=2 W ELCOME
é: PATIENT INFORMATION INSURANCE
l’ Date

Who is responsible for this account?

S8/HIC/Patient ID # Relationship to Patient

/‘ Patient Name Insurance Co.
Last Name
Group #
First Name Middle Initial Is patient covered by additional insurance? [JYes [ No
/ Address .
Subscriber's Name
City
Birthdate Ss#
State Zip
Relationship to Patient
E-mail
Insurance Co.
Sex (M [OF Age
Group #
Birthdate ASSIGNMENT AND RELEASE

| certify that |, and/or my dependent{s), have insurance coverage with

1 Married [ widowed [ single [ Miner
\ and assign directly to
[1 Separated [} Divorced [T Partnered for years Nams of Insurance Company(ies) g i
Occupation Dr. all insurance benefits,
X If any, otherwise payable to me for services rendered. 1 understand that | am
Patient Employer/School financially respensible for all charges whether or not paid by insurance. |

authorize the use of my signature on all insurance submissions.
Employer/School Address

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employei/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
my current treatmant plan is completed or one year from the date signed below.

Spouse’s Name

Birthdate Signature of Patient, Parent, Guardian or Personal Representative

; ? SS5#
Please print name of Patient, Parent, Guardian or Parsonal Representative

Spouse's Employer

Whom may we thank for referring you? Date Relationship to Patient

o

PHONE NUMBERS ' ACCIDENT INFORMATION

Home Phone ( ) Is condition due to an accident? [] Yes [J No
v Cell Phone ( ) Date
Best time and place to reach you Type of accident [J Auto [JWork [JHome [JOther
H IN CASE OF EMERGENCY, CONTACT

Name To whom have you made a report of your accident?
o [ Auto Insurance [] Employer [JWorker Comp. []Other
1 Relationship ) .
Attorney Name {if applicable)
Home Phone ( )
Work Phone ( )
)ﬁ __
‘ When did your symptoms appear?
on getling progressively worse? [JYes [1No [JUnknown

Is this conditi
' Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 {least pain) to 10 (severe pain)

Type of pain: ] Sharp [ Dull [ Throbbing [] Numbness [JAching [] Shooting
OBurning [Tingling [ Cramps [ Stiffness [J Swelling [J Other

23

PATIENT CONDITION

Reason for Visit

How often do you have this pain?

Is it constant or does it come and go?
Does it interfere with your (JWork [ Sleep [ Daily Routine [ Recreation
Activities or movemems that are painful to perform [J Sitting [ Standing [ Walking 1:| Bending [ Lying Down
(\Iers CESSSOI) . ) ~-0OVE Fl - #20589 - O 2004 Medlc1| Aris Press” 1-B00-328-2179




HEALTH HISTORY

What treatment have you already received for your condition? (] Medications [ Surgery [ Physical Therapy

(] Chiropractic Services [C] None [ Other

Name and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Exam Spinal X-Ray Blood Test

Spinal Exam Chest X-Ray Urine Test

Dental X-Ray MRI, CT-Scan, Bone Scan
Place a mark on “Yes" or “No" to indicate if you have had any of the following:
AIDS/HIV [OYes f1No Diabetes [OYes [INo Liver Disease OYes [No Rheumatic Fever [JYes [JNo
Alcoholism [OYes (CO1No  Emphysema CdYes [ONo  Measles [OYes (ONo  Scarlet Fever [OYes [ONo
Allergy Shots OYes [ No Epilepsy OYes [JNo Migraine Headaches (] Yes [JNo Sexually
Anemia [OYes [JNo Fractures [OYes []No Miscarriage OYes [JNo 'lt')riasr;sar:;lted (JYes [JNo
Anorexia [OYes [ONo  Glaucoma [OYes (O No  Mononucleosis [Yes [INo Stroke CIYes [JNo
Appendicitis OYes [JNo Goiter OYes []No Multiple Sclerosis ] Yes [ No Suicide Attempt Yes [JNo
Arthritis [JYes [ONo  Gonorrhea OYes [ No Mumps OYes ONo Thyroid Problems  []Yes [JNo
Asthma [ClYes [INo Gout OYes [JNo Osteoporosis OYes [ONo Tonsillitis [JYes [JNo
Bleeding Disorders []Yes [JNo Heart Disease OYes ONo Pacemaker OYes [ONo Tuberculosis - OvYes [No
Breast Lump [OYes [CJNo Hepatitis i1Yes [JNo Parkinson'’s Disease [JYes [[] No Tumors, Growths  [1Yes [JNo
Bronchitis OYes []No Hernia OYes [No Pinched Nerve ClYes [JNo Typhoid Fever (JYes £]No
Bulimia {dYes [JNo Herniated Disk [(Yes []No Pneumonia ClYes [INo Ulcers OJYes []No
Cancer fYes [ONe  Herpes OYes [ONo Palio OYes [ONo Vaginal Infections CYes [JNo
Cataracts {J¥es [JNo High Blood Prostate Problem [JYes []No R
Chemical Pressure OYes ONo o ecis OYes 0JNo Whooping Cough  [JYes [JNo

Dependency [Oyes ONo High Cholesterol [JYes [ No Psychiatric Ca'ré JYes [JNo Other

Chicken Pox OYes [1No Kidney Disease Jyes INo Rheumnataid Arthritis [] Yes [ No

EXERCISE
[ None

[J Moderate
[T Daily
[} Heawy

WORK ACTIVITY
[ sitting
[] Standing

{1 Light Labor
[ Heavy Labor

HABITS

[ Smoking Packs/Day
] Alcohol Drinks/Week
[ Coffee/Caffeine Drinks Cups/Day
[] High Stress Level Reason

Are you pregnant? []Yes []No Due Date

Injuries/Surgeries you have had

Falls

Head Injuries
Broken Bones
Dislocations

Surgeries

Description Date

A A TR A

MEDICATIONS

o PP ¥ Nt A
SRR,

ALLERGIES VITAMINS / HERBS / MINERALS

Pharmacy Name

Pharmacy Phone {




ADVANCED HEALTH & PAIN RELIEF CENTER, PA
PATIENT CONSENT FOR USE AND DISCLOSURE
OF PROTECTED HEALTH INFORMATION

I hereby give my consent for Advanced Health & Pain Relief Center, PA to use
and disclose protected health information (PHI) about me to carry out treatment,
payment, and healthcare operations (TPO). (Advanced Health & Pain Relief
Center, PA’s Notice of Privacy Practices provides a more complete description of
such uses and disclosures)

I have the right to review the Notice of Privacy Practices prior to signing the
consent. Advanced Health & Pain Relief Center, PA reserves the right to revise its
Notice of Privacy Practices at anytime. A revised Notice of Privacy Practices may
be obtained by forwarding a written request to Advanced Health & Pain Relief
Center, PA 2305 E. WT Harris Blvd, Ste. 102 Charlotte, NC 28213. With this
consent, Advanced Health & Pain Relief Center, PA may call my home or other
alternative location and leave a message on voice mail or in person in reference to
any items that assist the practice in carrying out TPO, such as appointment
reminders, insurance items and any calls pertaining to my clinical care, including
laboratory results among others.

With this consent, Advanced Health & Pain Relief Center may mail or e-mail to
my home or other alternative location any items that the practice in carrying out
TPO, such as appointment reminder cards and patient statements as long as they
are marked Personal and Confidential. Ihave the right to request that Advanced
Health & Pain Relief Center, PA restrict how it uses or discloses my PHI to carry
out TPO. However, the practice is not required to agree to my requested
restrictions, but if it does, it is bound by this agreement.

By signing this form, I am consenting to Advanced Heaith & Pain Relief Center,
PA use and disclosure of my PHI to carry out treatment, payment, and health care
operations. 1 may revoke my consent in writing except to the extent that the
practice has already made disclosures in reliance upon my prior consent. If I do
not sign this consent, or later revoke it, Advanced Health & Pain Relief Center, PA
may decline to provide treatment to me.

Signature of Patient or Legal Guardian Patient’s Name Date

Print Name of Patient or Legal Guardian




ADVANCED HEALTH & PAIN RELIEF CENTER, P.A
2305 East WT Harris Blvd, #102
Charlotte, NC 28213

To any insurance company with coverage applicable to my claim(s) and to any attorney representing me:
ASSIGNMENT OF BENEFITS

IN CONSIDERATION of the willingness of Advanced Health & Pain Relief Center, P.A. to treat me on credit without demand for
payment at the time services are rendered, I hereby agree and stipulate as follows:

Lirrevocably assign to Advanced Health & Pain Relief Center, P.A. any proceeds or compensation that I am or may become entitled
to receive as a result of injuries that occurred on to the extent of the chircpractic services rendered.

I make this agreement without prejudice to any rights 1 may have to prosecute legal claims against any party who may be liable for
my injuries, but I hereby authorize and instruct yeu to pay directly to Advanced Health & Pain Relief Center, P.A., from
any disability benefits, medical payments benefits, liability benefits, health and accident benefits, workers compensation benefits,
judgments, settlements, or proceeds of any kind that would otherwise be payable to me, such sums as are due or may become due to
Advanced Health & Pain Relief Center, P.A. for its services rendered.

I appoint Advanced Health & Pain Relief Center, P_A. as my attorney in fact to affix my name as an endorsement upon the reverse
of any check or draft upon which I am a named payee and to deposit said check or draft and apply the proceeds to any unpaid
balanice I may have with Advanced Health & Pain Relief Center, P.A.,

I authorize Advanced Health & Pain Relief Center, P.A. to releass to any insurer with applicable coverage or to my attorney or
successor attorney and information regarding my injuries, prior medical history, or treatment as may be necessary to facilitate
collection of proceeds under this assignment.

T acknowledge that 1 remain personally liable for the total amount due to Advanced Health & Pain Relief Center, P.A. for services
rendered, including any balance remaining after the application of insurance payments and settlement or judgement proceeds. 1
Advanced Health & Pain Relief Center, P.A. is required to take legal action against me to recover any unpaid balance on my
account, | agree to reimburse Advanced Health & Pain Relief Center, P.A. for its costs of recovery, including reasonable atiorney’s
fees.

Patient (print)

Signature / Date

Witness/Chiropractic Physician
NOTICE OF LIEN

Pursuant to N.C.G.5. 44-49 and 44-50, Advanced Health & Pain Relief Center, P.A. hereby asserts and gives notice of a lien upon
any sums recovered in damages for personal injury in any civil action and also upon all funds paid to the above-named patient I
compensation for or settlement of injuries sustained, whether in litigation or otherwise.

Advanced Health & Pain Relief Center, P.A. hereby requests that if its claim is not paid in full from the foregoing proceeds, a full
disclosure and accounting of proceeds be provided in conformity with N.C.G.8.44-50.1. Advanced Health & Pain Relief Center,
P.A. agrees to be bound by any confidentiality agreements regarding the contents of the accounting.

ADVANCED HEALTH & PAIN RELIEF CENTER, P.A,
Federal Tax Id. # 56-2000011

By:




NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

1§ understand that, under the Health Insurance Portability & Accountability Act of 1996 ("HIPAA"), | have

certain rights to privacy regarding my protected health information. | understand that this information can and
will be used to: :

® Gonduct, plan and direct my treatment and follow-up among the multipie healthcare
providers who may be involved in that treatment directly and indirectly.

® QObtain payment from third-party payers.

® Conduct normal heaithcare operations such as quality assessments and physician
certifications.

| have received, read and understand your Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. | understand that this organization
has the right to change its Notice of Privacy Practices from time to time and that | may contact this
organization at any time at the address above to obtain a current copy of the Notice of Private
Practices.

| understand that | may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations. ! aiso understand you are not

required to agree to my requested restrictions, but if you do agree then you are bound to abide by
such restrictions.

Patient Name

Relationship to Patient:

Signature: |

Date

.MW

OFFICE USE ONLY

| attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practices
Acknowledgement, but was unable to do so as documented below:

Date: . | Initials: Reason:




