IR ST S R © INITIAL HEALTH STATUS

: ‘ Chiropractic
Panent Name o pithdate _ Sex: M/F
Address___ ‘ ‘ ' S __ City_ .
State___ Zip Phone { D as Pa’uent Primary Language
Occupation ‘ .~ _Employer_______ : , Work Phone__ :
Address AR Cty State____ Zip
Subscriber Name : REREAIN, 'Hea!th 'Pk;n ‘ RS
Subscriber ID # & Growp# .~ ‘Sp_ouse Name_____ :
Spouse Employer, e City -  o — State Zip
Primary Care Physician Name______ : PCP Phone.

MARK AN X ON THE PICTURE WHERE YOU HAVE-PAIN OR OTHER SYMPTOMS.

DESCRIBE YOUR CURRENT PROBLEM AND HOW IT BEGAN:
[[] Headache [} Neck Pain [] Mld—Back Patn D Low Back Pam
[ other
Is this? [} Work Related - [] _Au’to Related .  |] N/A
Date Problem Began
How Problem Began

‘ Current complamt (how you feel today) : o l

0. 1 2 3 4 5 & 7 8 8 10 |

No Pain B RERE N : - Unbearable Pain

How often are your symptoms present’? ‘ '
(Occasional) []0-25% - [126-50% - E} 51 —75% : D 76 — 100% (Constant)

In the past week hfi:w much has your pam m’terfered thh your daziy actrvmes {e.9., work, soclal actrvmes or household chores?

Nointerference 0 1 -2 3 4. 5 6. 7 ’ "-~8’;, 9 10 Unabletocarry
in general would you say your overall health right _now is: ‘ on.any activities
[ Excellent [} Very Good [0 Good - [} Fair - Poor ‘

HAVE YOU HAD SPINAL X-RAYS MRI, CT SCAN FOR YOUR AREA(S} OF COMPL.AINT" i:] No [:l Y_es
Date(s) taken____- _ What areas were taken’»‘ :

Please check all of the fo!lowmg that apply to you

[l AlcoholDrug Dependence ...L1 Prostate Problems
[l Recent Fever ']  Menstrual Problems
] Diabetes 1 Urinary Problems :
(] High Blood Pressure 1 Currently Pregnant, #Weeks .
- [] - Stroke (Date)____ s "~ Abnormal Weight [] Gain [[] Loss
-] Corticosteroid Use (Cortrsone Predmsone etc) | | Marked Morning Pain/Stifiness
- [ Taking Birth Control Pills . 1 Pain Unrelieved by Position or Rest
O Dizziness/Fainting [l Pain atNight
{1  Numbness in Groin/Buttocks “"[Z1" - visual Disturbances -
1 Cancerﬂ' umor: (Explam) {1  Surgeries
] Osteoporosis » 0" Tobacco Use - Type ‘ _
[] Epilepsy/Seizures : o Frequency.- - - /Day
[] Other Health Problems (Explam) : ' [ Medications_ -
-Family Hlstory Ccancer , DDxabetesV Lo [ High Blood Pressure
[l Heart Problems/Siroke - [} Rheumatoid Arthritis

| certify to the best of my knowledge, the above mformanon is- oomplete and accurate. If the health plan mformallon

is not accurate, or if | am not eligible to receive a ‘health care benefit through this provider, | understand that | am
liable for all charges for services rendered and. I agree fo notrfy this doctor immediately whenever | have changes in
my health condition or health plan coverage in the future. | understand that my chiropractor may need to contact my

physician if my condition needs to be co—managed Therefore l gwe authonzanon fo my chlropractor to contact my
physician, if necessary. : G .

Patient Signature

ematt s .

Date




Santelli Charopract;c Clinic

| ‘Finaﬁsia!,iquigy;:L‘

Definitions: “1”, “me” and “my” mean the patient. ”‘Clin,i'c_'"’-,' m'egns Santelli Chiropractic Clinic and its employees. | -
am signing this agreemenf to obtain services. A.phbto_-"c'pp’y of this form'shall be as effective and valid as the

original.

you'h érhéa'lt;h insurance, we want to help you receive
your maximum allowable beneﬁt."ln order to ach_i_.evevth_ oals, \gge_heed your assistance and understanding of
our payment policy. ' ' MR SR :

" We are committed to providing_Ydu with .‘q.uglity"lca"r'_ if,

Our facility participatesina number of PPO networks. It is your rv'es'p-sor{sibvili'lcy to verify that the doctgr/facility you
are seeingis “in network”, Please verify this by calling the “800” telephone number on your group insurance card
or check with your employer on how to _ob_'tafhthis-_ihfdfrriat’io’ﬁ’.-‘" ' e LRI ' :

Ifyou belongtb an insurance company _thét'réduires a referral from your brimary care physician, please bring the
referral with you-at the time of your appointment. We must have a referral authorization before seeing you. If a
referral is not obtained and yq’u’_ﬁnsurande does not pay, youare responsible for the unpaid balance.

Copayments are collected on each visit. If you are-not insured by one of the participating PPO insurance -
companies, payment will be cpllect"ed, écco'rdjng to your pl.an'sfoufeof{hetwork benéﬁts. if you carry no medical

 coverage, payment in full is required at the time of your visit unless prior arrangements have been made. We
accept cash, checks, MasterCard, Visa, Discover_a'hd“carg,-Creglip ST o

Medicare: We accept Medicare assignment a'nd'Wilifbi!j{ 'MédiCare fo_r you. As a Medicare beneficiary, 'you ére -
required by Medicare to make a co-insurance payment for your physician’s professional services. Yourco-
insurance payment amount depends on the services you receive from your physician. If you haveany
supplemental insurance, please provide this information prior to your appointment.

I irrevocably assign and transfer to the Clinic ailMedicére,énLd/or_insurance,beheﬁts covering services for payrﬁent
of services rendered. R : . : : : -

if treatment is sought due to.a motor _vehiclv‘e 'aécid_éﬁi or other personal injury; ydu will be respb’nsible for your bill. ‘
i.e. Office visits, x-rays, any tests, therapies or procedures. We will work with Personal Injury Protection {PIP)
insurance. . ST ’ ’ _

If you are seeking treatment for an injUr\/"that occurred.on a sAc:hool‘c‘ampUS, you must bri‘ng a cléim form’
completed by the appropriate school officiai. This claim form should include details of the accident and the name
and address of the schools insurance company. . SR N T ' : ‘

We must emphasize that as healthcare oroviders, our relationship is with you, not your insurance company. While
the filing of insurance claims is a courtesy we extend to.our patients, all charges are your responsibility from the
date the services are rendered. We realize thatl,temqurary; ﬁi’fi»ancialiprpbAlems may affect timély payment of your
account. If such problems do arise, we encourage you-to.contact us promptly for assistance in the management of
your account. There will be a $30 charge for alf returned checks. We do not accept postdated checks. - -

I have read and completely understand the f;nan;iié! pé}iéy,qf'Santelli;;éhilropracfic Clinic.

Signature of Patient or ReSponsibleParty: Date:




Santelli Chim-précﬁc_ Clinic i
890 W. Corsicana St., Swite5 ‘
Athens, TX 75751 ph. 903-677-1936

Patient Informed Consent

Definitions; "l," "me,” and "my" mean the patient._“,CIirj_ic,"'m'gan

ntelli Chiropractic Clinic and its employees. | am
signing this agresment fc obtain services. S :

If any part of this agreement is invalid, it will not affect the Validity o the revpﬁéfn‘d‘er of this agreement. Any invalid part
will be deemed reformed to comply with the law. A photo copy of this fprm shall be as effective and valid as the
original. : Y '

Please initial each statement:

Authorization for Care: | grarit permission for the clinic to render such care that Dr. Santelli
may deem necessary in.my diagnosis and treatment. |- understand that such care may-inciude chiro_practic
" treatment, diagnostic test, therapies and stipplements. Although very rare there are complications which may arise
during treatment. These complications include but are not fimited 'io:-,fracture, muscle strain, costovertebral strain/fracture
and cervical vertebral accident. - L O ‘ :
___ Continuity of Care: While dedisions about every patients care remains the shared
responsibility of the patient and the chiropractor, Dr. Santelli believes that patient needs can best be met by
referring to specialists when the specialty is avai!ablé,arié"deémed necessary.’ B Lo

____ Authorization for Release and/or Acquisition of Information: I hereby authorize

Santelli Chiropractic Clinic to release and/ora‘cquire} rﬁe,cfeésary protected health info_rmaﬁon 'ﬁ_f_rom ";hird parties,
ihciudi'_ng but not limited to other physicians for continuing professional care, any insu‘rance company or third
party payor for the purpose of processing & claim, or otherwise zs allowed by law. | release the Clinic from any
liability for the release and/or acquisiticn of this information, and | understand this release specifically includes
any and all blood and related tests, including those for HIV and other diseases. SR '

HIPAA Notice of Privacy Practices: Santelli Chiropractic Clinic is required by applicable.
federal and state law to maintain the privacy of your protécted.hea‘lth’info’rm'ation. "Proted_ed Health
Information™ (PHI) is information about you, including demographic information, that may identify you and that
relates to your past, present of future physicai or mental health condition and related health care services. We
are required to give you notice about our privacy practices and your rights concerning your PHI. By initialing this
space, you acknowledge that you have been given or offered the "Notice of Privacy Practices" of this Clinic.

Signature of Patient or Representative: : Date:

Relationship to Patient if patient is unabie to-sign or isa m{né)r.




Acknowledgement cf Rewew of
Not ice of Prwacy Practxces

I have reviews this office’s Notice of Privécy Prédites, Which explains how my medical
information will be used and disclosed I understand that l am ent!tled to receive a copy of this
document. ' : \ SR : :

Furthermore, by my specific mmals, ] authonze my physscsan and his/her staff fo contact me by
the designated means noted below ‘ S :

Home Phone
—Home A'nswering Méchir_\é/Voicé Mé,“
________Ofﬁce/Wdr_k Plag:e, Voiicgja Ma;ﬁ '
o Cell Phone/Voice M’aii’lzv* e |
________.Remi_nder Cards by M%il ,  "

Fax# () location:_

Additiqnally,v“vbyv my initials | authorize my physician and his/her staff, to communicate
information regarding appointments, medical results and billing issues to:

Spouse

Others

This authorization shall remain in force until revokéd in writing, Attention of Privacy Officer

Signature of Patient or Personal RepresentatNe

Date

~'Name of Patient or Personal Representative

" Description of Personal Representative’s Authority




