220A W 42nd St
Kearney, NE 68845

Heartland Phone: (308) 237-0648

CHIROPRACTIC Fax: (308) 236-9197
CENTER Staff Initials:
PATIENT DEMOGRAPHICS
Name: Date:
Last First Middle
Age: Date of birth:
Address: Social Security #: o Male o Female
City, State, Zip: Marital Status o M o S o W o D # of children:
Home Phone: Occupation:
Cell Phone: Employer:
Work Phone: Spouse’s Name: DOB:

How did you hear about us? o Internet/Google o Social Media o Referral
Whom may we thank for referring you?

CURRENT SYMPTOMS (last 30 days)

Please rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain) and mark areas on

body in box.

1. Pain Level

2. Pain Level
3. Pain Level
4. Pain Level

When did your symptoms begin?

In general, what makes your symptoms better?

In general, what makes your symptoms worse?

In general, how would you describe your pain (ache, burn, dull, sharp, uuuuuiug e

Are your symptoms interfering with any daily activities?

Are symptoms 0O constant (>76%) o frequent (51-75%) 0 occasional (26-50%) o intermittent (<25%) of
your waking hours?

CHECK ANY OF THE FOLLOWING SYMPTOMS YOU CURRENTLY HAVE

o Headache o Middle Back Pain o Lower Back Pain o Ears Ring

0o Neck Pain o Chest Pain o Lower Back Stiffness o Buzzing in Ears
o Neck Stiffness o Bruised Chest o Radiating Pain o Dizziness

o Sleeping Problems o Bruising Anywhere o Tingling in Legs o Loss of Smell

o Depression o Blurred Vision o Tingling in Arms 0o Loss of Taste

O Anxiety o Sensitivity to Light o Jaw Pain O Any Burns



o Fainting o Upper Arm Pain o Upper Leg Pain O Any Stitches

0o Muscle Spasms o Lower Arm Pain o Lower Leg Pain O Any Cuts

Is condition due to an accident? Yes  No __ Date: Type of accident: Auto  Work

Are you pregnant? Yes  No _ Due date:

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

Chiropractic Services Number of visits this year

Name of other doctors you have seen

Date of last: Physical Exam: Spinal X-ray: Spinal Exam:
MRI: CT Scan
DO YOU (THE PATIENT) HAVE A HISTORY OF ANY OF THE FOLLOWING?:

o Kidney disease o Tuberculosis o Anemia o Sciatica
o Colon disease o AIDS o Stroke o Paralysis
o Lung disease 0 Hepatitis o Seizures o  Stomach/Ulcers
o Thyroid disease o Polio/MS o Digestive Issues o Blood Pressure
O Heart disease 0o Asthma o Constipation High/Low
o Drug Dependency o Diabetes o Bleeding o Bed Wetting
o Transfusion O Arthritis o Fatigue 0  Sinus Infection
o Cancer o Allergies i i
Exercise Work Activity Habits
o None o Sitting o Smoking Packs/day
0 Moderate o Standing o Alcohol Drinks/week
o Daily o Light Labor o Coffee/Caffeine Drinks  Cups/day
o Heavy o Heavy Labor o High Stress Level Reason
DO YOU:
Take any vitamins or minerals? Y N
Think you may need vitamins or minerals? Y N
Have an allergy? Y N

Please list all serious illnesses and/or accidents:

Falls/Head injuries: Date(s):
Surgeries: Date(s):
Broken bones: Date(s):

HIPAA Compliance



Our office is required by law to maintain the HIPAA Notice of Privacy Practices. This notice explains our
legal duties and privacy practices with respect to your protected health information. Signature below
acknowledges that you have read this Notice of our Privacy Practices. A copy will be provided to you
upon request.

Patient/Guarantor Signature: Date:

Name: Relationship to Patient:




Heartland Chiropractic

Consent to Chiropractic and/or Acupuncture Services

1. I request and consent to the performance of the following procedures: initial consultation,
examination, x-rays, chiropractic adjustments, and chiropractic modalities on me (or the patient
named below, for whom [ am legally responsible for: ( ) by the
chiropractic physician and/or anyone working in this office authorized by the chiropractic
physician.

Z. I also consent to the performance of other diagnostic and therapeutic procedures in addition
to or different from those stated above, whether or not arising from presently unknown
conditions, that the chiropraciic physician, associates, or assistants may consider necessary or
advisable in the course of my healthcare.

3. The nature and purpose of the procedures, possible alternatives, the risks involved, the
possible consequences and the possibility of complications have been explained to my
satisfaction by the chiropractic physician, associate, or assistants.

4. I acknowledge that no guarantee or assurance of the results that may be obtained from the
procedure has been given by the above chiropractic physician, associate, or assistant.

To be completed by the patient: To be completed by the patient's representative
and/or guardian, if necessary, {eg: if the patient
is @ minor or is physically or mentally
incapacitated}):

Print Patient's Name

Printed Name of Patient

Signature of Patient

Name of Representative

Date

Signature of Representative

Date

Consent to Text Messaging and/or E-mail Communication:

| authorize Heartland Chiropractic to send text message and/or e-mail appeintment reminders fo
me on my provided cell phone number and/or e-mail address. | understand that | may reply with
various commands to receive account infermation such as future appointments, office location
and other alerts. By accepting these terms, | agree that all individuals associated with my
account may receive alerts referencing the account holder and/or dependents. Text message

charges from my call phone provider may apply.

Patient Name Signature Date

220 AW 42nd St, Kearney Ne 68845 1 308-237-0648 | heartlandof@gmail.com
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Heartland Chiropractic Financial Policy

Heartland Chiropractic is dedicated to work with our patients to provide the best quality of services. We
are committed to building a successful relationship with you and your family. Your clear understanding
of our Patient Financial Policy is important to our professional relationship. Please understand that
payment for services is a part of that relationship. Please ask if you have any questions about our fees,
our policies, or your responsibilities. It is your responsibility to notify our office of any patient
information changes (i.e. address, name, insurance information, etc). The last several years have been a
time of profound change regarding health care reform. It has become necessary to implement the
following policies.

General

¢ Payment of your co-pay, co-insurance, deductible, and/or full payment is due at the time of
service. We accept cash, check, debit cards and credit cards (Visa and MasterCard.)

* Your insurance benefits are an agreement between you and your insurance company, not
between your insurance company and our office. As a courtesy to you, our office will file them
with your insurance company.

» If your treatment is not covered by your insurance company, the cost for such charges will be
your responsibility.

+ If you can’t pay your balance within 30 days, please contact our office at 308-237-0648 to
discuss payment plans.

Past Due Balances

¢ A past due balance is any amount owed after the insurance company has paid its portion, but
where we have not received the full patient balance within 90 days. After 90 days, interest may
accrue at the rate of 1.5% per month on the unpaid balance at the discretion of the practice.
Balances on accounts with payment plans where payments are in compliance with the plan are
not considered past due balances.

s If no resolution can be made, the account will be sent to the collection agency.

s Patients who have a previous collection agency balance and wish to receive services are
required to pay any new charges at the time of service.

Returned Checks

s The charge for a returned check is $20. This will be applied to your account in addition to the
insufficient funds amount.

By signing below you are acknowledging that you have read and understand our financial policy.

Patient's Printed Name:
Signature: Date:




