.~ Tuckahoe
Chlropractlc

32201 Queen Anne Hwy. Queen Anne, MD 21657
Phone 410-364-9222 Fax 410-364-9310 Email tuckchiro@live.com

Dear ,
Your new patient appointment has been scheduled for :
Date: at am/pm

Please arrive 15 minutes prior to your appointment time. Bring the

following with you:

*X-rays and/or MRI's (Disk & report) of the problem area if you have them.

*Insurance Card(s) &Co-Pay

*Driver's License or Photo ID

*New Patient Paperwork completed.

* Please wear separate tops& bottoms, as you will be disrobed/gowned from the waist up.

** Medicare, Priority Partners & United Healthcare DOES NOT pay for Xrays done in
our office. **

**You will be responsible for payment if you have X-rays done in our office. **
Contact your PCP and have them order X-rays PRIOR to your appointment. Call our
office if you have any questions regarding this.

Complete the paperwork and bring it with you to your appointment. if you don't have
paperwork or it is not complete before you arrive or you are late, we will have to re-
schedule your appointment. An appointment reminder/confirmation text or call will
be sent to you the day before.

We dedicate a minimum of one (1) hour to each new patient appointment. Please
extend us the courtesy of 24 hr. notice if you are unable to keep your appointment.

We look forward to meeting you. If you have any questions please feel free
to contact me.

Thank you,
Brandi Arnold- Office Manager



NEW PATIENT INFORMATION

Patient: Date:
Name: Spouse:
Address: City: State:  Zip:
Home Phone: Date of Birth: SS5#: - -
Your Age; Gender: TIM O F Marital Status: 1M OSTOTWDED
Persone_ﬂ Emplover: Work Phene:
Information Type of Work Performed:
In Case Of Emergency Notify: Phone #:
Pamily Physician: E-mai!l Address
Who Should We Thank For Telling You About Our Office?
Primary Reason For Today’s Visit:
Check The Severity Of Your Complaint: (Mild) [t O & O OO0 OO0 O (Severe)
When Did This Begin? Experienced Previously? U Yes L1 Never
Your Is This Condition: £ Job Related (1 Auto Accident [ Fall or Injury O Other:
Current Other Doctors Seen For This Problem:
Health Other Doctor’s Opinions or Diagnosis:
Concern
Other Or Secondary Health Concerns:
Drugs Or Medications Now Taking: T Pain Killers / Muscle Relaxants U Tranquilizers
[ Blood Pressure Medicine [ Antibiotics
7 Other;
Previous Surgerics: () Eyes / Ears / Nose / Throat [] Head/Neck [ Back /Spine
[ Chest / Heart/ Lungs CJAbdominal [ Other:
Previous Fractures Or Broken Bones: ] Yes [INo Describe:
Your Past Previous Falls Or Accidents: [JYes [1No Describe:
Health Previous Hospitalization: O Yes [ONo Describe:
HiStOI'y Previous Chiropractic Care: OYes ONo Describe:
Similar Problem In Family: OYes [INo Describe:
Similar Problems With Co-Workers: [ Yes [INe Describe:
De You Workout Or Exercise? O Yes [ONo Describe:
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PreASE COMPLETE OTHER SIDE

TUCKATOE CHIROPRACTIC 32207 QUEEN ANNE HIFY, QUEEN ANNE, Mp 21657 410-364-9222



NEW PATIENT INFORMATION |

Health Issues:
Check Any L] Scolioysis ‘ LI Arthritis [ Infections ] Sleeplessness
Of Th L1 Lyme’s Disease [ AIDS or ARC L Heart [ Chronic Fatigue
€ [1 Diabetes [J Frequent Hlnesses [ Allergies [ Genetic Disorders
Following {1 High Stress [ Poor Diet (! Epilepsy 0 Kidney Disorders
LI Under Weight [ Lungs O Cancer U Polio
That May (] Endocrine LI Over Weight [J Other
Apply To If Female, is there any possibility that you are pregnant? [Yes [J No
You Intake Or Use:
(1 Alcohol {1 Tobacco [.] Pain Relievers LI Caffeine
U Sleeping Pills U Birth Control Pills LOther:
Muscles-Skeleton Circulation-Breathing Eye-Ear-Nose-Throat
U Low Back Pain U Chest Pamn L Eyes / Vision
U Middle Back U Lungs/Breathing L1 Dental / TMJ
[ Neck [ Blood Pressure [} Throat / Voice
Check Any [l Hips / Legs [] Heart Rate [} Ears / Hearing
Problems [ Joint Pain [J Poor Circulation [ Sinus Pain / Drainage
That You L1 Shoulders/Arms [ Coughing or Wheezing
May Have Nerve System Digestion-Elimination Urinary-Genitals
Had Within . e g
d i (] Headaches [l Poor Appetite LI Pain With Urination
The Last Six [ Nervoushess [0 Excessive Thirst O Infrequent Urination
Months [] Numbness [J Nausea O Frequent Urination
[J Weak Muscles L] Diarthea L] Weak Stream
Ul Dizziness L1 Constipation 1 Bladder Control
U Forgetfulnes LI Hemorrhoids [ Genitals
[ Depression L1 Weight Loss / Gain
U Fainting LI Heartburn
L1 Seizures L Change In Stools
[J Cold Hands / Feet Female Only ‘
] Stress Reactions [ Menstrual Problems [ Breast Lumps/Pain
[ Shaking / Tremors Ul Back Pain w/ Period L] Breast Implants
I understand that my care
Please Mark T in this office involves the making
Area Of ‘ of judgements that are based upon
! the facts known by the doctor.
Concern Therfore, the above information is
& true and complete fo the best of my
. knowledge
Sign
(X} Pain
() Spasim
{) Numb Patient’s Sionature:

TUCKAHOE CHIRGPRACTIC 1220 QUEEN ANNE INVY, QUIEN ANNE, MD 21657 410-364-9222




Back index
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This guestionnaire wijl Give your provider

Fain Intensity

© The pain comes and Goes and is very mild.

@ The pain is mid ang does not vary much.

@ The pain comes and goes and s moderate,

2 The pain is medersie and does not vary much,
D The pain comes and gaes and is very severg,
9 The gain is very severs and daes not vary much,

Sleeping

@ Tgstno painin bed.

D | gat pain in bed hut it does not srevent me from slesping well,
@ Becauss of pain my normal steep is reduced by less than 252,
& Becauss of pain my nomal sleep is reduced by less than 50%.
@& Bscauss of pain my nomagt sleep is reduced by lass than 75%.
@ Pain prevents me fram sleeping at all.

Sitting

@ 1 can sitin any chat as Jong as 1 like,

D can only sitin my favorite chair aslong as | liks.

@ Paln prevanis me from silling more than 1 hour,

& Pain prevents me from siling more than 1/2 hour,

- @ Pain pravents me from siting more than 10 minutes,
@/ bavoid sitting hecausz it incraases pain immedistely,

" Standing

@ lcanstand as tong &s | want without pain.
@ Thave some pain while standing but it dees not increase with time,
@ leannat sland for longer than 1 hour without increasing pain.

@ !cannot stand for longer than 142 hour without ncreasing pain,

@ ! cannot stand for tonger than 10 minuies without increasing pain.
® | zvold standing hecause it incroasas pain immedialely

Walking

@ 1 have no pain while walking.

D Ihavs some pain wihile walking but it doesy't increasa with distance.

@ ! cannot walk more than 1 mile without increasing pain.
@ {cannot walk morz than 112 mils without increasing pain.
@ 1 eannot walk more than 1/4 mile without increasing pain.
® | cannot walk at all without increasing pain.

oV YA7/2003

information about how your back condition affecis your sveryday iifs.
Please answer every section by marking the one statement that ap

section apply, please mark the one statement thai most closely de

piies to you. If two or more statements in one
scribes your problem,

Personal Care

@ 1donot have to charge my way of washing or dressing n order to avoid pair,

@ idonot normaly change my way of washing or dressing even though i causes some
@ Washing and dressing increases Ihe pain but | manage not o change my way af doing it,

@ Washing and drassing increases the pain and | find it nasassary lo change my way of doing it
@ Because of the pain | am unable fo do some washing and dressing without help,

® Bscause of the pain | am unable 1o do any washing and dressing without hefp.

pein.

Lifting

{can lift heavy weights without exirs pain,

Fean IR heavy weights but it causes exira pain.

Pain prevents me from lifiag heavy weights off the fioor,

Pain prevents me from lifting heavy weights of the Tloor, but | ean manage
it they are conveniently posifioned (.., on a table).

Pain prevents me fram lifling heavy wefghts off the flogr, but | ezn manage
fight to rmedium weights if they are canveniently positioned,

@& lLcan only it very light weighis.

@& Odes

fraveling

@ 1getno pain while traveling.

@ | get some pain while raveling but none of my usual forms of ravel make i worse,

@ | get extra pain while travefing but it does not cause me to sezk alismate forms of fravel.
@ | get extra pain whie fraveling wiich causes me 10 seek altamats forms of travel,

@ Pain rastricts a1l forms of ravel except that done while lying dewn.

& Pain restricts 2l forms of travel.

Sociail Life
@ My sociel ife is normal and gives e no extrz pain.
® My social fife = nemal hutincreases the degres of pain.

@ Pain hes no significant affect on my social life apa fram fimiting my mare
energetic interests {e.q., dancing, ste).

@ Pain has resiricled my secial life and { do not oo out very often.

@ Pain has restricted my sorial e 1o my heme,

@& | have hardly any socal fife becausa of the pain.

Changing degree of pain

i Index Score = [Sum of all statements selected / (% of seclions with a statement selected x 5] x 100

@ My pain is rapidly getting better,

@ My pain fuctustes hut overall s definitely geting better,

@ My pain seems to he gelting better but improvement is slow.

@ My pain is naither gatting betier or worse,

@ My pain is gradually Worseniig.

& My pain is rapidly warsening. —_——
Back [
Index
Score



Neck Index

Form N1-100

Patient Name

This questionnaire will give your provider information about how
Please answer every section by marking the cne staternent that

Date

section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ Ihave no pain at the moment.

(D The pain is very mid at the moment.

@ The pain comes and goes and is moderate.

@ The pain is faidy severe at the moment,

@ The pain is very severe at the moment.

& The pzin is the worst imaginabile at fiie moment.

Sleeping

@ 1have no trouble sleeping.

@ My sleep is siightly disturbed (fess than 1 hour slespless).
@ My sleep is mitdly disturied {1-2 hours slespless).

@ My slespis madsrately disturhed (2-3 hours sleepless).
@ My sleep is greatly disturbed (3-5 hours sfeepless).

® My sleep s compistely disturbed {5-T hours sieeplass).

Reading
@ | can read a5 much as | wani with no neck pain.

@ Ican read as much as | want with slight neck pain.
@ |can read as much as | want with moderate neck pain.

@ | cannot rezd as much as | want because of mederate neck pain.

@ | can hardly reed at afl betause of severe neck pain
® | cannat read at all because of nack pain.

Concentration

@ ! can concentrate fully when | want with no difficutty.
@ | can concentrate fully when | war with slight difficulty.

@ 1 have a fair degree of difficulty concentrating when | want.

@ Thave g fot of dificulty concenirating when | want.
@ | have a great deal of dificulty concenirating when | want.
& | cannot concentrate ai all,

Work

@ Tcan do as much work s | want,
@ | can enly do my usuai work but o more.

@ | can only do most of iy usual work but no maore.
@ ! cannot do my usiual work.

@ 1 can hardly da any work 2t afl,
® icannot do any work 2t all

Personal Care

@ ! can look after rmyself normally withiout causing exira pain.
D {can lock after myseff normally but it causes extra pain.
@ itis painful fo fook after myself and | am slow and Gareful.
@ need some help but | manage most of my persenal cara.
@ | need help evary dayin most aspects of seff cars.

® Ido not gel dressed, | wash with dificulty and stay in bed.

Lifting
@ | can lift heavy weights without exira pain,
@ 1 can lift heavy weights but it causes exira pair,

rev Y2T003

——

your neck condifion affects your everyday life.
applies to you. iftwo or more siatements in one

@ Pain prevents me from lifing heavy weighls off ths floor, but | can manage

it they are conveniently posiioned (e.g..on atable).

@ Pain pravenis me from lifing heavy weights off fie Aoor, but | can Imignage

light f¢ medium weignts if they are conveniently positioned,
@ 1 can only fift very light weights,
® 1 cannot litt or carry anything st all.

Driving
@ t can drive my car without any neck pair.

@ 1candrive my car as fong as | wani with slight neck pain,
@ 1 ean drive my car as fong as | want with moderats neck pain,

@ ! cannot drive my car as Jong as | want bacause of moderats neck pain,
g

{ can hardly drive &t all betause of sevare neck pain.
® ! cannot drive my car 2t all because of reck pain.

FRecreafion

© | am able to engage in al iy recreation aclivities withou! neck pain,
@ famableto engage in akt my usual recreation activities with some neck pain,

@ I am able to engage in most bat nt &

i my uscal recrealion activities besause of neck pain.

& tam anly able ts engage in a few of my usual recreation aclivities hecause of neck pain.

@ } can hardly do any fecreation aclivities because of neck pain.

® {cannut do any recreation activities at all.

Headaches

@ ! have no headaches at all.

@ 1 have slight headaches which come infrequently.

@ | have moderats headaches which come irrsquanily,
@ | have moderate headaches which come frequentiy.

@ ! have severe headaches which come frequentiy.
& | have headaches almost il #he fime,
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1

The Keele STarT Back Screening Tool

Date;

Patient name:

Thinking about the last 2 weelts tick your response to the following questions:

H

My back pain has spread down my leg(s) at somse time in the last 2 weeks 0 0

I have had pain in the shoulder or neck at some time in the last 2 weeks ] I

Lhave only walked short distances because of my back pain =~ w2 a.

. Inthe last 2 weeks, I have dressed more slo;viy than usuat becauss of back pain

I’s not really safs fora person with a condition like mine to be physically active

2
3
4
5
6
7

I fee] that my back pain is terrible and it’s never going o get any better

S

Oo0m;in

{

O

Worrying thoughts have been going through my mind a lot of the time : |
O

{J

In general I have not enjoyed all the fhings I used to enjoy

- Overall, how bothersome has your back pain been in the lnst 2 weels?

Netatall Shightly " Moderately Very much ‘Extremely
O L 0 0 |

] ) ] 1} = 4 1

Total score (all 9): Sub Score (Q5-9):

© Keele University 01/08/07
Funded by Arthritis Research UK.



32201 Queen Anne Hwy.
Queen Anne, MD 21657
Phone: (410)634-9222
Fax: (410)634-9310
Collin D. Johnson, DC

Notice to all Medicare Patients

Medicare does NOT pay for everything, even some care that you and/or your health care
provider have good reason to think you need. Medicare will NOT pay for the following
services below when ordered and/or delivery by a Doctor of Chiropractic. Most
secondary insurances (to Medicare) do NOT cover these services. You will be
responsible for payment AT YOUR VISIT.

* We will offer an estimation of charges, this is not a guarantee of the final cost, until
treatment is discussed and rendered. *

Services: Cost:
1. X-rays Done in OUR Office $80-375 Depending on # of Views taken.
2. Examinations- New Patient $78-188
3. Re-examination/Evaluations (Progressive or New $78-188
Injury)

4. Physical Therapy to include: Stretches/Stim/Traction, | $25
Manual Therapy, Ect.

5. Maintenance Care (No Insurance Billed) $80/$20
Adjustments and (PT) Physical Therapy

6. Extremities Adjustment (Shoulder/arm down to $64
Fingers & Hips/leg down to Toes) (Ribs, Jaw)
Any NON-Spinal.

Your Estimated* Cost at today's (New Patient/Re-Establish/Eval) appointment

will be: $

Signing below, you are stating you have read the above statements and understand this
notice. Should you agree that the services are needed and are therefore rendered, you will
be responsible for payment at the time of service.

Signature Date



A. Notifier: Corsica Family Chiropractic, LLC. (Tuckahoe Chiropractic)
B. Patient Name: C. Identification Number:

Advance Beneficiary Notice of Noncoverage (ABN)

NOTE: If Medicare doesn’t pay for D.1_ 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 D. 1_below.

D. E. Reason Medicare May Not Pay: F. Estimated
Cost
1. Spinal Manipulation 1. Medicare does NOT pay for 1. $80.00

2. Physical Therapy/Stimulator/Traction/ |Maintenance or Wellness care
Or Therapeutic Exercises

| i
|
;

WHAT YOU NEED TO DO NOW
* Read this notice, so you can make an informed decision about your care.
e Ask us any questions that you may have after you finish reading.
+ Choose an option below about whether to receive the D. _1_ 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.

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

[1 OPTION 1. I want the D. 1_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. |wantthe D.A_listed above, but do not bill Medicare. You may ask to be paid
now as | am responsible for payment. 1 cannot appeal if Medicare is notbilled.

] OPTION 3. | don't want the D._1_ listed above. | understand with this choice | am not
responsible for payment, and | cannot appeal to see if Medicare would pay.

H. Additional Information:

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.
I. Signature: J. Date:

CMS does not discriminate in its programs and activities. To request this publication in an
alternative format, please call: 1-800-MEDICARE or email: AltFermatRequestnoms hlisonv,

According to the Paperwerk Reduction Act of 1993, no persons are required to respond to a collection of information ueless it displays a valid OMB control number.
The valid OMB control number for this information collection is (0938-0566. The time required o complete this information collection is estimated to average 7
minutes per response, including the time 1o 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 Sccurity
Boulevard, Atte: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.

Form CMS-R-131 (Exp. 03/2020) Form Approved OMB No. 0938-0566




Office Policies
Due to the increased volume of patients and the priority that we show to each and every one of
our patients, we put the following polices in place. Please read and initial that you acknowledge
each policy.

1. Appointment cancellations: We require 24 hours notice to cancel an appointment. We
understand life happens and things come up without notice, however, if you need to cancel or
reschedule your appointment please call us as soon as possible. Three (3) cancellations
WITHOUT APPROPRIATE NOTIFICATION in a 6 month timeframe will result in your
release from care for non-compliance. (initials)

2. In the event that you have cancelled your appointment(s) 3 times in a 6 month timeframe
without 24 hours notice, you will be charged a $65.00 cancellation fee. This fee will be due
before or at your next treatment with Dr. Johnson. (initials)

3. If missing your appointments (NO CALL/NO SHOW} becomes a continuous concern, we will
deem it necessary to release you from our care. (initials)

4. We currently schedule our routine/continuous care appointments in 15 minute slots. If you
have a NEW injury or concern, Please inform the front desk staff BEFORE seeing the Doctor.
This may require another appointment, in a longer time slot to address the new injury and
CANNOT be treated without an Evaluation. (initials)

5. We will make every effort to verify and obtain your Health Insurance Benefits and
information. Ultimately it is Your responsibility to know your coverage, policy benefits and
limitation details. If there are any changes with your insurance policy(s), to include receiving
new insurance cards, it is Your responsibility to inform us BEFORE or AT your next
appointment. (initials)

6. You agree to notify our office of any changes in your address, contact information or
insurance provider, BEFORE or AT your next appointment. (initials)

Signature Date:

Name (Printed)

Thank you & We appreciate vou!



INFORMED PATIENT CONSENT

AND THE DOCTOR-PATIENT RELATIONSHIP

T T

Chiropractic
Care

It is the premise of Chiropractic that the buman body possesses the inherent potential to
malintain itseif in a patural state of homeostasis. A state of normal homeostasis allows the body
to establish normal function, express appropriate adaptation, and employ its recuperative, health
sustaining powers. The relationship between the spine and the nervous system may affect the
conduction of the nerve impulses over the nervous system affecting that inherent potential.
Therefore, chiropractic care focuses primarily on the chiropractic adjustment for the purpose of
gstablishing proper spinal aligmment thus altowing normal nerve conduction throughout the
bedy. The success of chiropractic care often depends on the environment, underlying causes
and the physical and spinal conditions of each individual patient.

Chiropractic
Analysis

The doctor will conduct a clinical analysis for the express purpose of determining the
presence of the vertebral subluxation and the cffects of the vertebral subluxation complex, [T
such is not detected, the paticnt will be informoed and an altempt to refer the patient to an
appropriate health care provider will be made.

Clinical
Results

The purpese of chiropractic care is to promote health though the correction of the
vertebral subluxation complex. Since there are so many variables, it is difficnlt to predict the
time schedule, degree of response, or the efficacy of the chiropractic adjustment for any given
paticnt. However, the dector may make recommendations for clinical management based upon
known circumstances and clinical experience.

Due to the complexities of nature, and the many variables (both known and unknawn)
that can affect a patient’s response, no doctor can promise specific results.  The Doctor of

Chiropractic is licensed to provide a specialized unique, non-duplicating health service. The |

Chiropractor is licensed in a special arca of practice and is available to work with other
providers 1n your health care regimen

Medical
Diagnosis

Although Daoctors of Chircpractic are experts in the analysis of the stroctural alignment
of the human spine and itg effects on the nervous system, they are noi internal medical or
surgical specialists.  Therefore, every patient should be mindful of ther own symptoms and
should sccure other opinions should they have any concemns as to the nature of any other
symptoms or their total health picture. Your Doctor of Chiropractic may express an opinion as
to whether or not further consultation is necessary, but the patient is responsible for the final
decision and any subsequent action.

Contra-
indications
To
Chiropractic
Care

Where vertebral subluxations are detected, the chiropractic adjustment is usualty
heneficial and seldom cauvses any adverse reactions. In rare cases, undetected physical defects,
deformities, or pathologies may render the patient susceptible to such injuries as vascular
accidents, fractures and disc injury. The doctor, of course, will not perform any procedures if
there is awareness that such care may be contra-indicated. It is the responsibility of the patient
to make 1t known if they are aware that they are suffering from: pathological conditions,
illnesses, mjuries, or deformities which may be known to the paticnt but have not bave
otherwise come to the attention of this doctor. By signing below, the patient affirms that they
have been open and tuthful in disciosing their health history, and gives the doctor permission
and authority to examine and care for them in accordance with recognized standards and
acceptable chiropractic analvtical and corrective procedures.

Patient
Consent
For Care

Please discuss any questions or problems with the docter before signing this statement of understanding and
conrsent for care.

[ have read and understand the foregeing. 1 hereby request and authorize the doctor to
render chiropractic care to me:

Signature of Patient. Parent, or Guardian Date

S e

LEEN Anivg FWy, QUEEN anwE, I 21657 410-364-9222

TUCKARQE CIHIRQPRACTIC 32261 ()
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< Chiropractic

Patient Health Information Consent Form

We want you to know how your Patient Health Information (PHI) is going to be used in this
office and your rights concerning those records. Before we will begin any health care operations
we must require you to read and sign this consent form stating that you understand and agree
with how your records will be used. If you would like to have a more detailed account of our
policies and procedures concerning the privacy of your Patient Health Information we encourage
vou to read the HIPPA NOTICE that is available to you at the front desk before signing this
consent.

1.

The patient understands and agrees to allow this chiropractic office to use their Patient
Health Information (PHI) for the purpose of treatment, payment, healthcare operations, and
coordination of care. As an example, the patient agrees to allow this chiropractic office to
submit requested PHI to the Health Tnsurance Company (or companies) provided to us by the
patient for the purpose of payment. Be assured that this office will limit the release of all PHI
to the minimum needed for what the insurance companies require for payment.

The patient has the right to examine and obtain a copy of his or her own health records at any
time and request corrections. The patient may request {0 know what disclosures have been
made and submit in writing any further restrictions on the use of their PHIL. Our office is not
obligated to agree to those restrictions.

A patient’s written consent need only be obtained one time for all subsequent care given to
the patient in this office.

The patient may provide a written request to revoke consent at any time during care. This
would not effect the use of those records for the care given prior to the written request to
revoke consent but would apply to any care given after the request has been presented.

For your security and right to privacy, all staff have been trained in the area of patient record
privacy and a privacy official has been designated to enforce those procedures in our office.
We have taken all precautions that are known by this office to assure that your records are
not readily available to those who do not need them.

Patients have the right to file a formal complaint with our privacy official about any possible
violation of these policies and procedures.

If the patient refuses to sign this consent for the purpose of treatment, payment and health
care operations, the chiropractic physician has the right to refuse to give care.

I have read and understand how my Patient Health Information will be used and I agree to
these policies and procedures.

Print Legal Name Sign Legal Name

Date:




DIRECTIVE FOR DISBURSEMENT

YASSIGNMENT OF INSURANCE BENEFITS”

By this instrument, I authorize, instruct, and order any
insurance company obligated by contractual agreement to
reimburse me for allowable professional or medical
services to make direct payment to:

The provider shall directly credit this payment to my account, and [ have agreed to pay
(in a current manner) the balance of all charges for professional services over and above the
imsurance benefits.

1 [ 1also authorize the release of any HIPAA protected health information pertinent to my
case to any insurance company, claims adjuster, or attorney involved in this case for the purpose
of securing insurance benefits payable to the above named provider or myself.

Initialed

THIS IS A DIRECT ASSIGNMENT OF
ALL BENEFITS TO THIS
HEALTHCARE PROVIDER.

Stgnature of Policy Holder Witness

U Signature of Claimant Date

A PHOTO COPY OF THIS DOCUMENT SHALL BE AS VALID AS THE ORIGINAL

TUCKAHOE CHIROFRACTIC 32200 QUEEN ANNE Hwy, QUEEN ANNE, M 21637 410-364-9222




FINANCIAL OPTIONS

Welcome to our practice! We are proud te provide three options for the handling of
our patient’s financial accounts. Please review the following choices and check the type of
arrangement that best depicts the way you would like us to handle your account.

Thank-you!

[.] Non-Insured / Cash Option

The following policy applies to those patients who do not have health insurance benefits or to those
who prefer to pay for therr services and handle their own insurance processing.

1. Our office does not routinely bill patients for their care. Payment is requested at time of service.

b

We accept cash, check, MasterCard, VISA, and Discover as payment for your care.
3. We will not deny care to anyone based on their inability to pay for our services.
4, If nccessary, we will make arrangements with patients who request that such arrangements be made.

5. We will provide forms, information, and the guidance to enable patients to process their own insurance
claims if they so desire.

[1 Approved Insurance Option

The following pohicy applies to those patients with appropriate health insurance coverage. (We do
not accept assignment on personal injury nor secondary insurance benefits.)

1. We will accept writien assigniment cn the estimated amount of insurance benefits available through
YOUT PTimary insurance carrier.

2. Our office will estimate the total cost of non-insurance covered care, and pro-rate your portion into
weekly payments.

n

3. Only patients undergoing active care will be eligible to assign their insurance benefits to this office.

4. 1f you should discontinue care prior to being released by doctor, all outstanding balances will l
immediately become due and payable. '

£ Medicare Option I

The following pelicy applies to those patients with Medicare insurance coverage. We are a Medicare
approved, “uon-participating” provider. {Please ask for details.) The following policies are federally :
mandated. i

TIUCRAHOE CHIROPRACTIC 32200 QUERN ANNE HWY, DUEEN ANNF, MD 21657 410-364-9222

1. We cannot accept assignment on the Medicare benefits, however we will make financial arrangements if
LLCCCSSATY.

2. We must file for benefits on your behalf, but Medicare reimbursement checks will be sent directly to you. |-=
To avoid delays in your reimbursement, do not send any claims to Medicare yourself. :

3.Medicare requires chiropractic x-rays, but will not pay for them.

I understand & agree to the policy option noted above.

Signature: Date:

Patient:




