INSURANCE
Diste o | Who is responsible for this account?__
SSAHIC/Patient 1D # _ Relationship to Patient
Patient Mame _ | Insurance Co
Last Name i ’
i . Group #
First Name Middie imtiat 7 : ; 3
|| s patient covered by additi i ance? ||
Al  bp iy tional insurance? [ves [ No
L Subscribers Name
City .
: . Birthdate S5
| Seate Zip ' i
i Relationship to Patient
E-mail an P 4
B L Insurance Co._
Sex LIM [OF Age ' o
. | Group #
Birthuiate /] i
; [ ASSIGNMENT AND RELEASE
f:f Married ] Widowed i Sfmg}e o ocornfy that | oand/or my dependent]s}, have insurance coverage with
: 2 - o ¥ :.'_: S : and assign directly 1o
1 Separated ] Bivorcen i Partnered for s YRS . Nerne of Insurante Company|ies) e
Occupation Dr all insurance benefis, if any
3 . | otherwise pavabie 1o me for services rendered, 1 undarstand that | am Tinancialy
Patient Employer/Schoo! | responsible for all charges whether or not paid by insurance. | authorize the use of
’ | my signature on all insurance submissions,
Employer/School Address | . i é )
§ The abovenamed doctor may use iy heafth care information andg may disciose
& ¢ such information 1o the above-ramed Insurance Comparylies] and their agents Tor
] & | the purpose of ebtaining pAyment for services andd determining insurance benefits
Emplaver/Schiool Phone | j | o the benefits payable for related services. This consent vill end vehern my current
| teatment plan is completed or ong vear from the date signed bejow,
Spouses Name - "
Birthdate Signature of Patent, Barent, GUArGER o7 Par presentative
S5# " ;
Please print name of Patient, Parent, Guardian of Personal Representative
Spouses Employer
Whom may we thank for referring you? Diate i B Relationship o Patient o
PHONE NUMBERS ACCIDENT INFORMATION
Home Phone | . Cell Phone | j Is condition due to an accident? [1Yes [} No Date NTTRET
Best time and place to reach you Type of accident [JAuto  [IWork  [TiHome [DlOther
| N CASE OF EMERGENCY, CONTACT To whom have you made a report of your accident?
: 3 Wor np. | thesr
Wi Relationship U Auto Insurance [T} Employer [ Worker Comp.  [10
ame {if applicatiie)
Home Phone | } Work Phone { } e B it app !

| PATIENT CONDITIO

teason for Visit "

When did your symptoms appear?

5 this condition getting progressively worse? [ Yes  TIo [T Unknown

Viark an X on the picture where you continue to have pain, numbness, or tingling.
| Rate the severity of vour pain on a scale fram 1 {least pain) to 10 [severe pain] /i
] Sharp {1 Dutt Clmorobbing [ Numbness  [7] Aching 1 Shooting i iz
ClBurning  [Tingling ] Cramps [ Stiffness I swelling {7} Other b

¥

| Type of pain:

Hoew cften do you have this pain? ___

wceafrt N

is it constant or does it come and go?

S o i

Does it interfere with your [ | Work [ Sleep

o,
i

[ Daily Routine ] Recreation
Activities or movements that are painful to pedform [ Siting ] Standing [ Walking 17 Bending {7 Lying Down
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f HEALTH HISTORY,

& What tr_ea;_ment‘ have you already received for your condition? [} Medications Tl Surgery [ Physical Therapy

L] Chiropractic Services [} None i1 Other

Name and address of other doctorfs] whe have treated you for your condition

& Date.of Last:  Physical Exam Spinal X-Ray . Blood Test
- Spinai Exam Chest X-Ray Urine Test
; Dental X-Ray MRI, CT-Scan, Bone Scan
Piasé.ﬂa_ mark on “Yes” or "No” to indicate if you have had any of the following:
o NDS/HIV [OYes o Diabetes ives [JNo  Liver Disease [GYes CINe  Rheumatc Fever [ Yes TN
-}i!i:ez_f_;qf.is'i;n TlYes [INo  Emphysema TiYes [INo  Measles [J¥es TiNo  Scarlet Fever ives [ONo
. Aﬂergy Shots [Gves [ZNo  Epilepsy LlYes [ONo  Migraine Headaches [ Yes [dNo  Sexuany
Anemia flyves {INo  Fractures DYes T1No Miscarriage MiYes TINo gzz;f;ﬁm ClYes ©]No
! Anorexia CiYes [JNo  Glaucoma OYes [INo  Mononucieosis Oves ONo o ' Oves CiNo
= Appendicitis [JYes TINo  Goiter [ives INo BMuttipte Scierosis [CYes TINo Suidide Atternpt CiYes [No
Arthritis TlYes [INo Gonorrhea OYes [INo Mumps [Yes [CinNo Thyroid Problems [ Yes [ No
Asthmia iYes [INo Gout {iYes [INo Osteoporosis ves [JNo Torsilitis CYes CNo
Bleeding Disorders [JYes [[No  Heart Disease [CYes TINo  Pacemaker [ives [ONo S — MIYes [JNo
. Breast Lump [CYes [ONo  Hepatts ZlYes [TnNo  Parkinsons Disease TiYes MNo Tumors, Growths [ Yes [ No
Bronchitis [JYes TINo Hemia CiYes [TNo Pinched Nerve [O¥es [INo Typhcid Fever CYes [JNo
Buliria [lY¥es [iNo  Herniated Disk [O¥es INo  Prneumonia ClYes TiNo Ulcers 7 Yes ﬂ -
£ concer ClYes [TNo  Herpes Llves [INo Polio LlYes CNo Vaginat infections [T Yes {7 No
Cataracts Cives [Tio nghs ii?;d B T Prostate Problem [ Yes [] No Whooping Cough  [¥es [ No
| Chemical Prosthesis OYes INo Other
. Dependency Llves T1No  High Cholesterol  [TYes [ No Psychiatric Care [GYes TNo
| Chicken Pox LiYes LINo  Kidrey Disease Bi¥es LiNe o ik Adibvits TYes [INo
| EXERCISE WORK ACTIVITY HABITS
T None 73 Siting : ] Smoking Packs/Day
[ cerate 7} Standing "1 Alcohol Drinks/\Week
['j Daity ; [ Light Labor [ Coffee/Caffeine Drinks Cups/Day
[ Heavy ) {7 Heavy Labor ] High Stress Level Reason
Are you pregnant? [1Yes [[]No Due Date
Injuries/Surgeries you have had Description Date
Falis
Head Injuries
Broken Bones
Dislocations
Surgeries

RMEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

£ Pharmacy Phone ( ! ' ”




Informed Consent for Examination and Treatment

I (we) hereby consent to the performance of examination and treatment on me or on
. by the licensed doctors of chiropractic, medical
doctors, and/or licensed physical therapists who may be employed by or engaged in practice in

this clinic.

I have had an opportunity to discuss with the doctor(s) or other dlinic personnel the
nature and purpose of the different physical therapy procedures and chiropractic treatment
(manipulation/adjustment). | understand that neither chiropractic nor medical treatment is an
exact science and that my care may involve judgments based upon facts and information known
to the doctor. The doctor uses this judgment to attempt to anticipate or explain risks and
complications and an undesirable result does not necessarily indicate an error in judgment. No
guarantee for results can be made or expected but rather | wish to rely on the doctor to choose

and recommend a best course of treatment based upon facts known that is in my best interests,

I further understand that there are certain degrees of risk associated with chiropractic
health care and physical therapy, which includes rarely, but not limited to fractures, disc injuries,
strokes, and strain/sprains and am therefore willing to accept and consent to the risk associated

with the care that | am about to receive.

[ have read, or the above information has been explained regarding consent. | have had
an opportunity to ask questions about my examination and treatment. By signing below, | agree
and intend this consent form to cover the procedures prescribed for my condition and for any
future conditions for which | seek treatment.

Female Patients: By my signature on this form | do hereby state that to the best of my
knowledge, | am not pregnant, nor is pregnancy suspected or confirmed at this particular time.

Date of last menstrual period

Patient’'s Name (Print) Patient's Signature

Date Relationship or authority if not signed
By patient

Witness
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OFFICE FINANCIAL POLICY

-—

Our policy is to extend to you the courtesy of aliowing you to assign your insurance benefits
directly to us. This policy reduces your out-of-pocket expense and
allows you to place your family under care.

1. i Y_ou’D'o Not Have Insurance: Al Payments are expected at the time of service or by an
authorized payment plan. Your personal balance may not exceed $100 at any time or care
may be terminated. Our payment plans make care an affordable part of your family budget.

2. If You Have Insurance: Al deductibles and Co-payments are expected at the time of
service or by an authorized payment plan. Your co-insurance balance may not exceed $100

or care may be terminated. Our payment plans make care an affordable part of your family
budget.

You are considered a cash patient until you bring in your completed insurance forms, and
we qualify and accept your insurance coverage. We do not accept assignment for
secondary insurance carriers, but will be happy to provide you with a claim form for your
secondary carrier.

Our fees are considered usual, customary and reasonable by most companies, and
therefore are covered up to the maximum allowance determined by each carrier. This
statement does not apply to companies who reimburse based on an arbitrary schedule of
fees bearing no relationship to the current standard and of care in this area.

If your carrier has not paid a claim within sixty (60) days of submission, you agree to take an
active part in the recovery of your claim. If your insurance carrier has not paid within ninety
(90} days of submission, you accept responsibility for payment in full of any outstanding
balance and authorize us to use your credit card to collect full payment.

When your schedule of visits is once per month or longer, you will not be eligible for
insurance assignment. Charges for services rendered will be due as they are rendered. We
will continue to provide you with an insurance claim form,

If you discontinue care for any reason other than discharge by the doctor, all balances will
become immediately due and payabie in full by you, regardless of any claim submitted.

Patient’s Printed Name:

Signature: Date:
Finance Counselor: ' Date:
Front Desk: Date;
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NOTICE OF INFORMATION PRACTICES

Protecting the privacy of your personal health information is important to us. This
notice describes how information about you may be used and disclosed and how
you can get access to this information. Please review it carefully.

Disclosure of your protected health information without authorization is strictly
limited to defined situations that include emergency care, quality assurance
activities, public health, research, and law enforcement activities. Any other
disclosures for the purposes of treatment, payment, or practice operations will be
made only after obtaining your consent. You may request restrictions on
disclosures.

Disclosures of protected health information are limited to the minimum necessary
for the purpose of the disclosure. This provision does not apply to the transfer of
medical records for treatment.

You may inspect and receive copies of your records within 30 days a request to
do so. There may be a reasonable cost-based fee for photocopying, postage
and preparation.

You may request changes to your records. Our practice has the right to accept
or deny your request.

We maintain a history of protected health information disclosures that is
accessible to you.

In the future, we may contact you for appointment reminders, announcements,
and to inform you about our practice and its staff.

Our practice is required to abide by this notice. We have the right to change this
notice in the future. Any revisions will be prominently displayed in a clearly
visible location in our office.

You may file a complaint about privacy violations by contacting our Office
Manager.

Name Phone

The effective date of this Notice of Information Practices is

Thank you.
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NAME; \ | DATE: __/_/
" Montclair Performance Health & Chiropractic .
546 Valley Road Suite 103
Montclair, NJ 07043
973-893-5595 -

Montclairperformancehealth.com

PLEASE COMPLETE THIS QUESTIONNAIRE PRIOR TO YOUR
APPOINTMENT TO DETERMINE YOUR RISK FOR EXPOSURE TO COVID-19 |

Failure to complete prior to your visit will forfeit your appointment

1. Have you traveled to outside the Tri-State atea within the past 2 weeks? (States not
including, Pennsylvania, Connecticut, New York, Delaware) If so, where, and have you

done the mandatory quarantine period?

2. Have you had close contact with a known individual with COVID-19?
3. Have you tested positive for COVID-19 within the past 14-days, including antibodies?

4. Ate you vaccinated for COVID-19? If So, which one? Pfizer, Moderna or J&J? And when

were you vaccinated?

5. Have you had flulike symptoms in the past 2 weeks? (Fever, night sweats, chills, cough,
difficulty breathing, stomach pain, abdominal or mild back sharp pain, diarrhea)

6. How old are you? Are you over 652

7. Do you have any scrious underlying medical conditions? (Diabetes, Cancer, Lung disease,

asthma, heart disease, hypertension, etc...)

8. Doyouhavea temperature of 99.5 F or higher? We will take your temperature today.

SIGNATURE:




MOHtClair Performa nce Health Dr. Christopher G. Hobbs

& Chiropractic Inc. Dr. Elizabeth McGinley
546 Valley Road, Suite 103, Montclair, NJ 07043
P: 973-893-5595 F: 973-337-6305

Authorization for the Use and Disclosure of Protected Health Information:

This authorization has been requested by:

information Requested:

o  Original x-ray films
o Access to my personal health information
o Copy of my personal health information

The information released under this authorization may be re-disclosed by the party receiving the
information. We have no control over suck re-disclosures.

Name

Signature: Date:

If you are a minor or if you are represented by another person, please provide the appropriate party’s:

Name

Signature: Date:

Relationship to the patient

Unless otherwise indicated this authorization shall expire six (6) years from the date completed. Please
retain your copy for your records.



