered by your insurance, including deductibles. If your
coverpge is denied for any reason including but not limited to denials for not medically necessary, you are responsible for
paymgnt of the entire balance due, based on our normal fee schedule. You are responsible for obtaining your referral to
be seen in our office. If you do not have a current referral, we ask that you reschedule or sign a waiver for no referral
thus lolding you financially responsible.

PRIVATE INSURANCE: As a courtesy, we are happy to file your insurance for you. You will be required to provide all
the n¢cessary billing information. If you owe on your deductible or a co-insurance, we will need to collect at the time of
service. All insurance payments that are paid directly to you should be endorsed and paid to Advanced Spinc &
Rehabilitation. It is your responsibility to contact your insurance in the event of non-payment.

MENICARE: We are participating with the Medicare program. We will submit your claim/services to Medicare.
Medigare will process payment to us. You will be responsible for your deductible and any co-insurance, if you do not
have [secondary/supplemental insurance. If the payment from your secondary/supplemental is directed to you, we will
expegt you to forward payment to us.

CASH ONLY PLAN/NO INSURANCE: Payment in full is due the day services are rendered by all patients on a cash
only plan. Prompt payment is expected. Unless prior arrangements are made, overdue accounts will incur a 1.5% interest
rate jler month, plus reasonable collection fees.

I e read and understand the payment policies set forth and have been given the opportunity to ask questions about
this policy. I understand my responsibility for payment with Advanced Spine & Rehabilitation.

Patient’s Signature (Responsible party over 18 years old) Date

Acdvanced Spine & Rehabilitation 9




PATIENT CONSENT FORM

[ understand that [ have certain rights to privacy regarding my protected health information. These rights arc

giveq
by s

1 to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). I understand that
gning this consent I authorize you to use and disclose my protected health information to carry out.

« Treatment (including direct or indirect treatment by other healthcare providers involved in my treatment)

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

«  The day-to-day healthcare operations of your practice.

I ha
Prac
infol
notigq

T un
discl
thesgq

T un
occu

Date}
Patidnt Name (print):

Rela

Signaqture:

e also been informed of, and given the right to review and secure a copy of your Notice of Privacy
tices, which contains a more complete description of the uses and disclosures of my protected health
mation, and my rights under HIPAA. 1 understand that you reserve the right to change the terms of this
e from time to time and that T may contact you at any time to obtain the most current copy of this notice.

lerstand that T have the right to request restrictions on how my protected health information is used and
osed to carry out treatment, payment and healthcare 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.

lerstand that I may revoke this consent, in writing, at any time. However, any use or disclosure that
rred prior to the date I revoke this consent is not affected.

ionship to patient:

Advanced

|
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NOTICE TO INSURANCE COMPANY ASSIGNMENT |

Insu

Adc

Pay

In tl
subt

[ he

PLIASE SIGN, DATE AND ADDRESS AT THE “X” ONLY
Date:

rance.

"ess.

Patient Name:

Claim 1t

Polipy #:

fo: Advanced Spine & Rehabilitation

619 S. Bluff St. Tower 1, Suite 400

St George, UT 84770

Phone: (435) 656-0234

Fax: (435) 656-2622

E-mail: staffwstgeorgechiropractor.com

You|are instructed to pay directly to the doctor and/or Advanced Spine & Rehabilitation, for all professional
services rendered to me. This instruction to you is an assignment of my rights under medical coverage to the
extent of this bill. Any sum of money paid under this assignment shall be credited to my account, and 1 shall be
perspnally liable for any unpaid balance to the doctor/office. Also I am personally liable for any unpaid
accopnts for hospital diagnostic, and consultant services.

e event you should make payment directly to me, I agree that [ will become personally liable for all charges
1f1iltecl to you for payment.

fleby authorize the doctor/office listed above to furnish you the information and evidence in the doctor’s

possgssion regarding my history and physical condition.

Signature: X
Date:

Address:

Witness:

Advanced |Spine & Rehabilitation 10




(1500 DO NOT COMPLETE ENTIRE FORM.
HEALTH INSURANCE CLAIM FORM PLEASE SIGN AT “X”s ONLY.
APPROVEQ BY NATIOMAL UMIFORM CLAIM COCMMITTEE C&/05
PIGA FicA [T
1. MEDIGARE MEDICGAID Tﬂlbh CHAMPVA OTHER | 1a. INSUREL’S |.D, NUMBER IFar Program In hem 1)

(Mediivre 4) D (Medicail #) [:l (s;mnsm qsr.') |:| (MeniberiDA) D (88N or D)

ABSH pLan EB‘E(\:NG

[ ]

2, PATIEM['S NAME (Last INzme, First Name, Middle Inllial)

"o
3, PATIENT'S BIRTH DATE
M [s]0])

LY

4, INSURELDYS MAME (Lasl MNarae, Flist Hame, Makde Initalj

6, PATIEN]'S ADDRESSE (N, Sireet)

6. PATIENT RELATIONSHIP TO INSURED

SeuD spouse[ | cmm[:] cther ]

7. INSURED'8 ADCRESS (Mo,, Stresl)

a, OTHER |NGURED'S POLICY OR GROUP NUMBER

a EMPLOYMENT? [Current or Previous)

b. OTHER NSURED'S DATE OF RIATH

WA DD
B | v

SEX

f]

YES D MO
b. AUTO AGCIDENT? PLAGE (Bt}
|:] YES |:] NO |

1
o EMFLOYER'S NAME CR SCHOOL NAME

0. OTHER ACCIDEMNT?

[yes [ w

CITY STATE | B. PATIENT STATUS CITY BTATE
Single [:] Married D Olh@rl___‘
ZIP CODE TELEPHONE (Include Area Coxle) 2IP CCOE TELEPHOHME (Inzlude Area Cocls)
Full-Time Par-Time
( Employed D Studant Siudant I:I ( )
9, OTHER MSURED'S HAME (Last Name, First Hame, Middla Inillal) 10, 1S PATIENT'S CONDITION RELATED TO. 11, INSURED'S POLICY GROUP OR FECA HUMBRER

o, INSURED'S DATE OF BIRTH SEX
MM ) DD, YY

M [:] F D

b, EMPLOYER'S NAME OR BCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN MAME OR PRCGHRAM NAME

10d. RESERVED FOR LOCAL USE

d. 18 THERE ANOTHER HEALTH BENEFIT FLAN?
D YES D NO Ifyes, rewum 1o and complate Item 9 a-d.

bl oay,

x SIGMEp_

AEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORIA.
12, PATIENT'S OR AUTHORIZED PERSON'S SIGHATURE | authorize the relsase of any medeal or cther Informallon necessary
ta procdes this clalm, | also recpiest payment of gaverrment benalits elihar 1o miysalf or 13 tha party who accepta assigrment

DATE

13, INSURED'S CR AUTHORIZED PERSQN'S SIGHATURE | sutholize
payment of medical benalits to the unchzrsigned physlelen o supglier lor
savkes descilbed below,

X BIGNED

PATIENT AND iNSURED INFORMATION —— > | < CARRIER—>

AT IO et

{ { PREGHNANCY (LM

16, IF PATIENT HAS HAD SAME gg SIMILAH ILLHEBB,
|

GIVE FIRST DATE MM l

16, DATES&AIIENBBNABLEW WCHK IN bUHPFNT f% 1 UFATva
FROM

17, NAME [2F REFERRING PROVIDER OR OTHER SOURGE

17a.

17b.| NPI

18, HOBPITC‘I’.’\ZAH ?B DATEWELATED TO LI,;F‘\HENTE\!; RVIC E
FROM | | TO IL

19, RESERVED FOR LOCAL UEE

1
20, OUTSIDE LAB? % CHARGES

[ ]ves [no | |

21, DIAGNDE S OR NATURE CF ILLNESS OH INJURY (Relate ltems 1, 2, 3014 1 ltam 24E by Ling)

=

22 MEDICAID RESUBMISSION
MBBE ORIGIMNAL REF, NO,

[ I I o
23, PRIOR AUTHORIZATION NUMBER
2, L. ———
24, A, DATE(s) OF SEFWICE B. o, | 0. PROCEDURES, SERVICES, OR SUPPLIES E F. G, H. 1. J. =
Frgen PULE (Explein Unugual Ciroumstances DIAGHOSIS C\A\b EFP::I%‘T D, RENDERING (e}
MM Dp vy 2L DD VY |SERNCE| EMG | CPT/HOPCS | MODIFIER POINTER § CHARGES uuus Pin | COAL PROYICERID, # :F::f,
1 i i i i | 1 1 f= = = e e e a;:
I B N T O I I T 5
-
ol . R S0 S =
I O T N Y Y T I o E
| | | | | l | i 5 ol e e = i o
I T I I L I I I R %
{ wn
4 ! i | | | | e B it L o
I T T I [ I I I =
I | | | I e e e
S A T T O I I T T | L | [ 2
>
6 || o . SO NGERNCE T :
I N A I I T S | || [wm
25, FEDEHAL TAX 1.D, HUMBER S35N EIN 26, PATIENT'S ACCOUNT NO, 27 é&%&ﬂ A"B.HSI.CIQIMEE,SJ‘I‘? 28, TUTAL CHARGE 20, AMOUNT PAID o0, BALANGE DUE
00 [l Lo | I R T PO
34. SIGHATURE CF PHYSICIAN GR BUPPLIER A%, BERVICE FAZILITY LOCATION INFORMATION . BILLING PROYIDER INFO & PH 4 ( )
INZLUDING DEGREES OR CREDENTIALS
(| @eriify that the stataments on tha raveres
&@ply fo thie bill and are made a pan therect.)
SIGNED OATE * b & 3 } Y

NUCC Instruction Manual availabla at: www.nuecso.org
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