Insurance

Wheo is responsible for this account?

SS/HIC/Patient D # ‘ Rolationship to Patient |

" Patiant Nama L Insurance Co, .
Last Name !

Group #

First Name Micdle Iniial Is paticnt covered by additional insurance? ClYes [ No .
Address o
Subscrher's Name U 4
City )
Birthdate S5#
State . Zip ,

Relationship to Patient

E-mail _

Bex ()M [F Age

Insutance Co.

Group #

Blrthdate ASSIGNMENT AND RELEASE
1 Married [ Widewed 1 Singla ™ Minor [ cottify that |, and/or my dependenl(s), have Inswange ¢overage with

Cl Separated L Diverced (] Partnered for

and aasign directly to

years Mama of Insurance Company(ies)

Occupation Dr. all insurance benefits,
It any, atherwlse payable ta me for services rendered, | understand that | am
——— financlially responsible for all chargee whether or not paid by insuranca. |
authorize the use of my signaturs on all insuranse submissions,

| Patiant Employat/School

. Employet/School Address
The above-named doctor may use my health care information and may disclose
such information to tha above-nemed Insurance Company(iss) and their agenls
! for lhe purpose of oblaining payment for services and determining Insurance

Employer/Schoel Phone { } henefits or the benefits paysble for related services. Thiz coneent will end when |~
my currant treatment pian is complated or one year from the dals signed below.

Spousa's Mame

Birthdate Slgnature of Patlent, Parent, Guardian or Personal Representative

"Plaias print name of Patienl, Darenl, Guardian of Porsonal Aepreacntative |

—

Cate Relaticnzhip to Patiant

it T ‘.f'formatmn

Home Phone ( ) Is conditich duc to an accident? ] Yes [J No

Call Phone { ) Date

; LBEST tima and place to raach you Type of accident | J Aute CWork JHome JOther
Y IN CASE OF EMERGENCY, CONTACT

Name

To wham have you made a report of your accident? }:‘
O Auto Insurange OO Employer [ Werker Comp. [J Othar

Relationship

Attorney Neame (if applicable)
Faorme Phone ( )

= Wark Phane { )

- Patient Condition

Hecasen for Visit

-, When did your symptoms appear?
‘ Is this condition geiting progressively worse? [JYes [JNo  [JUnknown

Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on 4 gcale frorm 1 (least pain) to 10 {severe pain}

Type of paln: O Sharp O Dull O Throbblng [ Nurnbnass [0 Aching O Sheoting
O Bumning [OTingling Tl Cramps [0 Stifiness [0 Swelling [0 Other

Haw often do you have this pain?

‘Is it constant or does it come and go? . .
v? Does it interfere with your [ Waork  [7) Sleep  [] Daily Routine ] Recreation d
_Lz{\AclIvitles or movements that are paunful 0 perform EI Suttmg | Standlng (| Walkmg E| Bending [ l.ymg Down '

7 - ol\( E n o

s R ra:ss°1800~3232175
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Story i

gl

‘ g
What treatment have you already recaived for your condltion? O] Medications [ Surgery [ FPhysical Therapy :
" L] Chiropractic Sarvices [ None [ Cther
Nerte and address of other doctor(s) whe have treated you for your condition k
| Dzie of Last  Physical Exam......... . e Spinal X-Ray Blogd Teut '
: Spinal Exam Chiest X-Ray Urine Test o j;‘x
\ - Dental X-Ray MEAl, GT-8can, Bone Scan___ e F&ﬁ
rr » | Place & mark on “Yes"” or "No” to indicate if you have had any of the following:
r | AIDSMHIV [1¥es LINa  Chiclan Pox - OYes ONo  Liver Disease Yes [JNo [Rheumatoid Arthritis [JYes [ No
Alcohallsm OYes OONo Diabetes . - CYes [JINo Measlzs O¥es [|No Bheumatlc Faver [JYes
i".‘; Allergy Shots CYes [JNo  Emphysema CYes ONo  Migreine Headachas | JYes {JNo  Scarlst Fever OYes
T Anemia OYes [JNo Epicpsy [{¥as |“ITNo  Miscarriage OYes T No  Stoke []Yes
: Anorexla OYes [dMNo  Fractures MYes [JNo Mononuclcosis (Oves [ONo  Suicide Attempt [Yes
Appendicitis OYes ONo Glaugoma OYes O No  Mulliple Solerosis  [C1Yes 1Mo Thyroid Problems [ Yos
Arthritls . [OYes ONo Goiter- - OYes [THo ~ Mimps OYes [jNo  Tonsllits CYes CONo
Asthma OYes O Mo  Gonorthea [1Yes [JMc  Ostcoporosis CYes [ Ne Tubsrculosis Cyes [ONo
Bleadlng Disorders CYes TINo  Gout [Yes [JMNo  Paccmakor [OYaz ONe  Tumors, Growthe [OYes [J Mo
Breast Lump [dYes [INo  Heart Discase [JYes [INo  Parkinzon's Disease [(JYes (Mo  Typhoid Fever CiYes [1No
Bronchitis OYes [ONo  Hcpatitis LiY¥es [ Ne  Plnched Nerve CYes OMo  Ulcers OYes ONe
Bulimia ClYes TIMo  Hernia OYes CIMNo  Preumenia OYee [CINe  Vaginal Infections  TYes [ Mo
Cancet [MYes [JNo  Herniated Disk OYos ONo Palic ClYes CONo  Venereal Disesse [JYes JNo
Cataracts [1¥ss [TJNo  Herpes OYes ONe Prostate Problem [|Yes []JNe  Whooping Gough [Yes [JNo 3“
Chemical High Cholesteral  [IYes [JMo  Prosthesis [Yes [INo  Other .
Dependency [O¥es []Ne Kidncy Discasc [ ]Yas -Ij No Ps-y'chlarrlc Care OYes [ONe
L L S 7‘-" .
EXERCISE WORK ACTIVITY HABITS
(] Nene O Shting O Smoking Packs/Day.
O Maderate O Standing [ Alcohnl DrinksMrek
; O Daily . [ Light Labar O Calize/Caflleine Drinks Cups/Bay | __ .
| 1 Flagvy [ Heavy L_alg‘c;f [] High Stross Level Paasan L-’-.n "
Are you pregnani? [JYes [JNo Dug Date ) o
Injuries/Surgeries you have had Degeription Pate

Falla

Head Injuries

Broken Bonas

Disiocations

Surgerics

Fharmacy Mame

Pharmacy Phane ( )

T AT T, r-“ e

=
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- )




Date

| Patient Name .

| pate of Accident Time of Accident Ham.
EH pam,

Please describe the aceident in your own words:

O Driver O Front Passenger How many people were

"] Were you the:
) y [ Rear Passenger [] Pedestrian In the accident vehicla?

Road/Street Name
City/State
L Nearest intersection with road/strest
K Driving conditions OJ Dry I Wot O ley O Other .
Which direction were you headed?

Did your car impact another vehicle? [_]Yes [_] No
Did your car impact a structure? [L]Yes [] No

If yes, explain

.| Did any part of your body strike anything in the vehicle?
Speed you were fraveling? ]

[1Yes [1No Ifyes, explain. . . _

Was impact from :
[ Front [T Rear [ Left [ Right [7 Other

. . .| At the time of impact werg you:
Make and model of vehicle you were in: P Y

[1 Looking straight ahead |- Looking to the right
O Looking to the Jeft [J Looking down
Were you wearing a seatbelt? Oves [0 No 1 Looking up
If yes, what type? CJLap L] Shoulder

"| Were both hands on the steering wheel? [JYes [ No

1| Was vehicle equipped with airbags? [ Yes [ No i no, which hand was on the whesl? [] Right [] Left

If yas, did it'they inflate properly? [Yes [ No

“{ Did your seat have a headrest? 1Yes []No Wa?f your ;?;,t m thf brake? the brake? g ;?Sht S cht
P i :
LI} Ifyes, what was the position of the headrest? i 7 YES Whiehleotwas on e brake g ©
o O Low ] Midposition [] High . I Were you: [ Surprised by impact [_] Braced for impact

ki

Did the police come to the accident site? [ Yes [ No
| Were there any witnesses? [LYes []Mo
Was a police report filed? [Oyes [INo
Was a traffic violation issued? Oyes [ONo

If yes, to whom?

- | Make and model of other vehicle

Which diraction was othar vehicsle headed?
| Spead other vehicle was traveling

HJU.HE 'Mudiewl Arbs Prege 1800020 )14‘?
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:Eﬂ“ -'E ﬂ\_‘i@i:‘é -
.| Were you unconscious immediately after the accident? [ Yes ] No If yes, for how long? fifr_
« Please describe how you felt immediately after the accident: : -
e

Did you go to the hospital? [JYes [ No

| When did you go? [ Immediately after accident [ Next day [] 2 days or more after the accident w
How did you get to the hospilal? [0 Ambulance [] Private transportation .
Name of hospilal . Name of doctor
Diagnosis - u"
Treatment received___ ... .. o o

X-rays taken L ;»

Have you been able io work since this injury? []Yes [ No How many work days have you misséd? "f{;\‘_.
Prior to the injury were you able to work on an equal basis with others your age? [OYes [ No ”«’
If you have had any of the following symptoms since your injuty, please Wl check: 7
8

e I

O Armn/shoulder pain . - [ Feetoe numbness [0 Neck pain =

L] Back pain * [ Handffinger numbness - L] Neck stirf

- O Back stiffness 0 Headaches O Shoriness of breath =

] Chest pain 3 trritability O Sleep difficulty

[0 Dizziness LI Jaw problems [J Stomach upset :

T Ear buzzing ‘ (1 Leg pain [] Tension -

¢ O Ear ringing T [ Memory loss O Vision blurred -
O ratigue O] MNausea T

Is this condition getting progressively warse? [ Yes [T No L] Unknown K
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: [0 Sharp Cl Dul O Thrabbing I3 Numhness \
O Aching [ Shooting ] Burning O Tingling o

O Cramps O stffness 1D Swelling [0 Other, t

How often do you have this pain? ;,’;
£

.| s it constant or does it come and go? o
Does it interfere with your: [ Work  [] Sleep El Dally Routine [ ] Recreation
Activities or movements thal are painful to perform: [ Sitting L1 Standing [L] Walking
[ Bending [ Lying Down 2

R R DR A T o T e e .

I certify ihal lhe above mformatlon is corroct to the best of my knowledge

Patient Signature _ Date

T SR At 5T e o LB RN o T LA i e e g% =
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(1500 i
il w
x
HEALTH INSURANCE CLAIM FORM i
oL
APPROVED BY NATICNAL LINIFORM CLAIM COMMITTEE 08/05 Q
""'[T'F'IL’:A PIGA | 4-
MEDICARE MEDICAID TFIICAHE CHAMPVA GRQL+H PLAN BLK LUNC: OTHER| Ta1, INSURED'S 1D, NUMBGER {For Program in ltem 1) "
[:] Mecicars 1) | ivsecticera w[_| Eeneors 28n) D MamboriDe) [ | {SEN or I {SSN) |:| (o)
2. PATIENT'S NAME (Last Name, First Mama, Midola Inmgl) T 3. F‘a‘ll\"llEr“\lT %E]IF:TH DATE 4. INSUREL'S NAME (Last Mama, First Namea, Migdla Initial}
UV O O
f. PATIENT'S ADDAESS (No., Strast) &. PATIENT RELATIONSHIP TO INSLIRFD 7. INSURED'S ADDRESS (Mo., Streat)
Salt D Epnuse D c:mu[] Othar I:l
; cITY o STATE | 8. PATIENT STATUS cITY " T&TaTF z
& Single D Marriac I:I Other I:I =
ZiF GOCE o TELEPHOME {Inciude Area Coda) ZIF CODE TELEPHONE {Include Araa Goda) ‘E:
Full-Tima Part-Tima r
( ) Empiaysd Student Stucdem I:l ( ) o E
9. OTHEA INEURED'S NAME {Last Mama, FIret NEme, MIaIe Initis) 10,13 PA 1IEN TS CONDITION RELATRD TO: 11. INSURCD'S POLICY GAOUF OR FECA NUMBER z
[m]
. S e e 1]
4. CTHER INSUAED'S POLICY OF GROUP NUMEER 3 EMPFI QYMENT? (Curram or Provious) i€ !Nsunﬁﬂs DAE"FE OF BIF\:‘T\"H SEX g
1
[Jves  [ne ! ] il 2

b. ?A-K:IIER INSUHED'\S“E)ATE OF BINTH SEX L. AUTO ACCIDENT? PLACE (State) h. EMPLQ“!’E‘E‘.E NAME QR SCHOOL NAME E

| =

L Ml all [Jves v, .5

¢ EMPLOYER'S NAME Of SCHOOL NAME 2. GTHER AGGIDENT? ¢ INSURANCE PLAN NAMF 3R PROGRAR NAME i

(e[ :

d. INSURANGE Pl AN NAMF OR F'FIOGF!KM NAME 10d. RESCRVED FOR LOCAL USE d. |5 THERE ANDIHER HEAL 1 H BENEFIT PLAN? E

D YES D ND If yas, return (o and complele ilem & a-d.
READ BAGK OF FORM BEFORE COMPLETING & SIGNING THIS FORM, 13, INSURCD'S OR AUTHCAIZED FERSON'S SIGNATURE | auinorize
12, PATIENT'S QR AUTHORIZED PFREON'S GIGNATURE | authorize the release of any medical or alher informalion nacessary praayrmieat of medical benefits 1o the undersigned physician ar supplier for
to process this claim. | also roqueost paymeant of povemnment benefils either 10 mysalt or 1o the party who aceepts assignmant sanies describad balow.
Laeelowy.
¥
SIGNED .. . ... . DATE _ | SIGNED ___ . ...
14.3@% UE [CUHH:&[‘: ILLNEES [Firsl symplom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAH ILLNEES. |18. DATES PATIENT UNABLE TD WORK IN CURRENT OCCUPATION A
r 0 Y < INJURY (Accicent) OR GIVE FIRSTDATE MM DD oo 1 Do Y ‘
PREGNANCY(LMP) ! I rROM 1 l ™ 1 1
17. NAM;; OF HI:I-I:HH\NLu FROVIDER &8 OTHER SOURCE 17a. 16 HDsplTﬁHZATlgg DATESVQ‘.'ELATED TO CULTSENTSSSHVICE%V
—— e e e i ——————— |
17h. | NI FHOM ! TG
16. RESEAVED FOR LOGAL USE o - T an Aurrsine Lane $ CHARGES
[Jves [ ne |
Z1. DIAGNDSIS QR NATLIHE OF ILLNESS OH INJUAY (Helata ftema 1, 2, 3 or 4 to tam 24E by Ling) —l' 2. L’%BEND RCSURMISSION ORIGNAL FIEF. NO
¢ 1 0 i
- 23, PRIOK AU | HORILA TION NUMEBEH
Flal L o
24. A DATE(R) OF RERVICE B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, Ho| | J, =
Fram ro PLACE OF] (Explain Unusugl Circuratances) DIAGNOS IS maxeE ERE RENDERING (=}
1M [s]w} Yy M DD Yy |SERVICE | EMG CPT/HEPCS | MODIFIER POINTER $ CHARGES UNITE ¢ Pan | OUAL. PROVIDER I, # 5
1 i I I ! " I | i E
I S O I | R | A N K &
o) =
1 | | ! | T T T it Bl Rl
s
AN R S N N N | R | ] £
3 - T I - gl
i 1 | 1 | | | | | | | i | NF1 C?)
i I ' 1 T
oy I T S O N B | L || [w 8
1 1 1 1 =
<
| 1 | | i R il
S L | N | | || g
) ) | ) 1]
o
. . =
| | 1
6 | I | | 1 | w &
25 FCDCAAL TAX 1.0 NUMBER SSN EIN 28 PATIENTS ACCOUNT NO. 27, Q%ELEZ‘A}SSL_‘%M’W'? #3. TQTAl CHARGF #9 AMOLUNT RAID ). BALANGE DUE
| |
an O [ | s s
21, BIGNATURE 0F PHYSIGIAN OR SUPPLIER 5, REAVIGE FAGILITY LOGATION INFORMATION 33, BILLING PROVIDER INFO & PH ¥ ( )
INCLUDING DEGREES OR CREDENTIALS
[} cartify that the statamants 2n tha revarsa
anply 1 this bill and are made o opan thereet.)

SIGNED DATC B lb' X & Ib' Y
NUCG Instruction Manual available at; www.nucc.org PLEASE PRINT OR TYPE AFPHROVED OMB-0838-0998 FORM CMS-1500 (08-05)
Wi, by Medical Arts Prags #14710 - Madigal Arts Pregs
Call toll-free: 1-800-128-2170 Usza with Envelepe #14145 [gummed} or #14148 (zell-zeal)
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Whole Health Chiropractic
HIPAA Acknowledgement

(Plcasc print)
Name: Daie of Birth:

Mailing Address:

At which of the following phone number(s) do we have perinission to contact you?

o Home May we leave a message for you at home?
o Yes o No
o Cell . May we leave 2 message for you on your cell?
o Yes o No
o Work May we leave a message for you at work?
o Yes o No
o Other May we leave a message for you at this number?
o Yes o No

Other than you or your insurance company, whom may wc speak to about your healthcare

information?
O Spouse Name/Telephone
o Child Name/Telephone
© Parent Name/Telephone
¢ Caretaker Name/Telephone
o Other Name/Telephone

Do you have any health information that you would like to be kept confidential from any of the
people you have listed? o Yes o No
Tf s0, please describe below:

——

I acknowledge that 1 have been given the opportunity to request restrictions on the use and/or
disclosure o my protected heath information.

1 acknowledge that I have been given the opportunity to request alternative means of the
communication of my protected health information.

I acknowledge that [ have read and signed a copy of the Privacy Notice for Whole Health
Chiropractic.

Patient or Personal Representative Signature Date

Relationship to Patient
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Whole Health Chiropractic Notice of I’rivacy Pracfices

We understand that treatment information sbout you and your health is personal. We are committed to protecting
information about you. This notice briefly describes how treatment information about you may be used and
disclosed.

We are required by law to:

*  Make aure that treatment information that identifies you is kept private;

»  Give you this notice of our legal dutics and privacy practices with respect to treatment information about
you; and

+  Pollow the terms of the notice that is currently in affect,

We may use treatment information about you to provide you with treatment or sevvices. We also may disclose
information about you to people butside the clinic who may be involved in your care, such as family members or
others we use to provide services that are part of your care,

We mmay use and disclose treatment information about you so that the treatment and scrvices you receive at the clinic
may be billed to and payment may be collected from you, your insurance company, or a third party.

If you are involved in a lawsuit or a dispuie, we may disclose treatment information about you in response to a court
ot administrative order, We may also disclose treatment information to a subpoena, discovery request, or other
lavwful process by someone else involved in the dispute as required by federal, stute or local law.

You have the right to inspect and copy treatment information that may be used to make decisions about your care,
usually, this includes treatment billing records. We may charge a fec for the costs of copying, mailing or other
supplies associated with your request.

You have the right to request an “accounting ol disclosnres.” This is a list of the disclosures we made of ireatment
information about you.

You have the right to request a restriction or limitation on the treatment information we use or disclose about you for
treatments, payment, or health carc operations, In your written request, you must tell us (1) what information you
wanted limited; (2) whether you want to limit our use, disclosure, or both; and (3) 1o whom you want the limits to
apply, for example disclisure 1o your sponse.

You have the right to request that we communicate with you dbout your treatment matters in a certain way orata
certain Iocation. For example, vou can ask that we only contact you at work or by mail.

Tf you have any questions or concerns about your treatment in regard to our policies, would like to inspect a
complste copy of this document, obtain copies of your treatment information, or restriet disclosure of your treatment
information, please contact us at 972-530-2273.

Print Name

Fatient Signalure Date

We reserve Lhe right 1o change (his notfee without prier notification to you,
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PATIENT FINANCIAL PROFILE
PERSONAL INJURY

QUR OFFICE POLICY REGARDING PERSONAL INJURY INSURANCE

Dr. Teresa Jones will be pleased to accept your personal injury insurance coverage as soon as
you determine how you would like to file the claim. We will file the claim forms and assist in
every way we can.

However, it must be understood that you are ultimately responsible for full payment of services
rendered at Whole Health Chiropractic. We do not imply that insurance wilf cover all expenses.

Office policy regarding Personal Injury Protection (PIP):

[] | was injured in a motor vehicle accident and this claim is being submitted
through my automohbile insurance company for PIP coverage.

Insurance Cempany Information:

Name: Claim No. Bate Of Accident:
Address:
Claims Adjuster: Telephone; Fax:

Office policy regarding Third Party Liability with Legal Counsel:

[:] | was injured in a motor vehicle accident as a result of third party negligence and
request that the doctor extend credit to me for services rendered until settlement of the
third party claim with legal counsel has been obtained. | fully understand that my
treatment will be on hold until a Letter of Protection is received by Whole Health
Chiropractic from my attorney. [ am aware that it is my responsibility for outstanding
charges that remain for my treatment unless a payment arrangement has been
obtained through legal representation.

Altorney Information:
Name: Telephone: Fax:

Address:

If you understand and agree with the statements that are checked above, initial the lines next
ta the checked boxes and sign the form below.

Patient Signature Date
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Whole Health Chiropractic
Teresa Jones, D.C., C.Ad.
3930 Naaman School Rd. Ste. B
Garland, "1I'X 75040
ASSIGNMENT OF BENEFITS
INSURANCE
COMPANY ‘
The undersigned patient and/or responsible party, in addition to continuing personal responsibility and in consideration of
treatment rendered or to be rendered assigns to the facility or doctors named above the following rights, power and
autlority:
RELEASE OF INFORMATION
You are authorized to release information concerning my condition and treatment to my insurance company, altorngy, or
ingurance adjuster, for purposes of processing my claim for beneflits and payment of services rerdered fo me.
IRREVOCARLE ASSIGNMENT OF RIGHES
You are assigned the exclusive, irrevocable right to any canse of action that exists in my favor against any insurance
company for the terms of the policy, including the exclusive, rrevocable right to receive payment for such services, make
demand in my name {or payment and prosecutc and receive penalties, interest, court costs, or other legally compensable
amounts owned by an insurance company, in accordance with Article 21.55 of the Texas Tnsurance Code or other
applicable insurance or state statate. I, as the patient and/or responsible party, further agree to cooperate, provide
information as needed, and appear as needed, wherever to assist in the prosecution of such claims for benefits upon
request.
DEMAND FORFPAYMENT
To any insurance company providing benefits of any kind to me/us [or treatment rendered by the doctors/Tacility named
ahove, you are hereby tendered demand to pay i full the bill for services repdered by the doctors/facility named above
within 60 days following your receipt of such bill for services o the gxtent such bills are payable under the terms of
my/our palicy for benefits, less any amount which 1/we persanally owe which are not payable under the terms of the
policy. This demand specifically conforms to Article 21.55 of the Texas Insurance Code, providing for aliermey fees, 18%
penalty, court costs, and mterest from judgments, upon violation.
THIRD PARTY LIABILITY
If my injuries are the results of negligence from a third party, then L instruet the liability carrier to issue a scparaie drafl W
pay in full all services rendered, payable directly to the doctors/facility named above,
STATCUTE OF LIMITATIONS
T waive my rights to claiin any Statute of Limitations regarding claims for services 1endexed ar (o be rendered by the
doctors/facility named above, in add:tlon to reasonable casts of collection, ineluding attorney fees and court costs if
incurred.
LIMITED POWER OF ATTORNEY
I hereby grant to the doctors/Tacility named above the power (o endorse rwy name upon any checks, drafts, or other
negotiable instrument representing payment fron any insurauce company representing payment for treatment an health
care renderad by doctors/facility named above. [ apree that any insurance payment representing an amount in excess af the
charges for treatment rendered will be credited to my/our account or forwarded to my/our address upon request in writing
to the doctors/Tacility named above.
TERMINATION OF CARE WATVER
| hereby acknowledge and waderstand that i1 do not keep appointments as recommended to me by the doctor at this
chiropractic ¢linic, hefshe has full and complete right to terminate responsibility for my care and relinquish any disability
granted me within a reasonable period of time. If, during the course of my care, my insurance company required me to
take an examination from any other doctor, [ will notify the doctors/facility immediately. T understand that failure o do so
may jeopardize my case.
A photocopy of this instrument shall serve as original.
Signature of Patient and/or responsible parlies:

Signature e Date

Staft Signature o ... Date
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WHOLE HEALTH CHIROPRACTIC
FINANCIAL POLICY

Thank you for choosing Whole Health Chiropraciic (WHC) for your chiropractic eare. We
are committed to providing you with quality health care. Our financial policy is as follows:

+ Please note that you will need lo present your insurance card and proof of identity (e.g. driver’s
license) at your first visit. You will be responsible for providing a change of address, telephone
number and/or insurance information anylime a change occurs. We accept cash, major credit
cards, and debit cards.

I. WHC has provider contracts with some insurance carriers with “in-network” status.

* Insurance contracts require us to collect your co-payment at the time of service.
» Our office will assist you in receiving proper reimbursement by filing your claim promptly.

) Affer your insurance company processes the ¢laim, (in about 30 days) you will receive an
Explanation of Benefits (EOB) from your insurance, which will show the “Patient
Responsibility "amount,

O If there is a balance, we will provide you with a statement showing the amount due.

O For large balances, you may contact our Billing Department to make payment arrangements
using your credit/debit card.

« Individual coverage varies dramatically within our contracts and your coverage is an agreement between
you and your health plan/health insurance company.

» It remains your responsibility to verify that the care you receive is covercd by your health plan/health
insurance.

» This office is not responsible for the expense of treatment not paid by your health plan/health ingurance.

* With continuous changes in coverage, you should verify your benefits and understand all requirements
of your health plan/health insurance by cafling the customer service number on your health plan/health
ingurance card.

I, When WHC does not have a contract with your health plan/health insurance carrier,
services are “Out of Network”

» This means that you may have no insurance benefits with our clinic.

* You will be responsible for the entire amount at the time scrvices are rendered.

* As a courtesy, we can file a claim fo your health plan, Should your plan pay, you will be refunded.

= Your signature on this Financial Policy will be your acknowledgement that you are aware that your
Benefits will be paid as “out of network™.

III. Motor Vehicle Accidents (MVA) & Third Party Liability

« WHC will file claims for services provided as the result of a motor vehicle accident or third party
Liability injury; however, the patient will be responsible for the entire account.

* You will be required to complete a special Vehicle Accident Information form before you will be seen
by the doctor,

» Por Third Party cases, a prepayment of $85 will be required on the initial visit,
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1V. Workers’ Compensation
= Patients with authorized Workers’ Compensation will not be subject to this I'inancial Policy.

V. No Insurance Coverage (self pay)

« The patient or guardian will be responsible for payment, which may include x-rays at the time
of service. The Office Visit charge will be $85. There will be an additional charge for x-rays,
tape, deccompression and other services.

VI. Referrals

« If your health insurance requires a referral from your primary care provider (PCP) for your visit
with our practice, the referral must be obtaincd by the patient and presented to us at the time of
the visit. Tf you do not have the required referral from your PCP, the visit will be re-scheduled
to allow time 1o contact your PCP and arrange [or a referral.

1 have read the financial policies of Whole Ileakth Chiropractic and accept responsibility
for payment of my account.

Patient Name o Datc of Birth:

Responsiblc Party Signature o _ Date
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