ABOUT You

Today's Date: / / File #: t
| Patient Name: [
LAST FIRST M
| What You Prefer To Be Called: 2 Male 0 Female |
; |
Birthdate: / / Age: SSi#t: |
Mailing Address:
CITY STATE zIP 0
Home Phone #:
Work Phone #: Ext: IN:)L"ZANCE INFO ;
Other Phone #s: N '
. Co. Name:
E-Mail Address:
Address:
Referred By:
Employer: Howlong? | CITY STATE ZIP
Employer's Address: Phone #:
Insured’s SS#:
CITY STATE ZIP G 4 o
Occupation: roup # (Plan, Local, or Policy #).
Status: U Minor O Single O Married Q Divorced 0 Separated 0 Widowed !nsurgd e ]
Relation: DateofBirth: __ / [
Spouse’s Name:
. _ Insured’s Employer:
Do you have children? 1 Yes T No How many? Please inform front desk of 2nd. Insurance source.

The reason for this visit is a result of (Please circle): work, sports, auto, trauma or chronic.

(Explain what happened ):

REASON FOR VISIT

Please describe the pain & its location:

When did condition begin? / /
Is this condition getting worse? U Yes U No U Constant 0 Comes and goes

Is this condition interfering with your (Please Circle ): work, sleep, or daily routine.

If so, please explain:

Have you had this or similar conditions in the past? 1 Yes L No

If so, please explain:

Have you been treated by a Medical Physician for this condition? O Yes [ No

If so, where?
Have you ever been treated by a Chiropractor before?  QYes O No
If so, whom? Phone#:

PLEASE c:bNTlNu; oN BACK




Who should we contact?

N EVENT 0F EMERGENCY

Relation:

Home Phone #:

Who is your Medical Doctor?

Work Phone #:

Phone #:

BE AR J_IL‘JORY

Are you taking anof the fllowing medications?

[ Nerve pills [ Pain killers (including aspirin)  Muscle relaxers ' Stimulants
U Blood Thinners [ Tranquilizers [ Insulin O Other(s)

Do you have or ever had any of the following diseases or conditions?

Y N Heart Attack / Stroke Y N Heart Surg./Pacemaker Y N Heart Murmur

Y N Congenital Heart Defect Y N Mitral Valve Prolapse Y N Artificial Valves

1 ¥ N Alcoho! / Drug Abuse Y N Venereal Disease Y N Hepatitis

Y N HIV+/ Aids Y N Shingles Y N Cancer

Y N Frequent Neck Pain Y N Emphysema / Glaucoma Y N Anemia

Y N High/Low Blood Pressure Y N Psychiatric Problems Y N Rheumatic Fever
Y N Severe/Frequent Headaches Y N Kidney Problems ¥ N Ulcers / Colitis

Y N Fainting/Seizures/Epilepsy Y N Sinus Problems Y N Asthma

Y N Diabetes / Tuberculosis Y N Difficulty Breathing Y N Chemotherapy

Y N Lower Back Problems Y N Artificial Bones / Joints Y N Arthritis

Please list any other serious medical condition(s) you have or ever had:

Please list anything that you may be allergic to:

List previous surgeries/treatments with dates:

List any past serious accidents with dates:

Family Health History:

Are you on a special diet:  Yes 0 No / Since: / /

Do you smoke? O No O Yes / How Much? How Long?
Are you wearing: 0 Heel Lifts 1 Sole lifts O Inner soles 1 Arch supports

What is the age of your mattress? Is it comfortable? 0 Yes O No
For women: Are you taking Birth Control? O Yes D1 No
| Are you Pregnant? 1 No  Yes/How long?__ Nursing? 1 Yes 0 No

Do you: Take Supplements or Vitamins? dYes 0 No / Exercise? dYes O No |

ACCOLUNT INF 0
Person ultimately responsible for account

Name:

Relation:
Billing Address:

CITY STATE ZIP
SSN:

Dl #:

Work Phonet#:
Payment method:

[ CASH [J Check

/
I Credit Card - Enter card # above (if accepted)

| hereby authorize assignment of

Initials  my insurance rights and benefits
directly to the provider for services ren-
dered. | fully understand | am solely respon-
sible for any balance not paid by my insur-

ance company (if offered at this office).

understanding between provider and patient.

Signature

E We invite you to discuss with us any questions regarding our services. The best health services are based on a friendly, mutual

B Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with
the business manager. If account is not paid within 90 days of the date of service and no financial arrangements have been
made, you will be responsible for legal fees, collection agency fees, and any other expenses incurred in collecting your account.

B | authorize the staff to perform any necessary services needed during diagnosis and treatment. | also authorize the provider
and or managed care organization, to release any information required to process insurance claims.

E [understand the above information and guarantee this form was completed correctly to the best of my knowledge and
understand it is my responsibility to inform this office of any changes to the information | have provided.

Date I

33 Adult Patient 7 Parent or Guardian 2 Spouse

i First Impression Forms, Inc. 1-800-99FORMS FORM # 1MCA1.6 Copyright @2007—J
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PLEASE RECYCLE 50 TUAT WE MAY PRESERVE TUE LEALTY oF oLE PLANCT.



PAN cLUART

ABOUT You

Name: ) File #:

| What is your current weight: _Ibs.,and height, _ Ft.  In..
- Please describe your condition:

|
|
‘ S —— -
|

Signature: Date: / /

- 5loW Us WILERE IT URTS

Please mark area(s) of injury or discoo a shown in the example below. Mark all areas with the appropriate e
symbols and indicate the degree of pain using a scale from 1 (discomfort) to 10 (extreme pain).
Description -» Numbness Pins & Needles Burning Aching Stabbing

Symbol —>  NNNN PPPP BBBB AAAA SS8S
(> Circle any area of pain not represented by a symbol.

Example
left

PLEASE RCCYCLE 50 TUAT WE MAY PRLACRVE TUE UEALTU oF U2 PLANCT ’&g‘
' First Impression Forms, Inc. 1-800-99FORMS FORM # 2CHIRO 3 @200?]




Lacey Chiropractic Clinic, P.A.
Dr. Richard D. Lacey

9428 N. Ocean Highway « PO Box 2009 = Pawleys Tsland, SC 29585 (843)237-1919

FINANCIAL POLICY AND DISCLOSURE

‘The Financial Policy and Disclosure is to help Lacey Chiropractic Clinic/Richard D Lacey, D.C. provide the
most efficient and reasonable health care services. Therefore, it is necessary for us to have a Financial Policy and
Disclosure stating our requirements for payment for services provided to patients.

Self-Pay Policy:

e If'you are a self-pay patient, you will be required to pay your balance in full at the time of service.

e If you are unable to pay the balance at the fime of service, a financial agreement may be established and
must be agreed upon prior to provision of service.

Insurance Policy:

e If you are an insurance patient, we require the coverage to be verified for each patient at least once per
calendar year. If the coverage cannot be verified, we require you to leave credit card information so that
once coverage is verified we may process the patient responsibility portion to your credit card.

e Jtis our policy to file insurance as a courtesy to you, if we have accurate and complete insurance
information.

© Ifaservice is provided that is not covered by your insurance company, you will be the responsible party at
the time of service.

® Ifwe have not received payment from your insurance company within thirty (30) business days, you will be
responsible for the balance due.

e Deductibles, co-payments, and coinsurance wil] be collected at the time of service.

° In special cases, we may need your help in contacting your insurance company for the payment of your
services and therefore you must agree to fully cooperate in assisting us should that become necessary.

Medicare Policv:

@ Medicare covers CHIROPRACTIC MANIPULATION ONLY (after $183.00 deductible has been met),
These manipulations, under some Circumstances and with certain carriers, may be limited to 36 per year.

¢  Medicare reimburses 80% of allowed manipulations and Medicare does NOT reimburse for x-rays, exams,
physical therapy or supplies and are NOT applied toward your deductible, therefore we ask that you pay for
these services when rendered.

©  Your condition may require more manipulations than allowed by Medicare. We can apply for additional
treatments by submitting a “medical necessity statement™ on your behalf. Your case will be sent for review,
We camnot guarantee or predict what the review board will decide in your case.

®  We will be accepting assignment and billing for services rendered at no cost to you. This means that
Medicare will send payment for covered services directly to us.

° Ifyou have additional health insurance coverage, Medicare is considered your Primary insurance carrier and
Medicare must be filed first.

¢ Ifyou have any questions regarding the Medicare Policy, please ask for clarification.

Medicare Patient’s Initials .~

Cancellation/ No-Show:

e We require advance notice to cancel your appointment.

e  Patients who miss their regular scheduled appointment and do not give adequate notice of cancellation, via
contacting the office or leaving a voice message, will be charged a $25.00 cancellation fee.

e Payment of any outstanding cancellation fees will be required to schedule another visit.

WE ASK THAT YQU ASSIST US BY:

¢ Providing us with current and updated information on yourself and your insurance carrier(s).

e Presenting an updated photo identification card and insurance card(s) when changes are made.

e Making the appropriate payment at the time of service.

g

= -

Responsible Party’s Signature Date




Lacey Chiropractic Clinic, P.A.
Dr. Richard D. Lacey

9428 N. Ocean Highway « PO Box 2009 « Pawleys Island, SC 29585 (843)237-1919

HEALTH CARE AUTHORIZATION FORM

Patient’s Name

Patient’s SS# |/ Date of Birth v

THE PATIENT IDENTIFIED ABOVE AUTHORIZES LACEY CHIROPRACTIC CLINIC. P.A. TO
USE AND OR DISCLOSE PROTECTED HEALTH INFORMATION IN ACCORDANCE WITH THE
FOLLOWING:

SPECTFIC AUTHORIZATIONS

I give permission to LACEY CHIROPRACTIC CLINIC. P.A. to use my address, phone
number and clinical records to contact me with birthday cards, holiday related cards and
information about treatment alternatives or other health related information, as well as the use of
my name on a referral board.

RIGHT TO REVOKE AUTHORIZATION
You have the right to revoke this AUTHORIZATION, in writing, at any time. However, your written
request to revoke this AUTHORIZATION is not effective to the extent that we have provided services or
taken action in reliance on your authorization.

You may revoke this AUTHORIZATION by mailing or hand delivering a written notice to the Privacy
Official of LACEY CHIROPRACTIC, P.A. The written notice must contain the following information:

Your name, Social Security number and date of birth;

A clear statement of your intent to revoke this AUTHORIZATION;
The date of your request; and

Your signature,

The revocation is not effective until it is received by the Privacy Official.

This AUTHORIZATION is requested by LACEY CHIROPRACTIC CLINIC, P.A., for its own
use/disclosure of PHI.
(Minimum necessary standards apply.)

You have the right to refuse o sign this AUTHORIZATION. If you refuse to sign this
AUTHORIZATION, LACEY CHIROPRACTIC CLINIC, P.A. will not refuse to provide treatment.

You have the right to inspect or copy the PHI to be used/disclosed,
“UPON REQUEST A COPY OF THE SIGNED AUTHORIZATION WILL BE PROVIDED TO YOU*

Name

Address _~

Signature~” Date

Signature of gnardian, if 2 minor Date




Lacey Chiropractie Clinic, P.A.
Dr. Richard D. Lacey

9428 N. Ocean Highway « PO Box 2009 « Pawleys Island, SC 29585 (843)237-1919

PATIENT NAME:

TODAY’S DATE: /

I'understand that if T am pregnant and have x-rays taken which expose my lower torso to
radiation, it is possible to injure the fetus.

I have been advised that the 10 (ten) days following onset of a menstrual period are
generally considered to be safe for x-ray exams.

With those factors in mind, T am advising my doctor that:

Yes / No / Don’t Know

e [ am pregnant

e [ could be pregnant

e [ am late with my menstrual period
e [ am taking oral contraceptives

e [ have an IUD

e [ have had a tubal ligation

¢ I have had a hysterectomy

e [ have irregular menstrual periods

e My last menstrual period began on

With full understanding of the above, and believing that I am not currently at risk, I wish
to have an x-ray examination performed now.

VA
Signature

Witness:
Signature
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12

[TTIPIcA PICA [TT]
1. MEDICARE  MEDIGAID TRICARE CHAMPVA GRoup OTHER | 1a. INSURED'S 1.D. NUMBER (For Program in ltem 1)
D(Medicare#) D(Medr'cald#) D (ID#DoD#) D (Member ID#) D (1D#) |:| D(m#)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

3 PATIENTS BIRTH DATE

ki sl

4. INSURED'S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

SeHD Spnuselj Childl:] Other|:|

7. INSURED’S ADDRESS (No., Street)

CITY STATE

ZIP CODE TELEPHONE (Include Area Code)

()

8. RESERVED FOR NUCC USE

city STATE

ZIP CODE TELEPHONE (Include Area Code)

C )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

¢. RESERVED FOR NUCC USE

10. 1S PATIENT'S CONDITION RELATED TO:

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. EMPLOYMENT? (Current or Previous)

[]no

YES

a. INSUHHEAD‘S DATE OF BIRTH SEX

M% DD: o MEI FI:I

b. AUTQ ACCIDENT?

D YES

PLACE (State)

b. OTHER CLAIM ID (Designated by NUCC)

e
¢. OTHER ACCIDENT?

[Jves [ no

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Dssignated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

PATIENT AND INSURED INFORMATION ——— | <—CARRIER—>

|:| YES I:| NO If yes, complete items 9, 9a, and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | alse request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
SIGNED‘/ DATE v - SIGNED v ¥
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) |15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION A
MM | DD | i ] i | MM | DD | YY MM |, DD ¥Y¥ MM | | YY
! ; QUAL. | i ! ; ! FROM ; TO ; |
17. NAME CF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
| i g A A AR 2 T S T s MM | DD L MM DD | Yy,
! 17b.| NPI FROM I I TO | l
19, ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
[Jves [Jvo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) | ] 22. RESUBMISSION
ICOInd.| | CODE ORIGINAL REF. NO.
i B. 1] [ D. |
23. PRIOR AUTHORIZATION NUMBER
Elm———— F. e HL i
o | J. | K. | L |
24. A, DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H. [ o =
From To PLACE OF| (Explain Unusual Circumstances) DIAGNOSIS Dé:f‘s %I:’S“%T ID. RENDERING Q
MM DD XY MM DD YY |SERVICE | EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS Plan | QUAL. PROVIDER ID. # iE
1 | 1 i f | T I B e I E
- | f - | : e 8
=
1 - } | | 1 1 | 1 ] | [we| T o
I | J I ‘ ‘ ‘L | | i | NP_I E
d
e ! o | P71 it B |~
! [ | i | ‘ l I | | | 1 | ! 1 [ | NF a
I I I I | ! ! T PR o i [
T O o - O | || [w S
1 | | | I | i =
<
S E | | | | [T S
! ! I I : I
S
| | f | | ! e R D { E
- 1 g 1 [ | ‘ NPl
25. FEDERAL TAX |.D, NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. &%Ev?zlﬁrﬁssg%ej\jgﬂac NT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
I:I I:l YES NO 5 } 5 }
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OR CREDENTIALS
{I certify that the statemants on the reverse
apply to this bill and are made a part thereof.)
| & b. [a b
SIGNED DATE [ L ; L Y
NUCC Instruction Manual available at: www.nuce.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 (02-12)




INFORMED CONSENT FORM

PATIENT NAME: / DATE: ./

To the patient: Please read this entire document prior to signing it. It is important that you
understand the information contained in this document. in anything is unclear, please ask
guestions before vou sign.

The nature of the chiropractic adjustment
The primary treatment | use as a Doctor of Chiropractic is spinal manipulative therapy. | will
use that procedure to treat you. | may use my hands or 2 mechanical instrument upon your
body in such a way as to move your joints. That may cause an audible “pop” or “click,” much
as you have experienced when you “crack” your knuckles. You may feel a sense of
movement.

Analysis / Examination / Treatment
As a part of the analysis, examination, and treatment, you are consenting to the following

procedures:

_/ spinal manipulative therapy =~ __«/palpation " vital signs

_ v range of motion festing _ ¥ orthopedic testing = basic neurological
__a__/_ muscle strength testing _v~_postural analysis testing

_/ ultrasound _i— hot/cold therapy _.— Flectrical Stim
_:/_’radiog raphic studies _i~~mechanical traction

____ Other (please explain)

The material risks inherent in chiropractic adjustment.
As with any healthcare procedure, there are certain complications which may arise during
chiropractic manipulation and therapy. These complications include but are not limited to-
fractures, disc injuries, dislocations, muscle strain, cervical myelopathy, costovertebral strains
and separations, and burns. Some types of manipulation of the neck have been associated
with injuries to the arteries in the neck leading to or contributing to serious complications
including stroke. Some patients will feel some stiffness and soreness following the first few
days of treatment. | will make every reasonable effort during the examination to screen for
contraindications to care; however, if you have a condition that would otherwise not come to
my attention, it is your responsibility to inform me.

The probability of those risks occurring.
Fractures are rare occurrences and generally result from some underlying weakness of the
bone which | check for during the taking of your history and during examination and X-ray.
Stroke has been the subject of tremendous disagreement. The incidences of stroke are
exceedingly rare and are estimated to accur between one in one million and one in five million
cervical adjustments. The other complications are also generally described as rare.




The avaiiability and nature of other treatment options
Other treatment aptions for your condition may inciude:
= Self-administered, over-the-counter analgesics and rest
* Medical care and prescription drugs such as anii-inflammatory, muscle relaxants and
pain-wiiiers
 Hospitalization
= Surgery

It you chose {o use one of the above noted “other treaiment” options, you shouid be aware that
there are risks and benefits of such options and you may wish 1o discuss thess with vour
primary medical physician.

The risks and dangers attendant to remaining untreated
Remaining unireated may allow the formation of adhesions and reduce mobility which may set
up a pain reaction further reducing mobility. Over time this process may complicaie ireatment
making it more difficult and less effective the longer it is postponed.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE.
PLEASE CHECK THE APPROPRIATE BLOCK AND SiGN BELOW

i have read | }or have had read to me | ] the above explanation of the chiropractic
adjustment and related treatment. | have discussed it with (insert doctor’s name) and have had
my guesiions answered o my satisfaction. By signing below ! state that | have weighed the
risis involved in undergoing treatment and have decided that it is in my best interest to
undergo the treatment recommended. Having been informed of the risks, | hereby give my
consent {o that treatment.

Dated:/ Dated:
/ Z D . Lacey, DC .
Patient's Name Doctor's Name /'
'ﬁ]
Signature Signature

Signature of Parent or Guardian
{if 2 minor)




