Hawkins Chiropractic:  Chiropractic Registration and History Form  

Today’s Date:  «SyReportDateMMDDYYYY»
Patient’s Name:  

Permanent Street Address


City
State                   Zip


MAILING Address


City
State                Zip  


Permanent Phone #
(          )


Cellular Phone#
(          ) 
 Carrier


Fax #
(          )


E-mail Address


Sex:( Male  ( Female  DOB:       /     /              Age:

(Single  (Married  (Widowed    (Separated   (Divorced

Patient SS#        -      
     -                
  

Number of Children
Race
             

Occupation (or Retired from Occup.) 


Employer


Employer Address 


Employer Phone #(        )
Ext.


May we call you at work? (Yes ( No  Initials 



Describe your work environment:



Highest Level of Education


Spouse’s Name 

Date of Birth   /   /      SS#                  -         -


Occupation 


Spouse’s Employer 


Person responsible for this account 


Medical Care

Date of Last Eye Exam: 



Do you wear corrective lenses:  Yes / No

Date of Last Dental Exam:



Do you wear dentures:  Yes / No

Date of Last Physical: 


Primary Care Physician (PCP) 


May we update your PCP with your progress in our office? 

(Yes ( No  Initials 


How did you hear about our office?


Whom may we thank for referring you?


Have you ever received chiropractic care?  (Yes   ( No

How long ago?
 With who?


City/State 



Phone (         ) 


Were you satisfied with the care you received? (Yes ( No  

How could it have been better? 



In case of emergency, Contact

Name
  Relationship 

Home # (       ) 
  Work # (       )


VISITORS ONLY:  Visitor Information

Where are you staying?



Address


Phone #  (         )



Accident Information

Is this condition due to an accident?  (Yes ( No  

Date of Injury:


Type of Accident     (Auto   (Work   (Home  (Other

To who have you made a report of your accident?

(Auto Insurance  (Employer  (Work Comp   (Other

Attorney Name 


Assistants Name 


Address


Phone # (       )
 Fax # (       )


Work Injuries:

Supervisors (HR) Name 



Phone # (       )
 Fax # (       )


NOTES: 





















I certify that the above information is correct to the best of my knowledge.  I will not hold Dr. Hawkins or any member of his/her staff responsible for any errors or omissions that I may have made in the completion of this form.

Patient/Guardian Signature



Date





Reviewing Doctor




Date




Health / Social History for

Today’s Date: 
Please list any medications (including pain killers) you are taking: 




Vitamins or Herbs:




Injuries/Surgeries you have had.  Please give description and approximate date.

Motor Vehicle Accidents:






Any Falls 





Head Injuries





Broken Bones





Dislocations





Surgeries





Other Serious Injuries 




Immediate Family’s Health History (Children / Parents / Grand Parent- Paternal/Maternal):




Women:  Date of last menstrual period       /     /        Are you pregnant?               Nursing?  Y  /  N
Medical Conditions not Currently Expressed on the Patient Symptoms Form

( Heart Attack/Stroke
( Arthritis
( Ringing in the Ears
( Colitis

( Congenital Heart Defect
( Frequent Neck Pain
( Severe/Frequent Headaches
( Ulcer

( Other Heart Condition
( Jaw Pain
( Diabetes
( Gout

( Fainting/Seizures/Epilepsy
( Wrist Pain
( Dizziness
( Numbness-where?

( Shingles
( Shoulder Pain
( Emphysema / COPD




( Psychiatric Problems
( Arm Pain
( Kidney Problems
( Tingling-where?

( Difficulty Breathing
( Leg Pain
( Artificial Bones/Joints




( Hepatitis 

( Lower Back Problems
( Cancer

( Muscle Spasms-where?

( Anemia
( Severe Frequent Earaches
( HIV Positive, AIDS




( High Blood Pressure
( Glaucoma
( Tuberculosis
( Herniated Disc

( Alcohol/Drug Abuse
( Polio
( Rheumatoid Arthritis
( Osteoporosis


( High Cholesterol
( Asthma
( Prostate

( Other Health Conditions:







Personal Habits


Heavy
Moderate
Light
None
Alcohol
(
(
(
(

 drinks per: week/day/mo.: Wine/ Beer /Liquor

Caffeine
(
(
(
(

 cups per day/week/mo: Coffee / Sodas

Tobacco
(
(
(
(

 packs per day

Drugs
(
(
(
(






Non-job Exercise
(
(
(
(
Sleep
(
(
(
(
Side  /  Back  /  Stomach

Appetite
(
(
(
(
Water Intake
(
(
(
(

 cups per day

Stress Level
(
(
(
(
Reason:





Age of Mattress

  or Waterbed 

 
 
Is your bed comfortable?    Yes / No

What kind of pillow do you use?  (Thick    (Medium    (Thin    (None   (Support (Cervical Pillow)

Feet:  Do you wear?  (Heel Lifts    (Shoe Lifts    (Arch Supports    (Orthotics   (None  
****IMPORTANT****  As a result of my chiropractic care I would like to  (check all that apply):  ( Feel Better Quickly  

( Have a healthier spine ( Have a healthier body by keeping my nervous system healthy   ( Live a healthier lifestyle.

I certify that the above information is correct to the best of my knowledge.  I will not hold Dr. Hawkins or any member of his/her staff responsible for any errors or omissions that I may have made in the completion of this form.

Patient/Guardian Signature




Date





Reviewing Doctor Signature




Date




Patient’s Name:  

Today’s Date:  
[image: image1.emf]

#1 Symptom Pain:  Neck / Low Back/ SI Joint / Mid Back / Headache


             

 
Mark Area of Discomfort on Drawing        

Date of onset of symptom? 







Did anything contribute to the onset of your condition: 












Is this condition getting progressively worse?  Yes /  No / Unknown

Is your condition worse in the:  A.M. / P.M. / All the Time / Doesn’t  Apply 


 
Interferes with Work / Sleep / Daily Routine / Recreation 





Describe your Discomfort:  Sharp when Moving / Sharp when NOT Moving / Dull / Throbbing / Aching / Shooting / Numbness / Burning / Tingling  / Cramping / Stiffness  / Swelling / Other:





Does your discomfort radiate or travel (ex. from the neck to the shoulder)? If so, where:






Rate the severity of your discomfort (1 = minimal discomfort and 10 = severe pain)   Now

  
At its worst 

                     

What percentage of the time do you feel your discomfort?  0-25% / 26-50%  /  51-75%  /  76-100%
Activities or movements that are painful/aggravate condition:  Sitting  / Standing  / Walking  / Bending  / Lying Down / Everything   

 
Other:










What activities /movements/medications make your condition feel better? Nothing  /  Other:















Have you had this EXACT same condition before? Yes /  No.  If so, when: 








Other Physicians, DC’s, or Therapists seen for condition: 










#2 Symptom (Pain) : Neck / Low Back/ SI Joint / Mid Back / Headache


             

Mark Area of Discomfort on Drawing        

[image: image2.emf]

Date of onset of symptom? 







Did anything contribute to the onset of your condition: 












Is this condition getting progressively worse?  Yes /  No / Unknown

Is your condition worse in the:  A.M. / P.M. / All the Time / Doesn’t  Apply 


 
Interferes with Work / Sleep / Daily Routine / Recreation 





Describe your Discomfort:  Sharp when Moving / Sharp when NOT Moving / Dull / Throbbing / Aching / Shooting / Numbness / Burning / Tingling  / Cramping / Stiffness  / Swelling / Other:





Does your discomfort radiate or travel (ex. from the neck to the shoulder)? If so, where:






Rate the severity of your discomfort (1 = minimal discomfort and 10 = severe pain)   Now

  
At its worst 

                     

What percentage of the time do you feel your discomfort?  0-25% / 26-50%  /  51-75%  /  76-100%
Activities or movements that are painful/aggravate condition:  Sitting  / Standing  / Walking  / Bending  / Lying Down / Everything   

 
Other:










What activities /movements/medications make your condition feel better? Nothing  /  Other:















Have you had this EXACT same condition before? Yes /  No.  If so, when: 








Other Physicians, DC’s, or Therapists seen for condition: 










Notes:





















I certify that the above information is correct to the best of my knowledge.  I will not hold Dr. Hawkins or any member of his/her staff responsible for any errors or omissions that I may have made in the completion of this form.

Patient/Guardian Signature




Date





Reviewing Doctor Signature




Date
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Office Policy

The following is an example of our clinic policies.  We believe that a clear definition will allow us both to concentrate on the most important issue, regaining and maintaining your health.  We will be happy to answer any question regarding our policies, your account or insurance coverage. 

No Charge Consultation:  Hawkins Chiropractic & Wellness Center will do a special “no charge” initial consultation with anyone interested in finding out if chiropractic care can help them with their individual health problems.  

Patient Payment Policy:  We feel the patient’s health needs are paramount; therefore, the following payment policy is an attempt to allow you, the patient, to receive the care you need and clear your balance with the least amount of difficulty.  If you have no insurance coverage, payment is expected as services are rendered, unless prior financial arrangements have been made.  For our high deductible and/or no insurance patients who qualify, we do offer affordable care plans.

New Patient Care Services for Insurance Coverage:  We require 25% of the first visit charges, or the verified insurance co-pay, is due on the fist day of service.  We accept assignment on most insurance, as well as, accept cash, checks, and Visa/MasterCard/American Express/Discover and Debit Cards.  Proper documented Worker’s Compensation and automobile accident claims are not required to pay at time, if the appropriate forms and liens are signed.

Established Patient Care Services for Insurance Patients:  Patients under care are required to make regular payments on all unpaid balances, except for properly documented Worker’s Compensation or auto injury claims.  Payments need to be made on a per visit basis; unless other arrangements have been approved by the doctors.  We do charge 1% interest on all account balances over 60 days.

Adjusting Hours: Patients are seen by appointment only.  (Early or late hours are available.)  

Treatment/Adjusting Hours:  
Mon./Wed./Thurs.
9 am to 12:30 pm and 2:30 pm to 5 pm

Tuesday

9 am to 12:30 pm (Office Hours 2 pm to 5 pm)

Friday


9 am to 12:30 pm and 1:30 pm to 4 pm

YOUR SPECIAL APPOINTMENT TIME:  To better serve you and our other patients, we schedule regular adjustment appointment times every 5 minutes and other specified diagnostics and reports on other times.  This is plenty of time to get your scheduled treatment with the doctor.  If you need extra time with the doctor or a new concern or condition arises, individual “Consultation” times are available.  Therefore, we kindly ask that you keep your scheduled appointment times and not bee too early or too late which will put you in another’s appointment slot.

Emergency or After Hour Calls:  In case of emergency you may contact our office for a special appointment any time during regular office hours.  If you, a friend, or family member required after hours or weekend assistance, you may call the clinic at 729-BACK (2225), or our emergency number 463-9299.

Missed Appointments:  We ask that you call if you are unable to make your appointment, of if you are going to miss you scheduled appointment time.  If you fail to notify our office, it leaves a time slot open that could be used to help someone else.  Pleas help us to help others.  729-BACK (2225)

Half Hour to Health:  All patients are asked to attend a Spinal Care Class.  Its purpose is to educate and answer any questions regarding healing and optimal health.  Friends and family are not only welcome, but also encouraged to attend.  The classes are held every Monday at 5:45p.m.

Questions & Answers:  Your questions about any aspect of your care or account are invited.  Please feel free to ask our doctor or any available staff member.  We will make every effort to answer your inquiries.  

I understand that no guarantee or warranty has been made to me that results will be to my complete satisfaction.  

I have read the above policies and will honor them, as well as, understand and consent to treat. 

X












Signature of Patient/Representative  




Date
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Hawkins Chiropractic  ●  2011 Hwy 35 North  ●  Rockport, TX  78382

FINANCIAL POLICY AND AGREEMENT
 (“Agreement” – Rev. 05-03-05)

I, the undersigned, in consideration of the Office’s services, agree to the following terms:

Incorporation of Assignment Terms and Definitions.  In this Agreement, “Office” and “Clinic” shall refer to Hawkins Chiropractic.  I have reviewed the Office’s Assignment form titled in short as “Assignment” or “Assignment / Lien.”  The terms and definitions contained in the Assignment are incorporated herein by reference. 

Personal Responsibility for My Charges.  I understand that I remain personally responsible for my Charges and that at any time, I can request a copy of my total Charges from the Office.  Except where provided otherwise by law or by contract, I agree to pay the full amount of my Charges to the Office upon its demand.  I understand that the Office’s Assignment does not constitute an agreement by the Office to await payment of my Charges.  Unless otherwise mutually agreed to in writing on a form provided by the Office, I agree that any partial payments received by the Office towards my Charges shall not constitute acceptance of any installment payment plan, shall not constitute a waiver of the Office’s right to receive payment-in-full upon demand, and shall not constitute an accord and satisfaction of my Charges, regardless of any such terms or restrictions indicated on, or included with, any payments.
Personal Responsibility for Verifying the Limitations in My Coverage; Financial Responsibility for Non-Covered Charges.  I understand that in any given situation, a Payer may initially refuse to make payment to the Office, may delay payment for an indefinite or unreasonable amount of time, or may actually request a refund from the Office after making payment, and do so either in whole or in part with respect to any given Charge incurred at the Office (collectively, “Deny Payment”).  Without limiting the foregoing, I understand that a Payer may Deny Payment, stating that the Charge is “not a covered benefit” under its policy or exceeds some other limitation.  I understand that a Payer may claim, based on internal criteria, that a particular Charge is or was not medically necessary or was not sufficiently documented, and should therefore be denied or down-coded.  I further understand that a Payer may require certain Charges to be pre-certified or pre-authorized.  I understand that there may be other situations where a Payer may Deny Payment based on a particular contractual term applicable to me or to the Office (“Term of Non-Coverage”).  To the extent permitted by law or by contract, I agree that I am solely and exclusively responsible for verifying all Terms of Non-Coverage prior to incurring any Charges at the office. I further agree that should the Office assist me in the verification process, I assume the risk that the Payer and/or the Office may fail to accurately understand or communicate to me the Terms of Non-Coverage.  Should any Payer Deny Payment, or should any Payer be likely to Deny Payment as determined by the Office in its sole discretion, I agree that I am personally, fully, and immediately responsible for the portion of my Charges denied or likely to be denied.  In no event shall I hold the Office liable in any of the foregoing instances.
Collection of Higher of Allowed Amounts When Two or More Payers Are Involved.  Unless otherwise agreed to in writing, I authorize and direct the Office to submit my Charges, as well as a copy of an Assignment, to any and all Payers including, without limit, my health benefit plan.  I understand that some or all of these Payers may utilize fee schedules to which the Office has agreed or as imposed by law (“allowed fees”).  I further understand that the fees allowed or utilized by one Payer may exceed the fees allowed by another Payer.  In the event that the fees allowed or utilized by one Payer exceed the fees allowed by another Payer, I hereby authorize and direct the Office insofar as permitted by law to collect its Charges up to, but not in excess of, the higher of the two amounts.  In the event that a particular Payer does not utilize any fee schedule at all, I direct the Office to collect up to its full Charges.

Authorization to Sign My Name on Payments; Transfer of Credit Balances.  I authorize the Office to endorse or sign my name on any and all checks listing me as a payee which are received by the Office for payment of Charges incurred by me, my spouse or my dependents.  I further authorize the Office to apply any credit balances on my Charges to any other outstanding Charges still owed by me, my spouse, or my dependents, regardless of whether these other Charges are related to my condition. 
Miscellaneous Provisions.  Except as provided in this paragraph, this Agreement shall not be modified or revoked without the expressed, written consent of the Office.  I hereby revoke, with the Office’s consent, the terms of any previously signed documents, but only to the extent those terms conflict with the terms of this Agreement.  I agree that each and every provision of this Agreement is reasonably necessary for the protection of the rights and interests of the Office and myself.  However, should any provision of this Agreement be found to be invalid, illegal or unenforceable, or for any reason cease to be binding on any party hereto, all other portions and provisions of this Agreement shall, nevertheless, remain in full force and effect.  This Agreement shall be governed under the laws of the state where the Office is located, and is performable in the county where the Office is located.  In any action based upon this Agreement, my treatment, or my Charges, I hereby consent to personal jurisdiction and venue of any court in said county and waive all objections based on improper jurisdiction, venue, or forum non-conveniens as such term is defined by law.  I further waive any statute of limitations which may apply in any action based upon this Agreement, my treatment, or my Charges. 

I have read, understood, and agree to the terms of this Agreement.

Patient Name (print):  ______________________________________________________________________________________________________________
Patient Signature: _________________________________________________________________________________________    Date: _____/_____/_____
Name of Custodial Parent or Legal Guardian, on Behalf of the Patient (please print):  _______________________________________________
Parent/Guardian Signature: ________________________________________________________________________________   Date: _____/_____/_____

Witness Signature: ________________________________________________________________________​​​​​​​_________________   Date: _____/_____/_____
Hawkins Chiropractic ~ 2011 Highway 35 North ~ Rockport TX 78382[image: image5.wmf] 
PARTIAL ASSIGNMENT OF THE CAUSES OF ACTION, ASSIGNMENT OF PROCEEDS 

CONTRACTUAL LIEN & AUTHORIZATION
(“Assignment” or “Assignment / Lien” – Revised 05-15-06)

Purpose.  The purpose of this Assignment is to improve the ability of the Office to collect my Charges directly from various Payers.  Accordingly, I agree to the following and direct all Payers as follows:

Definitions.  In this Assignment, the following terms shall have the following meaning:  “Office” and “Clinic” shall refer to Hawkins Chiropractic; “Payer” shall refer to, without limit, any insurance carrier, health benefit plan administrator and fiduciary, health maintenance organization, preferred and independent provider organization, attorney, at-fault party, individual, and any other entity, which may elect or be obligated to pay or disburse Proceeds to me, either now or in the future, for any reason; “Proceeds” shall include, without limit, the proceeds from any settlement, judgment, or verdict, the proceeds from any promise to pay or reimburse, and the proceeds relating to the following benefits, plans, or coverages: individual and group health benefits, Medicare, Medicaid, workers’ compensation, disability, liability, uninsured and underinsured motorist, no-fault, medical payments benefits, personal injury protection, lost wages, lost services, property damage, and malpractice, regardless of whether such Proceeds relate directly to my Charges or not; “Charges” shall include, without limit, the full fees for the Office’s services (including, without limit, treatment, medical equipment, supplies, supplements, narrative reports, photocopies, depositions, and testimony), any Collection Costs incurred by the Office, interest  and delinquency penalties to the extent permitted by law, and any other charges incurred by me at the Office; “Collection Costs” shall include, without limit, any pre- and post judgment court costs, filing fees, service of process charges, attorneys fees, and any other costs of collection incurred by the Office in any effort or action to collect my Charges either from me or from any Payer.

Partial Assignment of the Causes of Action, Assignment of Proceeds, and Contractual Lien.  I hereby assign to the Office, insofar as permitted by law, but only to the extent of my Charges, all of my rights, remedies, and benefits relating to any Payer, including without limit my right to receive Proceeds from any Payer now or in the future, and any and all causes of action that I might have against any Payer now or in the future, the right to prosecute such causes of action either in my name or in the Office’s name, and the right to settle or otherwise resolve such causes of action as the Office sees fit. I further grant a contractual lien to the Office with respect to my Charges.  I further intend for this Agreement to create a secured interest under the applicable Uniform Commercial Code and hereby direct the Office to file the form(s) normally filed with the secretary of state or other governmental agency in order to perfect such lien.  Consistent with these provisions, I hereby direct any and all Payers, to pay the Proceeds directly to, immediately to, and exclusively in the name of, the Office to the extent of my Charges.

Specific Direction to Any Attorney I Retain, Such as in Accident Cases.  In the event that I retain one or more attorneys to assist me in collecting any Proceeds, I hereby direct (and the Office hereby requests) each attorney to provide immediate notice to the Office regarding any Proceeds received by the attorney, to promptly pay the Office in-full out of such Proceeds, and to provide a full accounting of such Proceeds to the Office.  I agree that the purpose of any Proceeds received by the attorney is to pay my Charges.

Other Disclosure Authorization.  I hereby direct all Payers to release to the Office any pertinent information regarding any coverage I may have including without limit the amount of the coverage, the amount paid thus far, and the amount of any outstanding claims.  I authorize and direct the Office to release any information regarding my treatment or pertinent to my case(s), including without limit a copy of my Charges and a copy of this Assignment, to all Payers in order to facilitate collection of my Charges.
Miscellaneous Provisions.  Except as provided in this paragraph, this Assignment shall not be modified or revoked without the expressed, written consent of the Office.  I hereby revoke, with the Office’s consent, the terms of any previously signed documents, but only to the extent those terms conflict with the terms of this Assignment.  I agree that each and every provision of this Assignment is reasonably necessary for the protection of the rights and interests of the Office and myself.  However, should any provision of this Assignment be found to be invalid, illegal or unenforceable, or for any reason cease to be binding on any party hereto, all other portions and provisions of this Assignment shall, nevertheless, remain in full force and effect.  This Assignment shall be governed under the laws of the state where the Office is located, and is performable in the county where the Office is located.  In any action based upon this Assignment, I hereby consent to personal jurisdiction and venue of any court in said county and waive all objections based on improper jurisdiction, venue, or forum non-conveniens as such term is defined by law.  I further waive any statute of limitations which may apply in any action based upon this Assignment.

I have read, understood, and agree to the terms of this Assignment.
Patient Name (print):  ________________________________________________________________________________________________________________
Patient Signature: ___________________________________________________________________________________________    Date: _____/_____/_____
Name of Custodial Parent or Legal Guardian, on Behalf of the Patient (please print):  _______________________________________________________
Parent/Guardian Signature: ___________________________________________________________________________________   Date: _____/_____/_____

Witness: ____________________________________________________________________________________________________   Date: _____/_____/_____
Acknowledgement for Consent to Use and Disclosure of Protected Health Information
Use and Disclosure of your Protected Health Information

Your Protected Health Information will be used by Hawkins Chiropractic or disclosed to others for the purposes of treatment, obtaining payment, or supporting the day-to-day health care operations of this office.

Patient Authorization regarding Chiropractic Care being provided in an “Open Adjusting/Therapy/Rehabilitation” Environment

It is the practice of this office to provide chiropractic care in an “open adjusting/therapy/rehabilitation” environment.  “Open adjusting/therapy/rehabilitation” involves several patients being seen in the same adjusting/therapy/rehab room at the same time.  Patients are within sight of one another and some ongoing routine details of care are discussed within earshot of other patients and Team Members.  This environment is used in ongoing care and is not the environment used for taking patient histories, performing examinations or presenting individual report of findings.  These procedures are completed in a private, confidential setting.

We are requesting this authorization of you due to various interpretations under federal law with respect to what is known as an “incidental disclosures” of health information.  It is our view that the kinds of matters related in a “open adjusting/therapy/rehabilitation” environment are incidental matters, in the event you or someone else would not agree with us, we are providing this disclosure.

The use of this format is intended to make your experience with our office more efficient and productive, as well as, to enhance your access to quality health care and heath information.   If you choose not to be adjusted in an open adjusting environment, other arrangements will be made for you.  Your decision will have no adverse effect on your care from either Drs. Hawkins or on your relationship with our other Team Members.

Your signature indicates your authorization of this activity.

Notice of Privacy Practices

You should review the Notice of Privacy Practices for a more complete description of how your Protected Health Information may be used or disclosed. It describes your rights as they concern the limited use of health information, including your demographic information, collected from you and created or received by this office.

You may review the Notice prior to signing this consent. You may request a copy of the Notice at the Front Desk.

Requesting a Restriction on the Use or Disclosure of Your Information

Your may request a restriction on the use or disclosure of your Protected Health Information.

This office may or may not agree to restrict the use or disclosure of your Protected Health Information.

If we agree to your request, the restriction will be binding with this office. Use or disclosure of protected information in violation of an agreed upon restriction will be a violation of the federal privacy standards.

Revocation of Consent

You may revoke this consent to the use and disclosure of your Protected Health Information. You must revoke this consent in writing. Any use or disclosure that has already occurred prior to the date on which your revocation of consent is received will not be affected.

Reservation of Right to Change privacy practice

This office reserves the right to modify the privacy practices outlined in the Notice.

Signature

I have reviewed this consent form and give my permission to this office to use and disclose my health information in accordance with it. 

Others we may release your Private Health Information to:

Name:








Name:








Signature of Patient


Date
Signature of Representative and Relationship
Office Representative 
                  
Date
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