
Address 

Job ~esbribtion: Yeiirs Employetl: 

Slreet Address/P. 0. Box Cily S/o/e ZI), 

I Ionic P 

0 Male 

Marital 
Education: 
Employ 

Employ~:r: 

S/ree/ Address/P.O. Box Ci/y Slate Zip 

lone 8 :  Work Phone #: E-mail Address: 

0 Female Date of Birth: I I Age: I leight: Weight: SSN: 

itat us: 0 Single 0 A~lorried 0 Divorced llfi(lol~~ed 0 Separated 0 Cllildren: # of 
# ofyeors co~npleled 0 firll-time slrrdent 0 Port-lime sludenl Non-slrrden~ 

:(I: 0 FIIII-time Work Status: Working wi111orr1 res~ric~ions No/ ivorking/oflwork since 
0 Par/-lime 0 1Vorkin.q with reslrictions Relired 

Occuplt' , lon: -- 
I 

Whom lay we thank for referring you? 1 
Erriergenc)~ Corrlncf, not li~lirrg rr~illt yorr: 

Name: 
U Sports lnjirry 0 No specrflc ~rormto 
0 Slip & Fall U Ollrer Phone / I :  Relationship: 

Adjuster's Phone #: Adjuster's Pax U: I 
SSN of lnsuretl: Relationship to Patient: I 

Slreet Address/P.O. Box 

El 

Street Arldsess/P. 0. Box Ci/y Stn/cp Zip 

Adjoster's Phone #: A?jnster's Fax #: I 
Insuted's Name: 

' I I SSN of Insilrcd: Relationship to Patient: 

I hereby c sent to and authorize all treatment that may be advisahle or necessary. I UNDERSTAND TI-IAT I AM FINANCIALLY RESPONSIBLE 1'01< 
ALL EXPI NSES INCURRED FOR SERVICES PROVIDED REGARDLESS OF MY INSURANCE STATUS. 1 will inform this office o rany  changes in 
mctlical hi. tory, insurance coverage, telephone andlor address changes as they occur. I certify this information is true and correct to tlie bcst ol'lriy knowletlgc. 
I licreby a tliorize and give specilic Power of,Attorney to Advanced Spine & Rehabilitation to endorse my name to any and nll checks, driins or moncy ortlcrs 
which are ade payable to the undersigned andlor Advanced Spine & Rehabilitation, which are paid hy my insurance company for services rentlerctl lo mc. I 
- 

expected at time o f  service for "Your Portion" of charges. We accept VISAIMASTERCARD for your convenience. There will be il cliargc ol'S25 
ned checks. I f  copies or records are reqoestetl, there is a charge of $.60 per page. 

interest at tlie rate of 1.5% per month (1 8% per annum). Your account may be refcrretl to n 
to accrue at the rate noted herein. In addition, you will he responsible for all collection costs, attortley 

feeslcosts (which coultl dollble the outstanding balance). Further, your signature nulhorizes Atlvnncecl Spine 
necessary to process your insurance claim. Your signature helow indicates that y o l ~  untlerstnnd nnd nccellt 

Addless ol ' lns~~rcd: 
Slreet Address/P. 0. Bar City Stnte Zip 

Spine & R e h a b i l i t a t i o n  1 

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



( ~ l i c s l  x-rdy EKG Otlier X-ray MRI/ CT Scans 

I 

Spine & RehabiZi tation 3 



Dntc: 

Smoking 

Exercise 

I HABI7S: 
Pack per dq: 0 - O 0 O - 1 2 or more Ij011~ long? 
it Drinks per (Iq) it Drit1k.s per week 

Yes No I f  1~e.s. pIea.se describe: I 

# CIIIIS per dq) 

0 Daily 0 M'eekly fl Monthly U p e  

IIANDBD VESS: 0 Right-handed U Lelt-handed Ambidextrous 

MEDICA T I O N S :  Please list all c~irrently ~rsed medications. Inckde prescription and non-prescription drug. 

I Please list all known allergies, especially to medications. 

A4edicar 

O Chiropt~aclic 

13 Pl~j~siccl 

O Ot/ier 

Advance  S p i n e  & R e h a b i l i t a t i o n  P 

care 

care - 

~ h e r n ~ y  

I 

DOCTOR'S NOTES: 



Date: 
On the foll wing illastration. use the letter keys helow to mark the areas on your body wliere  yo^ feel the described sensation: 1 

I 

Wllnt perc nt of the lime is your pain present? If  yolrr pain is there all tlie lime, in varying degrees, that would indicate 100%. 1 I Rate the in ens~ty of your pain. Refer to the color chart we have provided to rate your pain intensity. 10/IO is considered "Emergency Room" pain. I I 
due lo your pain. A rating of 10/10 worlld indicate severe disability where yo11 cannot perrorm or complctc 

Symptom Description Frequency Intensity Rn111:o 
e eoch symptorn, inclurling oren, os clearly as Enler /Ire nmorrr~t of lime, on o percentage basis, Using o scale qf 0-10, where 10 is /Ire pcrir 

possible. that /he sjwnptnm is presenl d~rring yorrr waking imaginable, role /he prrin irrtensi!~ Ie~~clJor. errcli 
ltorrra synrploni. - 

R/o 110 

Advancer Spine & R e h a b i l i t a t i o n  I 



-7 

. -. A 
For use with Neck and/or Back Problems only 

TO properly assess your condition, we must understand how much your neck andfor back problems have affected your ability to manage everyday a~tivities. Forn 
each item below, pleas circle the number that most closely describes your condition right now. 

1. Pain Intensity 
0 (1 12 ti 

No pain 
I 

Mild 
I 

Moderate Severe pain Wont pmsible 
Pain pain pain 

2. Sleeping 
10 I1 12 13 

I r 
I 

Perfect sleep ~ i l d l y  ~ o d & e l y  ~ r e a i l y  ~ o t $ l ~  
disturbed sleep disturbed disturbed disturbed sleep 

sleep sleep 

3. Personal Care (washing, dressing, etc.) 
o 11 12 I3 

1 
No Pain: no Mild Pain: no Moderate Moderate Severe Pain: 
restrictions restrictions Pain: need Pain: need netd 100% 

to go slowly some assistance 
assistance 

4. Travel (driving, etc.) 
0 11 ti ti 4 

I I 
NO pain >lild pain on ModLrate Modedcate Severe pain on 
long mps long trips pain on long pain on short short trips 

trips trips 

5 .  Work 
o I1 11 b 

I 
Can do usual Can do usual Can do 50% Can do 25% Cannot il'ork 

work plus ~vork: no extia of usual of usual 
unlimited work work work 
extra u.ork 

6. Recreation 
0 I1 12 b 

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

7. Frequency of Pain 
0 11 12 I; 4 

I I 
No pain Occasional Intermittent Frequent Conrtant pain: 

pain: 25% pain: 50% of pain: 75% 1000/. of the 
of the day the day of the day day 

8. Lifting 
0 11 12 I; 14 

I 
No pain with Increved Increased pain Increved Increased pain 
hea\y weight pain with with moderate pain uith with m y  weight 

heaxy weight weight light weight 

9. Walking 

No pain: any Increased Increased pain Increased Increased pain 
distancz pain after 1 after !h mile pain X mile with all walking 

mile 

10. Standing 
0 I I 12 b 

I I I" 
No pain: after Increased Increased pain Increased . Increved pain 
several hours pain after after 1 hour pain after % uith any 

several hours hour standing 

---- .- 

Patient signature Date 



lielps restore proper motion to the vertebral (facet) joints. During cliil-opractic treatment, Illc 
or a meclianical device in order to reestablish proper f~~nction to tlie spine ant1 to recluce pain, 

may feel a "click" or "pop", such as tlie noise when a knr~cltle is "cracked", and you may I 

i Possi1)le Risks: 
As ith any health care procedure, complications are possible follo\ving a cliiropractic manipulation. Complications coultl 
incl de fractures of bone, muscular strain, ligamentous sprain, dislocations of joint, or injury to interverlebral cliscs, 
ner s or spinal cortl. Stroke could occur upon severe injury to arteries of tlie neck. A minority of patients may noticc 
stiff ess or soreness after tlie first few days of treatment. 

Tlie -isles of complications due to cliiropractic treatment have been described as "rare", about as often as co~nplicntions arc 
seen from tlie taking of a single aspirin tablet. TIie risk of stroke lias been estimated at one in one million to one in twcnty 
~iiill on, and can be even further reduced by screening procedures. I 
You. chiropractor may also use modalities to enhance your recovery and reduce symptoms. These niny inclucle 
ultr, ol~nd, electrical moclalities, laser therapy, heat and ice, and otlier modalities. Tliese are rarely associated with sicle 
effe ts or complications, and tlie risks may include soreness, skin reactions, or other milcl side effects. Please report tlicsc 
ant1 any otlier side effects or co~nplications to your tloctor right away. If you have skin senstitivies, a pncemakcr, 
pregiancy or any otlier health condition that woulcl change your ability to be exposed to electrical modalities, topical 
crea 'is, or otlier care restrictions, please advise your doctor immediately. I 

erstancl tliat it usually requires a series of cliiropractic treatments to significantly cliange a condition ancl receive 

1, 
lnea 
beel- 

, understand the liazards and potential clangers involved in trentmenl by 
is of cliiropractic. I believe tliat tliis treatment is in my best interest and 1 l~nderstand tliat no guarantee of results lias 
made. 

otient/Alithorized Representative Signatl~re I. Relationship to Patient Dote 

My 

satis 

Prrrctifioner Sfrrfement: 
atient (or patient's representative) and 1 have discussed tliis procedure, tlie risks and alternatives to tliis proccclure. 

best of my knowledge, the patient (or patient's representative) L~nderstands this procedure and consents to it. 

signature inclicates tliat 1 have read and fully i~nderstand Ilie above information regarding tlie consent to this 
11roc:dure. I have had the opportl~nity to ask questions about any matter which I dicl not understancl, ancl I have 1.eceived 

hctory explanation to my questions. My signature below authorizes tliis procedure. 

Practitioner Signatlire Practitioner Printed Nome ~ o t c .  

Advance S p  1 h a b i l i t a t i o n  7 



We colne to our office! We are pleasetl that you have chosen Advancecl Spine & Rehabilitation to provide youl. cnsc ant1 
ses ices. We would like to take a moment to inform you of our policies, regarding payment with tlie olTice. We nccepl 
cas 1, personal clieclts and credit card (VISA ancl Mastercard) for payment on your account. I 

INSURANCE PATIENTS WI-IO NEGLECT TO SUPPLY TIITS OPFTCE 
WITH THE NECESSARY JNFORMATTON/FORMS 

WITIITN A REASONAl3LE AMOUNT OF TIME 
WILL IIE RESPONSTl3LE FOR PAYMENT TN T;"ULTd. 

O/PERSONASd INJURY INSURANCE (PIP, Med-Pay, 3'd Party, Lien) or WORTaR'S COMPENSATTON: 
be required to complete spccific forms pertaining to your situation. If this inrormation is not provicletl ~villiin n 

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

TRACTED INSURANCE (HMO, PPO, EPO, POS): If you have insurance we are co~itractecl with, we will submit 
insi~rance claims for you, if you supply us with tlie necessaly information. Tliis inclucles a copy of your cartl, nncl 

to submit claims to ant1 a telephone number to allow us to verify coverage. You are still responsible fc~r paymenl 
co-payment nt tlie time of service, and any amounts not covered by your insurance, including deductibles. If yous 

is denied for any reason including but not limited to denials for not medically necessaly, you are I-esponsible for 
of the entire balance due, baser1 on our normal fee schedule. Yorr nre responsible.fi)r obfni~ri~rg jporrr rcfcrrnl to 

orrr ($,/ice. If'j~orr (lo nof Itnve n crrrreitf referrnl, ~ v e  mk fltnf yorr rescltcdrrle or sign n jctniverfor no rcferrnl 
yorrfirtnitcinllj) responsible. 

PR VATE TNSURANCE: As a courtesy, we are happy to file your insurance for you. You will be requirecl to provicle all 
the ecessary billing information. Ifjrorr otve or? yorrr ~letlrrcfible or n co-insrrrnnce, 1oe will neerl fo collcct nf tlre f i ~ ~ t e  of 
scr~icc. All insurance payments that are paicl directly to you should be entlorsed and paid to Aclvancetl Spine Sr. 
Reli bilitation. It is your responsibility to contact your insurance in the event of non-payment. E 

TCAm: We are participating with the Medicare program. JVe will slrbntit your clairnheri~ices to .44edicoi.c. 
You will be responsible for your deductible and any co-insurance, i f  you tlo 1101 

insurance. If tlie payment from your secondary/supplemental is directed to you, we will 

1-1 ONLY PLANNO TNSURANCE: Pqy~nent in$rN is dire /Ire dny seivices are rendered by all patients on a cash 
plan. Prompt pqrinen/ is expected Unless prior arrangements are made, overdue accounts will incur a 1.5% intcrcst 

month, plus reasonable collection fees. 

I 11 e rend nnd rrrr(1ersfnird fltc pnj~merrf policies set forflr nrtrl Irnr,e been given flte opportrrrti(l) to nsk qrlesfio~ts trborrf 
tltis lolicy. I rmtlersfnntl my respnrtsil)ilify for ~ ( v n t e ~ t f  ~vifll Atlvnitced Spiire & Reltnbilifnfion. I 

Potient 's Signnture (Responi.~ihle pnrp over 1Rj)eors 01) DO/; 

Advance Spine & Rehabilitation I 9 



that I have certain rights to privacy regarding my protected health inforn~ation. These rights arc 
under the Health Insurance Portability and Accountability Act of 1996 (I-TIPAA). 1 understand that 

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

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

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

healthcare operations of your 

e also been informed of, and given the right to review and secure a copy of your Notice oJ'Privncy 
whick contains a more complete description of the uses and disclosures o r  my protcctccl healtll 

ancl my rights under I-IIPAA. I understand that you reserve the right to change the terms of this 
to time and that I may contact you at any time to obtain the most current copy of this notice. 

erstand that I have the right to request restrictions on how my protected health information is ilsed ancl 
to carry out treatment, payment and healthcare operations, but that you are not required to agree to 

restrictions. However, if you do agree, you are the11 bouncl to con~ply with this restriction. 

I u erstand that I may revoke this consent, in writing, at any time. I-Iowever, any use or c1isclo:;ure illat 
o c c ~  rred prior to the clate I revoke this consent is not affected. I 
Patiknt Name (hrint): 

tionship to patient: 

Advance S p i n e  & Rehabilitation t 



ADVANCE BENEFICIARY NOTICE (ABN) 
: You need to make a choice about receiving these health care items or services. 

Patie,lt's 

will not pay, nor will we bill your insurance, for the item(s) or service(s) that are 
Medicare only pays for covered items and services when Medicare rules are met. The fact 
not pay for a particular item or service does not mean that ou should not receive it. There 

your doctor recommended it. Right now, in your case,;diedieare will not pay for: 

Name:' ~ ' r ; t k :  ! 

s or Services: 
)) Initial evaluation (Estimated Cost: $65) 
)) Ultrasound (Estimated Cost: $10) 
)) Interferential current (Estimated Cost: $10) 
)) Massage therapy 25-30 minutes (Estimated Cost: $40) 
)) Cervical functional capacity evaluation (Estimated Cost: $75) 
)) Cervical exercises on MCU (Estimated Cost: $50) 
)) Lumbar functional capacity evaluation (Estimated Cost: $50) 
)) Lumbar exercises on MedX (Estimated Cost: $35) 
)) Non-surgical lumbar decompression (VAX-D) (Estimated Cost: $50) 

Bec use: 0 Spinal manipulation is the only covered service by Medicare for Chiropractic Physicians 1 I. 
I 

The 
items 
your 

I 

purpose of this form is to help you make an informed choice about whether or not you want to receive these 
or services, knowing that you might have to pay for them yourself. Before you make a decision about 

o tions, you should read this entire notice carefi~lly. 
As R us to explain, if you don't understand wh Medicare probably won't pay. 
Ask us how much these items or services wil cost you, in case you have to pay for them yourself or tl~rough 
other insurance. 

Y 

rr 

[I 

I 

PLEASE CHOOSE ONE OPTION. CHECK ONE BOX. SIGN & DATE YOUR CI-IOICE. 

0 tion 1. YES. I want to receive these items or services. I understand that Medicare will 
not ‘l" ecide whether to pay unless I receive these items or services. Please submit my claim to 
W'edicare. I understand that you may bill me for items or services and that I may have to pay the bill 
uhile Medicare is making its decision. If Medicare does pay, you will refund to me any payments I 

ade to ou that are due to me. If Medicare denies payment, I agree to be personally and fully 
responsib !' e for payment. That is, I will pay personally, either out of pocket or tlzrough any other 
insurance that I have. I understand I can appeal Medicare's decision. 

Option 2. NO. I have decided not to receive these items or services. I will not receive 
these items or services. I understand that you will not be able to submit a claim to Medicare and that I 
v~ill not be able to appeal your opinion that Medicare won't pay. 

I - 

' Date Signature of patient or person acting on patient's behalf 

NOTE: Your health information will be kept confidential. Any information that we collect 
about you on this form will be kept conlidential in our oflices. If a claim is submitted to Medicare, 
our health information on this form may be sharcd with Medicare. Your l~ealtll information which 

hedicare sees will be kept confidential by Medicare. 


