HUDSON CHIROPRACTIC

Name Age DOB /
Email SS# - - GENDER M
Address City State Zip

Marital Status: S M D W # of Children

Home Phone Cell Phone Work Phone
Where are you Employed? City, State

Name of Spouse or Guardian Spouse or Guardian Phone
Occupation How did you hear about us?

Have you had previous Chiropractic care? Yes / No If yes, how long ago?

List any surgeries (and dates) you have had

Family History (Such as Cancer, Diabetes, High Blood Pressure, etc.)

List ALL medications and supplements you are currently taking

Please list below your chief complaints in order of their importance:

How long?

How long?

How long?

Is this condition related to an accident? Yes/No Date of Accident

Is this condition related to Employment? Yes/No Auto Accident?  Yes/No

Other, explain

Have you sought medical treatment for this/these problems? Yes/ No

Name of Doctor seen Primary Care Physician

Are you here for:  Relief of symptoms? Yes/No Correction of Problem? Yes/No

Follow-up care after correction? Yes/ No



INSURANCE INFORMATION

Name of Insurance Company

Name of policy Holder Relationship to Patient

ID# Group #

AUTHORIZATION AND RELEASE

| hereby authorize release of information necessary to file claims with my insurance company and assign
payments of the benefits | am entitled under the provisions of my policy to Hudson Chiropractic at the
Pillar Chiropractic Physicians Centre. In addition to the foregoing, | hereby authorize the release of my
medical information by or between any of my treating physicians and my insurer, HMO, health benefits
payor of any other entity (including but not limited to third party administrators, management companies
and provider networks) involved in administration of my health benefits.

I understand | am financially responsible for payment of this account regardless of insurance or other third-
party involvement. If the account is sent to an attorney or collection agency, | will be responsible for any

collection fee and/or court costs.

Signature Date / /

MEDICARE AUTHORIZTION AND RELEASE: Medicare patients ONLY

| request payment of authorized Medicare, Medigap, and/or any other insurance benefits be made to
Hudson Chiropractic at the Pillar Chiropractic Physicians Centre for any services furnished to me by the

provider.

| understand my signature requests that payment be made and authorizes release of medical information
necessary to determine benefits payable for services from this provider.

In Medicare assigned cases, the provider agrees to accept the charge determination of the Medicare carrier
as the full charge, and the patient is responsible only for the deductible, co-insurance, non-covered
services as ultrasound, electric muscle stimulation, traction, etc. Co-insurance and the deductible are based

upon the charge determination of the Medicare carrier.

[ understand that | am finally responsible for all charges whether paid by said insurance or not. This
assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be

considered as valid and original.

Signature Date / /




Name:

Please check the appropriate line for any of the following symptoms which you now have or had had previously. We want to know all the facts
about your health. This is a confidential health report.

CONSTITUTIONAL MUSCULOSKELETAL PSYCHIATRIC
Chills Arthritis Runny Nose Agitation
Drowsiness Neck Pain Snoring Anxiety
Fainting Decreased Motion Sore Throat Appetite Changes
Fatigue Gout Ringing in Ears Behavioral Changes
Fever Injuries TMJ Problems Bipolar Disorder
Night Sweats Joint Pain Ulcers Confusion
Weakness Joint Stiffness Convulsions
Weight Gain Locking Joints GASTROINTESTINAL Depression
Weight Loss Back Pain . . Homicidal Indication
Muscle Cramps Abdominal Pain Insomnia
EYES Muscle Pain Belching Location Disorientation
. Muscle Twitching Black, Tarry Stools Memory Loss
Blindness o Muscle Weakness C(.)nstlpatlon Substance Abuse
Blurred Vision Swelling Diarthea Suicidal Indication
g;taract_s vie II-{I:::)k:—lrllrlg'ds Time Disorientation
ange in Vision i
Double Vision {NTEGUMENTARY, Indigestion
ED"Y 1];:3’_65 Breast Lumps/Pain i}iundlcc ENDOCRINE
ye Fam Change in Nail Texture ausea :
Field Cuts Change in Skin Color Rectal Bleeding Ic)f)lg 1tntolerance
Glaucoma Eczema Abnormal Stool E 1abetes Aopeti
Sensitivity to Light 7 Hair Growth Vomiting KCESSIve Appetite
. ! e Excessive Hunger
Tearing Hair Loss Vomiting Blood . .
W Glasses ‘ Lo Excessive Thirst
€ats History of Skin Disorders Goiter
Hives :
; GENITOURINARY Hair Loss
CARDIOVASCULAR Ttching . Heat Intolerance
Angi Paresthesia Frequent Urination Unusual Hair Growth
hgm; . Rash Hesitancy/Dribbling Voice Changes
glae::iic:;?on Skin Lesions Hormone Therapy
Heart Murmur ke bor T R HEMATOLOGIC/LYMPHATIC
Heart Problems ENMT rine Beention
: Burning Urination Anemi
High Blood Pressure Bad Breath R
Low Blood Pressure Dentures Bleeding ‘
Orthopnea Deviated Septum NEUROLOGICAL Blood Clotting
Palpitations Difficulty Sleeping . ' Blo9d Tragsfuswns
Shortness of Breath Difficulty Swallowin Change in Concentration Bruise Easily
Swelling of legs Discharge 2 Change in memory Lymph Node Swelling
Varicose Veins e Dizziness
Dry Mouth
. Headache
Ear Drainage ALLERGIES
RESPIRATORY Ear Pain Imbalance
F Sore Th Loss of Consciousness Seasonal Allergies
Asthma Hrec};?n.t ore Throat Loss of Memory Food Intolerance
Bronchitis Hz:ringjﬁ)};s Numbness
Dry C01.1gh Hoarseness Selzure§ Men Only:
Productive Cough Sleep Disturbances Prostate Problem
Coughi blood Loss of Smell Slurred Specch rosta s
oughing up bloo Loss of Taste urred speec Erectile Dysfunction
Difficulty Breathing Nasal C . Stress
Difficulty Sleeping asal Congestion Strokes
Hemoptysis Nose Bleeds Tremors Women Only:
Pneumonia Ppstnasal DI.‘ip Birth Control Therapy
Sputum Production Sinus Infections Cramps )
Wheezing e Abnormal Vaginal
Bleeding
. Vaginal Disch
Habits: Priggl: :m 1scharge
_ Alcohol _ Coffee _ Tobacco __ Drugs Miscarriage
Have you tested positive for any communicable diseases? Ex. HIV, Syphilis, Gonorrhea Yes No Have you had Breast Implants?
Yes No
CHECK THE FOLLOWING CONDITIONS YOU HAVE HAD
CIRCLE ITEMS THAT ARE COMMON WITH OTHER FAMILY MEMBERS
Alcoholism Diabetes Gout Goiter Rheumatic Fever Ulcers
Anemia Eczema Heart Disease Cancer Stroke Foot Problems
Appendicitis Emphysema Multiple Sclerosis Polio Tuberculosis _ Other
I hereby state that the above information is true, to the best of my knowledge.
__Date:

Signed o




HIPAA Notice of Privacy Practices

Hudson Chiropractic
3232 Independence St.
Cape Girardeau, MO 63701
573-335-7349

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN
GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry

out treatment,.payment or health care operations (TPO) and for other purposes that are permitted or required by law. It
also describes your rights to access and control your protected health information. “Protected health information” about
you, including demographic information, that may identify you and that relates to your past, present or future physical or

mental health or condition and related health care services.

1. Uses and Disclosures of Protected Health Information
Your protect health information may be used and disclosed by your physician, our office staff and others outside of -

our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay
your health care bills, to support the operation of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health
care and any related services. This includes the coordination or management of your health care with a third party. For
example, we would disclose your protected health information, as necessary, to a home health agency that provides care
to you. For example, your protected health information may be provided to a physician to whom you have been referred

to ensure that the physician has the necessary information to diagnose or treat you.

payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your protected health information be disclosed to the

health plan to obtain approval for the hospital stay.

Healthcare Operations: We may use or disclose, as needed, your protected health information in order to support the
business activities of your physician’s practice. These activities include, but are not limited to, quality assessment
activities, employee review activities, training of medical students, licensing, and conducting or arranging for other
business activities. For example, we may disclose your protected health information to medical school students that see
patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your
name and indicate your physician. We may also call you by name in the waiting room when your physician is ready to see
you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your

appointment.

We may use or disclose your protected health information in the following situations, without your authorization. These
situations include: as Required by Law; Public Health issues as required by law; Communicable Diseases; Health Oversight;
Abuse or Neglect; Food and Drug Administration requirements; Legal Proceedings; Law enforcement; Coroners, Funeral
Directors, and Organ Donation; Research; Criminal Activity; Military Activity and National Security; Workers’
Compensation; Inmates. Required uses and disclosures: Under the law, we must make disclosures to you and when
required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance

with the requirements of Section 164.500.
Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to

object unless required by law.



You may revoke this authorization at any time, in writing, except to the extent that your physician or the physician’s
practice has taken an action in reliance on the use or disclosure indicated in the authorization.

Your Rights:

Following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information. Under federal law, however, you may not
inspect or copy the following records: psychotherapy notes; information compiled in reasonable anticipation of, or use in,
a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that

prohibits access to protected health information.

You have the right to request a restriction of your protected health information. This means you may ask us not to use or
disclose any part of your protected health information for the purposes of treatment, payment, or healthcare operations.
You may also request that any part of your protected health information not be disclosed to family members or friends
who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request

must state the specific restriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest
to permit use and disclosure of your protected health information, your protected health information will not be
restricted. You then have the right to use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an alternative
location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept

this notice alternatively i.e. electronically.

You may have the right to have your physician amend your protected health information. If we deny your request for
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your

statement and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health

information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the
right to object or withdraw as provided in this notice.

Complaints:

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been
violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate

against you for filing a complaint.

This notice was published and becomes effective on/ or before April 14, 2003,

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy
practices with respect to protected health information. If you have any objections to this form, please ask to speak with
our HIPAA Compliance Officer in person or by phone at our main phone number.

Signature below is only acknowledgement that you have received this Notice of Privacy Practices.

Print Name: Signature: Date: B




DOCTOR-PATIENT RELATIONSHIP IN CHIROPRACTIC
INFORMED CONSENT

CHIROPRACTIC
It is important to acknowledge the difference between the health care specialties of chiropractic, osteopathy and

medicine. Chiropractic health care seeks to restore health through natural means without the use of medicine or
surgery. This gives the body maximum opportunity to utilize its inherent recuperative powers. The success of the
chiropractic doctor’s procedures often depends on environment, underlying causes, physical and spinal conditions. It is

always important to understand what to expect from chiropractic health care services.

ANALYSIS
A doctor of chiropractic conducts a clinical analysis for the express purpose of determining whether there is evidence of
Vertebral Subluxation Syndrome (VSS) or Vertebral Subluxation Complexes (VSC). When such VSS and VSC complexes
are found, chiropractic adjustments and ancillary procedures may be given in an attempt to restore spinal integrity. It is
the chiropractic premise that spinal alignment allows nerve transmission throughout the body and gives the body an
opportunity to use its inherent recuperative powers. Due to the complexities of nature, no doctor can promise you

specific results. This depends upon the inherent recuperative powers of the body.

DIAGNOSIS

Although doctors of chiropractic are experts in chiropractic diagnosis, the VSS and VSC, they are not internal medical
specialists. Every chiropractic patient should be mindful of his/her own symptoms and should secure other opinions if
he/she has any concern as to the nature of his/her total condition. Your doctor of chiropractic may express an opinion as

to whether or not you should take this step, but you are responsible for the final decision.

INFORMED CONSENT FOR CHIROPRACTIC CARE
A patient, in coming to the doctor of chiropractic, gives the doctor permission and authority to care for the patient in

accordance with the chiropractic tests, diagnosis and analysis. The chiropractic adjustment or other clinical procedures
are usually beneficial and seldom cause any problem. In rare cases, underlying physical defects, deformities or
pathologies may render the patient susceptible to injury. The doctor, of course, will not give a chiropractic adjustment, or
health care, if he/she is aware that such care may be contraindicated. Again, it is the responsibility of the patient to
make it known or to learn through health care procedures whatever he/she is suffering from: latent pathological
defects, illnesses, or deformities which would otherwise not come to the attention of the doctor of chiropractic. The
patient should look to the correct specialist for the proper diagnostic and clinical procedures. The doctor of chiropractic
provides a specialized, non-duplicating health service. The doctor of chiropractic is licensed in a special practice and is

available to work with other types of providers in your health care regime.

RESULTS
The purpose of chiropractic services is to promote natural health through the reduction of the VSS and VSC. Since there
are so many variables, it is difficult to predict the time schedule or efficacy of the chiropractic procedures. Most often

the response is phenomenal.

APPOINTMENT CANCELLATION POLICY
In order to treat our patients in a timely fashion, keeping your appointments is crucial. Our office requires a 24 hour

notice of cancellation. If three (3) appointments in a calendar year are missed without proper notice, a $25 charge will

be added to your account and mailed to you.
TO THE PATIENT
Please discuss any questions or problems with the doctor or other staff before signing this statement of policy.

Your signature indicates that you have read and understand the foregoing.

SIGNATURE DATE




_I'!l edi care PAHMR Onkx Hudson Chiropractic

3232 Independence St. Cape Girardeau, MO 63701
573-335-7349

Patient Name: Identification Number (optional):

Advance Beneficiary Notice of Noncoverage (ABN)

NOTE: Medicare doesn’t pay for the service(s) below. You may have to pay.
Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the services listed below.

Service Reason Medicare May Not Pay: Estimated
Cost

Service:

X-Rays Reason: These services, that are N/A

Exams performed by a Chiropractor, are not $20.00 each

Ultrasounds covered by Medicare. $5.00 each

Traction $5.00 each

Electric Muscle Stimulation $15.00 each

WHAT YOU NEED TO DO NOW:
¢ Read this notice, so you can make an informed decision about yourcare.

o Ask us any questions that you may have after you finish reading.
Choose an option below about whether to receive the Maintenance Care listed above.

Note: If you choose Option 1 or 2, we may help you to use any other insurance
that you might have, but Medicare cannot require us to do this.

OPTIONS: Check only one box. We cannot choose a box foryou.

[0 OPTION 1. | want the service(s) listed above. You may ask to be paid now, but | also want
Medicare billed for an official decision on payment, which is sent to me on aMedicare Summary
Notice (MSN). | understand that if Medicare doesn’t pay, | am responsible for payment, but |
can appeal to Medicare by following the directions on the MSN. If Medicare does pay, you will
refund any payments | made to you, less co-pays ordeductibles.

[0 OPTION 2. | want the service(s) listed above, but do not bill Medicare. You may ask to be
paid now as | am responsible for payment. | cannot appeal if Medicare is not billed.

] OPTION 3. | don't want the service(s) listed above. | understand with this choice | am not
responsible for payment, and | cannot appeal to see if Medicare would pay. |

Additional Information: This ABN form is only for non-covered Medicare services. Medicare
never pays for such services. The only reason for using Option 1 is when you have a secondary

insurance that may reimburse you.

This notice gives our opinion, not an official Medicare decision. If you have other questions on
this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).

Signing below means that you have received and understand this notice. You also receive a copy.
Date:

Signature:

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-0566. The time required to complete this information collection is estimated to average 7 minutes
per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If
you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA

Reports Clearance Officer, Baltimore, Maryland 21244-1850.

Form CMS-R-131 (Exp. 03/2020) Form Approved OMB No. 0938-0566
Form Adaption CC-MC2 by ChiroCode Institute, www.chirocode.com




