CHIROPRACTIC REGISTRATION AND HISTORY

f ! PATIENT INFORMATION

Date

SS/HIC/Patient ID #

Patient Name

Last Name
First Name Middle Initial
Address
E-mail
City
State Zip
Sex (M [F Age
Birthdate
] Married ] widowed [ Single {1 Minor

[] Separated [ Divorced ] Partnered for years

Patient Employer/School

Occupation

Empioyer/School Address

Employer/School Phone ( )

Spouse’s Name

Birthdate

SS#

Spouse’s Employer

Whom may we thank for referring you?

2 INSURANCE INFORMATION

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? [JYes [ No

Subscriber's Name

Birthdate SS#

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
| certify that I, 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 Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

Date Relationship to Patient

@ PHONE NUMBERS

Cell Phone ( ) Home Phone ( )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Name Relationship

Home Phone ( ) Work Phone ( )

4 8 ACCIDENT INFORMATION

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

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

Attorney Name (if applicable)

PATIENT CONDITION

Reason for Visit

When did your symptoms appear?

Is this condition getting progressively worse? [ ]Yes []No

Type of pain: [] Sharp ] Duli

How often do you have this pain?

[JBurning [JTingling [] Cramps [ stiffness

[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 [] Numbness [] Aching [] Shooting
[] Swelling [] Other

Is it constant or does it come and go?

Does it interfere with your []Work  [] Sleep  [] Daily Routine

[] Recreation

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

(Vers.C255S04)
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[ ] i HEALTH HISTORY

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

[] Chiropractic Services []None [] Other

Name and address of other doctor(s) who have treated you for your condition

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

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

AIDS/HIV [OYes [JNo Diabetes [OYes [JNo Liver Disease [dYes [OJNo Rheumatic Fever [JYes []No

Alcoholism [ClYes [JNo Emphysema [JYes [I1No Measles [JYes [[IJNo Scarlet Fever [OYes [JNo

Allergy Shots [1Yes [INo Epilepsy [JYes [1No Migraine Headaches [ ]Yes [JNo  Sexually

Anemia [OYes [INo Fractures [JYes [1No Miscarriage [JYes [JNo TDr;r;r:;tted [JYes []No

Anorexia [(dYes [[INo Glaucoma [OYes [1No Mononucleosis OYes OONo  gyore [Yes [JNo

Appendicitis [OYes [ONo Goiter [OYes [ONo Multiple Sclerosis [J1Yes []No Suicide Attempt OYes [JNo

Arthritis [lYes [J]No Gonorrhea [(dYes [OJNo Mumps [JYes []No Thyroid Problems [JYes []No

Asthma [OYes [JNo Gout [JYes (O No Osteoporosis [dYes [ No Tonsillitis [IYes []No

Bleeding Disorders []Yes []No Heart Disease [(JYes [JNo Pacemaker [IYes [ No Tuberculosis [JYes []No

Breast Lump [JYes [INo Hepatitis [JYes [JNo Parkinson's Disease [ ]Yes []No Tumors, Growths  []Yes []No

Bronchitis [OYes [JNo Hernia OYes [JNo Pinched Nerve [(1Yes []No Typhoid Fever [JYes []No

Bulimia [(JYes [JNo Herniated Disk [Yes [I1No Pneumonia [OYes [ No Ulcers [JYes [JNo

Cancer OYes [JNo Herpes (OYes [ONo Polio [OYes [ No Vaginal Infections []Yes []No

Cataracts [dYes [JNo High Blood Prostate Problem [JYes [JNo .

Chemical Pressure OYes OINo o hacic ClYes []No Whooping Cough [ Yes [JNo
Dependency [Yes [INo High Cholesterol [JYes []No Psychiatric Care  []Yes []No Other

Chicken Pox [OYes [JNo Kidney Disease OYes [1No Rheumatoid Arthritis [] Yes [ No

EXERCISE WORK ACTIVITY HABITS

(] None [ Sitting 1 Smoking Packs/Day

[] Moderate [] Standing [ Alcohol Drinks/Week

[ Daily [ Light Labor [ Coffee/Caffeine Drinks Cups/Day

[ Heavy [J Heavy Labor [ High Stress Level Reason

Are you pregnant? [1Yes []No Due Date

Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

g? MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone ( )




Chiropractic Care
& Rehab Center

Acknowl ment of Receipt of Privacy Notice

| understand that as part of my health care, Chiropractic Care & Rehab Center, originates and
maintains paper and/or electronic records describing my hedlth history, symptoms, examination
and test results, diagnosis, treatment, as well as plans for future care or treatment. | understand
that this information serves as:

* A basis for planning my care and treatment;

* A means to facilitate communication among the many healthcare professionals who con-
tribute to my care;

* A source of information for applying my diagnosis and surgical information to my bill;

* A means by which a third-party payer can verify that services billed were actually provided;
and

* A tool for healthcare operations of Chiropractic Care & Rehab Center such as assessing qual-
ity of care and reviewing the competence of healthcare professionails.

lunderstand that as part of Chiropractic Care & Rehab Center’s treatment, payment, or health
care operations, it may become necessary to disclose my protected health information to
another entity for the purposes stated above.

lunderstand and have been provided with a Notice of Privacy Practices that provides a more
complete description of how Chiropractic Care & Rehab Center may use and disclose my
protected healthcare information. | further understand that Chiropractic Care & Rehab Center
PLLC reserves the right to change its Notice of Privacy Practices. Should Chiropractic Care &
Rehab Center PLLC change its Notice of Privacy Practices, an amended copy will be posted
in a prominent location at the practice site, or, upon my request, an amended copy will be
sent to the address | have provided.

I agree that Chiropractic Care & Rehab Center PLLC may do the following unless | specifically

give direction prohibiting such activity:

* Send visit reminders and test results to the address that | have provided.

* Send routine correspondence, such as billing statements, to the address | have provided.

* Leave messages on an answering machine or voice mail associated with the telephone
numbers I have provided to either confirm appointments or to request that | call the Practice
on medical or billing matters.

Patient's Signature or Signature of Personal Representative Date



Chiropractic Care and Rehab Center, LLC

Estero Park Commons Christopher M. Green, DC
9250 Corkscrew Road, Suite 4 Michelle M. Giroux, DC
Estero, Florida 33928

239.495.1166 t

239.495.0116 f

INFORMED CONSENT

I hereby request and consent to the performance of chiropractic manipulation and other
manual medical procedures, including various modes of physical therapy and diagnostic
x-rays by Chiropractic Care and Rehab Center and it’s employees, now and in the future.

I certify that I have had the opportunity to discuss, with the doctor of Chiropractic and/or
other office personnel, the nature and purpose of the care that is being provided. 1
understand that the resuits are not guaranteed. Further, I have been informed and I
understand that, as in the practice of any of the healing arts, in the practice of
chiropractic, there are some risks to treatment including, but not limited to, fractures, disc
injuries, strokes, dislocations and sprains. I also understand that the doctor who has
explained all of these things to me, is not expected to be able to anticipate and explain all
risks and complications. I will rely on the doctor to exercise appropriate judgment during
the course of care, based on the facts known at this time, and in my best interest.

My signature below certifies that I have read, or have had read to me the above consent.

I also certify that I have had the opportunity to ask questions and the options of care have
been explained to me. By signing this consent form, I agree to the care being provided to
me for the entire course of treatment for my present condition(s) and for any future
condition(s) for which I seek treatment.

Patient’s name (please print) Witness’ name
Patient’s signature Witness’ signature
Date Date

Patient’s representative (if patient is a minor or if physically or mentally impaired or if
patient’s primary language in not English)



Chiropractic Care and Rehab Center

Estero Park Commons Christopher M. Green, DC
9250 Corkscrew Road, Suite 4 Michelle M. Giroux, DC
Estero, Florida 33928

Tel: 239.495.1166

Fax: 239.495.0116

Power of Attorney and Medical Release
POWER OF ATTORNEY TO ENDORSE CHECKS AND/OR TO SIGN ANY PIECE
OF PAPER WHICH WILL ENHANCE OR EXPEDIATE PAYMENT TO PROVIDER
FOR SERVICE RENDERED, INCLUDING BUT NOT LIMITED TO A RELEASE OF
MEDICAL RECORDS AND ASSIGNMENT OF BENEFITS/AUTHORIZATION TO
PAY
Know by all these present that: The undersigned has made, constituted and appointed, and by these present
docs hereby make, constitute and appoint Chiropractic Care and Rehab Center and any of it’s duly
authorized agents and employees as and to be the undersigned’s true and lawful attorney for and in the
undersigned’s name, place and stead to endorse any and all checks, drafts or money orders which are made
payable to the undersigned alone or to the undersigned and the said Chiropractic Care and Rehab Center, at
the request or with the knowledge and approval of the undersigned and/or the maker of the check, draft or
money order.
Furthermore, the undersigned allows Chiropractic Care and Rehab Center or any of its agents to sign any
paper that will be necessary to enhance, expedite and/or allow payment to said provider. This may include
affidavits of non-ownership of vehicles, insurance forms and other statements.
THE UNDERSIGNED by these presents does give and grant the said Chiropractic Care
and Rehab Center as attorney the full power and authority to do and perform all and
every act whatsoever requisite and necessary to be done in and about the premises as
fully to all intents and purposes as the undersigned might or could do to personally
present insofar as the endorsing and cashing of said checks are concerned as well as any
other document.

MEDICAL RELEASE

A photocopy of this document shall be sufficient to authorize any person having records of medical
treatment, services, or supplies pertaining to me to release true copies of same to Chiropractic Care and
Rehab Center or any insurer providing coverage to me in connection with the processing of any claim for
benefits made by me or by the assignee herein. A photocopy of this document shall be as binding as an
original signature page.

The undersigned does hereby ratify and confirm any and all actions taken by the said attorney in
accordance with this special power and which the said attorney shall do or cause to be done by virtue of
these presents.

ASSIGNMENT OF BENEFITS

1, , hereby authorize s
my insurance carrier, to make medical benefits payments otherwise payable to me for services rendered by
Chiropractic Care and Rehab Center but not to exceed the charges of those services, payable to and mailed
directly to: Chiropractic Care and Rehab Center, 9250 Corkscrew Road, Suite 4, Estero, Florida 33928.
Furthermore, I hereby IRREVOCABLY ASSIGN to Chiropractic Care and Rehab Center the rights and
benefits under any policy of insurance, indemnity agreement, or any other collateral source as defined in
Florida Statutes for any service and/or charges provided by Chiropractic Care and Rehab Center IN
WITNESS WHEREOF the undersigned here hereunto set their hands, this day of

in our year .

Patient’s signature patient’s name (print)



Chiropractic Care and Rehab Center, LLC

Estero Park Commons Christopher M. Green, DC
9250 Corkscrew Road, Suite 4 Michelle M. Giroux, DC
Estero, Florida 33928
Tel 239.495.1166
Fax 239.495.0116

FINANCIAL POLICY

Cash patient (no insurance coverage): Payment is due at the time service is rendered.

Major Medical Insurance Coverage: Every insurance plan/coverage is different. In order
to accept your insurance benefits, we must phone your carrier and verify your coverage.
For this, we must have a copy of your insurance card. You will be considered a cash
patient until your benefits are determined. Co payments are due at the time of service.
Deductibles must be paid at the time of service until met. Many times coverage varies
from what is printed on your insurance card. We will make every effort to determine
your coverage prior to your first examination.

*Referrals from primary care physicians: Some HMO’s and PPO’s require a

referral from PCPs for chiropractic benefits. We ask that the patient takes

the responsibility of getting the referral slip. Dr. Green or Dr. Giroux will

gladly phone your physician to help if necessary.

Worker Compensation: This office does accept most Work Comp cases. Communication
with your employer is very important. Notify us immediately if you feel your case
should be filed under Workers Compensation. BY LAW, YOUR EMPLOYER AND
OUR OFFICE ARE BOUND TO CERTAIN TIME FRAMES FOR FILING CLAIMS
UNDER WORKERS COMPENSATION.

Personal Injury/Auto accidents: This office does accept most Personal Injury cases. We
must receive all insurance information prior to accepting your auto insurance as payment.
We will phone your insurance carrier and verify your coverage. We will discuss your
coverage with you in detail once verified.

Waiver of Right to Receipt: You are entitled to a receipt of all services rendered upon
request. You are also entitled to a list for dates of service.

***Your insurance policy is an agreement between you and your insurance
company. Your help in obtaining your coverage will benefit both you and this office.
In other words, you have more influence with your insurance company than we do.
Ultimately, services rendered to you are your responsibility, regardless of your coverage.

Please sign and date below indicating you have read the above Financial Policy. If you
have questions, please ask.

Signature Date
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

‘TI_]PICA

PICA {_’T

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP . EEGA
D(Medicare # D (Medicaid #) D (Sponsor's SSN) [:I (Member ID#) D (SSN or D) I:l (SSN) D (ID)

GROUP

OTHER

1a. INSURED’S I.D. NUMBER (For Program in ltem 1)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

3. PATIENT'S BIRTH DATE
MM | DD

T WO

SE

XFD

4. INSURED'S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

SenI:] SpouseD ChiIdD OtherD

7. INSURED’S ADDRESS (No., Street)

cITY STATE

ZIP CODE TELEPHONE (include Area Code)

()

8. PATIENT STATUS

Single I___J Married D

Other D

Full-Time Part-Time
Employed D Student Student D

cITY STATE

ZIP CODE TELEPHONE (Include Area Code)

( )

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED’S POLICY OR GROUP NUMBER

b. OTHER INSURED’S DATE OF BIRTH SEX
MM

. | w1 (]

¢. EMPLOYER'S NAME OR SCHOOL NAME

YES I:] NO

b. AUTO ACCIDENT?

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

PLACE (State)

[Jves [

c. OTHER ACCIDENT?

[Jves [no

[E—

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSUR’\EAD'S DATE OF BIRTH SEX

M, DD |  YY
L M ] ]
|

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LLOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO If yes, return to and complete item 9 a-d.

below. X
SIGNED

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON’'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

PATIENT AND INSURED INFORMATION ——— > |<— CARRIER—»

[AN DATE SIGNED Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM | DD YY INJURY (Accident) OR GIVE FIRSTDATE MM | DD ( YY MM DD | YY MM | DD YY
! ! PREGNANCY (LMP) : : FROM 1 ! T0 ! !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. J 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
I S e S MM DD , YY MM LYY
17b.{ NPI FROM ! ! TO 1 5
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

[Jves [ o |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 to ltem 24E by Line)

‘_1

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

(I certify that the statements on the reverse

apply to thiskill and gk made a part thereot.) 92 So C° {‘K Screw R C«l , S?"C L/

L S <
23. PRIOR AUTHORIZATION NUMBER
2 4 .
24 A DATE(S) OF SERVICE B. | C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G [ H] I J.
From To PLACE OF (Explain Unusual Circumstances) DIAGNOSIS Paxs el o RENDERING
MM DD YY MM DD YY |SERVKE| EMG | CPTHCPCS | MODIFIER POINTER $ CHARGES UNITS | Pan | QUAL. PROVIDER ID. #
1 1 1 | I ( 1 | s
N N I N T B N N | Ll ] [
o o | R o [w
| ! | L { l ‘ E 1 ! L NPl
1 | | t | 1 1 1 r-—1- ==~ =—=====-==-71
N N S S N N N S A I Y
1 | ! i 1 ! 1 1 e — e e e e ey
A N S S SO N S R S S | B T
I 1 I i | ! 1 I T s i R R
( { I |
A N S N N R | Ll | [
I ! | I ] 1 | [T T T S R e
A N N S S B N S S L ] [
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27 ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID | 30. BALANCE DUE
) ! | |
JdoS0294S R YES NO $ : $ Lo s I
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33 BILLING PROVIDERINFO& PH # (229 ) /1S5-116 6
INCLUDING DEGREES OR CREDENTIALS Chire prack:c Care + Re Center

Chsropractic Care b Cender
q S'OPC:/-XScrcru *egj Ste Y

PHYSICIAN OR SUPPLIER INFORMATION

nv a. |b. a. [b‘ Y
SIG DATE
NUCC Ifstructign Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)

Mfd. by Medsg! A Press
Call toli-free: 1-800-328-2179

@ Printed on Recycled Paper

#14710 - Medical Arts Press
Use with Envelope #14145 (gummed) or #14146 (self-seal)



Estero Park Commons Christopher M. Green, DC
9250 Corkscrew Road, Ste 4 Michelle M. Giroux, DC
Estero, Florida 33928

239.495.1166 t

239.495.0116 1

Consent To Treatment Of Minor

()(We), the undersigned, parent(s)/person having legal custody/legal guardianship of

, a minor, do hereby authorize

(name of Minor)

Chiropractic Care & Rehab Center/Dr. Green/Dr. Giroux and/or whomever Dr. Green
or Dr. Giroux may designate to administer chiropractic care deemed necessary to my
son or daughter.

It is understood that this authorization is given in advance of any specific diagnosis or
treatment being required but is given to provide authority to the above described
agent(s) to give specific consent to any and all such diagnosis and treatment which
chiropractor, meeting the requirements of this authorization, may, in the exercise of
his/her best judgment, deem advisable.

Signature:
(Parent/legal guardian/person having legal custody) (circle relationship)
. Signature:
(Parent)
Date:

Witnessed:




