ENT APPLICATION

NEW PATI

Welcome to our Holistic Center!

ghly complete all questions. Thank you. -

Please thorou
Personal Tnformation
Ndmei// Today's Ddte: '

Address: ‘ /’//

Zipi

City/State:
E-mail:
Phone: Home: Work:__- Cell:
| Marital status: M/W/D/S Birth dater /[

Fné:

Agei___ .Social Security #:

Spouse’s name:

Children's names & ages:

Hobbies or interests:

Who may we thank for-referring you?

Have you ever been to-a Chiropractor?

Tf so, when was the last fime you were there?

Chiropractic techniques you've had success with:

General Practitioner:_. Phone:

Other Specialists you are currently uﬁ'der care with:

Name: - Phone:

Name: Phone:

Name: Phone:
Tnsurance Information

Insurance Company Name:

Policy #: Group#t

Policy Holder Name: ‘ DOB

Relationship to Patient:

(e | oK FORWARD TO CHANGING YOUR LIFEN!




Employer Im‘ormm‘lon

_Phone:_______ . ————————

Name:

Address:

Occupation:

Health reasons for consulting our office:

L.

3.
How long?

Have you had similar p.roblem(s) before?

Explain:

Immediate family with similar problems?
If so, when?

Is this a result of an auto or work mJuryD

If this is a work injury, is there a panel chiropchor that your companys Worker's
Compensation Insurance requires you to see in the first 90 days? If so, please list their

name.

Other doctors who have treated this problem:

Surgery you have had:_

Medication(s) your currently take:

Is there a chance you are pregnant?

What have you heard about chiropractic care?..

Do you know what a subluxation is? If yes, please describe.

What are your expectations for our office?

The above information is true and accurate to the best of my knowledge. My reason for
consultation with the Doctor is for evaluation of my physical health and the potential for

improvement.

"Date; ]

Patient or Guardian:




Chiropraclic:

[Vellness

Soluwiions : "‘

TERMS OF ACCEPTANCE

' yat] itis essential for both (q be
When a patient seeks chiropractic healih care and we accept a patient for such care,
worlang towards the same objeclve.

isali ithi ' icb ioterfere
Chiropractic bas ooly one goal: to eliminate misaligpnments within tbesp)oa.l co]uucjiz, \;\;inCiOLh o
with the expressioo of the body's inpate wisdow. Itis important that each patient un rs el
: . S . :
objective and the method that will be used to attain our goal. This will prevent any confusion o pp

Adjustment: the specific application of forces to facilitate the body's correction of vertebral subluxation. Qu
chiropractic method of correction is specific adjustments of the spine. . i

Healtb: astate of optimal physical, mental and social well-being, not merely the absence of disease or

mhrnmity.

Vertebral Subluxation: a misalignment of on
alteration of nerve function and inlerfe
sody's Linate abili

¢ or more of the 24 vertebrae in the spinal column whijch causes

reace to the ransmission of mental impulses, resulting jn lesseaing of the
{y o express its maximum health potential. '

Ve do not offer to diagnose or lreat
wing the cowrse of chiropractic spi
commmend that you seek the servic

any disease or condition other than vertebral subluxation. However, if
nal examination we epcounter non-chiropractic or unusual findings, we wi)|
es of a health car c.provider who.specializes. in.that area.

:garclless of what the dise
:scrbed By other. Our
body's ino

ase is called, we do not offer to treat it. Nor do we offer advice regarding lreatment
ONLY practice objective is to eliminate wajor interference to the expression of
atewisdom. Qur ooly method isspecilic adjustngto correct vertebra swabluxatiops.

questions regarding the doclor’s objectives pertaining to my .care in this office have been answered (10 my
plete satisfaction.

refore, accep! chiropractic care of this basis.

( I,ru'(i'als_ ] Date / y




i nons
Office Policies for Chiropractic Wellness Solu

- . . ell being.
Chiropraciic Wellness Solulions is concemed J‘OT.YO'-‘{' health and w

| : ‘ blems
A) WE NEED TO KNOW: We need 10 know immediately of any changes or proble
| In tumn, this allows us to better serve you.

in your health.
If for any reason, you are unable to keep

B) MISSED/CANCELED APPOINTMENTS:

an appoiniment, we require that you call us.

C) PAYMENT OPTIONS. .

I Initial visit fees are pa able on the first visit, o L- o

2. Retumed checks and balances gvey 30 days may be subjected to additional tees
and interest charges of 2% per month.
All accounts not paid within 90 days wil]

3.
personal credil card for collections or assj _
which time you wil} be responsible for any add;tjonal

collection agency.

automatjcally be put through your

gned to an outside collections agency al
fees incurred from the

D) MSURANCE:" The privilege of insurance assignment begins when our office
recejves your insw'ancc forms. ‘ '

€ payments MUST be made
atient unti) our office **

1. Deductib)
2. You are considered to be a cash 1 nti] our,
to determine the extent of benefits under your policy. .
3. Al Co-payments are payable when services are rendered or at the end of each
discharge by the doctor,

weel,
4. Should you discontinue care for any reason other than
any and all balance due wij) become immediately payable in full, regardless of

any claims submitted.
5. Our office does not pro
usual and Customary. ch
dispute with an ins

7.

U“"rﬁ"a‘C’,Y, i%’wonsibiﬁ lo see that Qur account is pajd.
: ty Your account.is paid




. . oA ou, Itis
3. 1f your Insurance Company submils a payment d'rec-“ryf tt(})n i)so
your responsibility to forward this payment to o OfﬁCYe. Tl' b harged
paymentisinot received within 10 Hays yome eredil eard wik 98 Charg

(orv the check amounlt.

Lastly, it is our goal to provide you with the finest quality chiropractic ca're‘ avajl able.v I
you have any questions with regard. to your health care, or any of our policies, please Jet

us know,

WELCOME TO OUR PRACTICE!

L, 5 . __have read and understand these rules and
agree (o abide by them. " -

e e .' . f;"
Signature - : Date ~  — ———
. ’ . ate

—_—— —_— o - Effective: 172006




