
ROBERT WETZ CHIROPRACTIC CLINIC, PA

WELCOME FORM
The following information is needed so we can better serve you as a patient. If you need help, please ask the receptionist. 

Name______________________________________________  Date_____________________________

DOB__________________ Age___________ Gender   M   F    SS#_______________________________

Address__________________________________________   Employer___________________________

City,State,Zip______________________________  Occupation__________________________________

Phone(H)________________ (W)______________ (M)________________ Marital Status   S   M   D   W

Email____________________________________   Referred by____________________________

Family Medical Doctor____________________________________  

Spouse’s Name_____________________________________ Phone #___________________________

Is your pain the result of a work/automobile injury?
Yes ___  No ​​___

Have you ever had Chiropractic treatment before? 
  If yes, when was your last treatment? 



Name of your previous Chiropractor? 




     Phone: 




Who will be responsible for payment of treatment: (check all that may apply)

Private Pay ___

Group Insurance ___

Auto Insurance ___ 


Parent/Guardian ___ (if applicable – please provide name/address below)


Parent/Guardian name:  








Address (if different): 







Group Insurance: Subscriber’s Name: 

_______

 Date of Birth: 

______
Subscriber’s Employer: 

____________________



 
Please check symptoms you have noticed:

(  ) Shortness of breath


(  ) Loss of Taste


(  ) Double Vision

(  ) Excessive Perspiration


(  ) Loss of Smell


(  ) Digestive Disorders

(  ) Mid Back (pain, stiffness)

(  ) Loss of Memory

(  ) Equilibrium Problems

(  ) Low Back (pain, stiffness)

(  ) Diarrhea


(  ) Head seems too heavy

(  ) Swelling (where) __________

(  ) Neuritis


(  ) Difficulty in excessive:

(  ) Feet/Hands cold


(  ) Anxiety


  ___ standing ___ walking

(  ) Restriction of neck motion

(  ) Fainting


  ___ riding     ___ bending

(  ) Upper Back (pain, stiffness)

(  ) Chest Pain


(  ) Neck (pain, stiffness)

(  ) Buzzing/Ringing in ears

(  ) Dizziness


      upon rising

(  ) Eyes sensitive to light


(  ) Constipation


(  ) Low Back (pain stiffness)

(  ) Loss of focus



(  ) Depression


      upon rising

(  ) Head and Shoulders feel too

(  ) Eyestrain


(  ) Difficulty in lifting

      heavy and/or tired


(  ) Nausea, Vomiting

  ___light   ___moderate

(  ) Pins and needles in Arms/Legs

(  ) Face Flushed

  
  ___heavy ___after a few times

(  ) Numbness in fingers/arms/legs

(  ) Palpitations


(  ) Pain radiating into

(  ) Headache



(  ) Tremors


  ___ arm (right, left, both)

(  ) Neck (pain, stiffness)


(  ) Sinus Trouble

  
  ___ leg (right, left, both)

(  ) Insomnia



(  ) Mental Dullness

  ___ neck


(  ) Tension



(  ) Extreme Nervousness
  
  ___ base of skull

(  ) Suspected or have tested positive
(  ) Pain Behind eyes

  ___ shoulder

      for HIV



(  ) Irritability


  ___ hips

Symptoms other than above: 























Patient Name: 







Account Number: 






Date: 









PATIENT PAIN DRAWING


Using the symbols below, mark the areas on your body where you feel the described sensations. Include ALL affected areas.
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Pain in arms compared with neck:


Pain in legs compared with back:

(   ) worse than




(   ) worse than

(   ) same as





(   ) same as

(   ) less than





(   ) less than
Notice of Privacy Practices for Protected Health Information

Robert R. Wetz, D.C.

Robert Wetz Chiropractic Clinic

1583 Thousand Oaks Suite 127

San Antonio, TX 78232

(210) 545-2225 Fax (210)545-2254

With your consent, the practice is permitted by federal privacy laws to make use of, and disclose of your health information for purposes of treatment, payment, and health care services. Protected health information is the information we create and obtain in providing our services to you. Such information may include documenting your symptoms, examination, test results, diagnoses, treatment, and directing future care or treatment. It also includes billing documents for those services. 

Treatment:

We are permitted to use and disclose your medical information to those involved in your treatment. For example, a nurse or physician obtains treatment information about you and records it in a health record. During the course of your treatment, the doctor may have a need to consult with another specialist in the area. The doctor will share the information with such specialist. 

Payment: 

We are permitted to use and disclose your medical information for the purposes of health care operations, which are activities that support this practice and ensure that quality care is given. For example, we obtain requests from our insurers or other business associates, such as quality assessment, quality improvement, outcome evaluation, protocol and clinical guidelines development, training programs, credentialing, medical review legal services, and insurance. We will share information about you with such insurers or other business associates as necessary to provide these services.

Your Health Information Rights

The health record we maintain and billing records are the physical property of the practice. The information in it, however, belongs to you. You have the right to:

∙   Request a restriction on certain uses and disclosures of your health information by delivering the request but we will comply with any request granted;

∙   Request that you be allowed to inspect and copy your health record and billing record-you may exercise this right by delivering the request in writing to our office. A charge may be assessed for copies;

∙   Appeal a denial of access to your protected health information except in certain circumstances;

∙   Request that your health care record be amended to correct incomplete or incorrect information by delivering a written request to our office;

∙   File a statement of disagreement if your amendment is denied, and require that the request for amendment and any denial be attached in all future disclosures of your protected health information;

∙   Obtain an accounting of disclosures of your health information as required to be maintained by law by delivering a written request to our office. An accounting will not include internal uses of information for treatment, payment, or operations, disclosures, disclosure made to your or made at your request, or disclosures made to family members of friends in the course of providing care;

∙   Request that communication of your health information be made by alternative means or at an alternative location by delivering the request in writing to our office; and,

∙   Revoke authorization that you made previously to use or disclose information (except to the extent information or action has already been taken) by delivering a written revocation to our office. 

If you want to exercise any of the above rights, please contact Debbie Wetz (210)545-2225 in person or in writing, during normal business hours. She will provide you with assistance on the steps to exercise your rights. 

Our responsibilities

The practice is required to:

∙   Maintain the privacy of your health information as required by law;

∙   Provide you with a notice of our duties and privacy practices as to the information we collect and maintain about you;

∙   Abide by the terms in this Notice;

∙   Notify you if we cannot accommodate a requested restriction or request; and

∙   Accommodate your reasonable requests regarding methods to communicate health information with you.

We reserve the right to amend, change, or eliminate provisions in our privacy practices access and practices and to enact new provisions regarding the protected health information we maintain. If our information practices change, we will amend our “Notice.” You are entitled to receive a revised copy of the Notice by calling and requesting a copy of our Notice or by visiting our office and picking up a copy.

To Request Information or File a Complaint

If you have questions, would like additional information, or want a report a problem regarding the handling or your information, you may contact Debbie Wetz, Office Manager, (210)545-2225.
·   We cannot, and will not, require you to waive the right to file a complaint with the Secretary of Health and Human Services (HHS) as a condition of receiving treatment from the practice. 

·   We cannot, and will not, retaliate against you for filing a complaint with the Secretary.

Other Disclosures and Users

Notification

Unless you object, we may use or disclose your protected health information to notify, or assist in notifying, a family member, personal representative, or other person responsible for your care, about your location, general condition, or your death.

Communication with Family

Using our best judgment, we may disclose to a family member, other relative, close personal friend, or any other person you identify, health information relevant to that person’s involvement in your care or in payment for such care if you do not object, or in an emergency. 

Food and Drug Administration (FDA)

We may disclose to the FDA your protected health information relating to adverse events with respect to products and product defects, or post-marketing surveillance information to enable product recalls, repairs, or replacements.

Worker’s Compensation

If you are seeking compensation through Workers Compensation, we may disclose your protected health information to the extent necessary to comply with laws relating to Workers Compensation. 

Public Health

As required by law, we may disclose your protected health information to public authorities as allowed by law to report abuse or neglect.

Correctional Institutions

If you are an inmate of a correctional institution, we may disclose to the institution, or its agent, your protected health information necessary for your health and the health and safety of other individuals. 

Law Enforcement

We may disclose your protected health information for law enforcement purposes as required by law, such as when required by a court order, or in cases involving felony prosecutions, or to the extent an individual is in the custody of law enforcement.

Health Oversight

Federal law allows us to release your protected health information to appropriate health oversight agencies or for health oversight activities. 

Research 

We may use your medical information for research purposes, without making public your name or identifying photo.

Judicial/Administrative Proceedings

We may disclose your protected health information in the course of any judicial or administrative proceeding as allowed or required by law, with your consent, or as directed by a proper court order.

Other Uses

Other uses and disclosures besides those identified in this Notice will be made only as otherwise authorized by law or with your written authorization as previously provided.

Website

If we maintain a website that provides information about our entity, this Notice will be on the website.

This form pertains to all services provided by Robert Wetz Chiropractic Clinic.

Effective Date: March 1, 2003

I 



 hereby acknowledge that I have received a copy of this practice’s Notice of Privacy Practices. I have been given the opportunity to ask any questions I may have regarding this Notice.

Signature








Date
IRREVOCABLE AUTHORIZATION, ASSIGNMENT, LIEN AND WAIVER FORM
Patient Name: 




Account Number: 






I hereby authorize and direct my insurance company and/or my attorney, to pay directly to WETZ CHIROPRACTIC CLINIC such sums as may be due and owing this entity for services rendered me, both by reason of accident or illness, and by reason of any other bills that are due this entity, and to withhold such sums from any disability benefits, medical payments benefits, no-fault benefits or any other insurance benefits obligated to reimburse me or from any settlement, judgement or verdict on my behalf as may be necessary to adequately protect said entity. I hereby further give a lien to said entity against any and all proceeds of any settlement, judgement or verdict which may be paid to me as a result of the injuries or illness for which I have been treated by said entity. This is to act as an assignment of the rights and benefits to the extent of the entity’s services provided.


In the event that my insurance company obligated to make payments to me upon the charges made by this entity for their services refuses to make such payment, upon demand by me or this entity, I hereby assign and transfer to this entity any and all causes of action that I might have or that might exist in my favor against such company and authorize this entity to prosecute said cause of action either in my name or in the entity’s name and further I authorize this entity to compromise, settle or otherwise resolve said claim or cause of action as they see fit.


I understand that I remain personally responsible for the total amounts due the entity for their services. I further understand and agree that this Assignment, Lien and Authorization does not constitute any consideration for the entity to await payments and they may demand payments from me immediately upon rendering services at their option.


I authorize the entity to release any information pertinent to my case to any insurance company, adjuster or attorney to facilitate collection under this Assignment, Lien and Authorization. I agree that the above mentioned entity be given power of attorney to endorse/sign my name on any and all checks for payment of my bill.


I hereby notify all concerned, that I neither suspect nor know positively at this time that I and/or my minor child may be pregnant. I release this entity from any and all damages arising from any and all procedures of a diagnostic or treatment nature with reference to the possibility of pregnancy. I further agree to notify this entity in writing if pregnancy is suspected or should occur in the future.


I authorize the staff of this entity to examine and/or treat me and/or my minor child.


Upon signing this document I agree that I have read, understand and accept the contents of this document. 

____________________________________


_____________________

Signature of patient or legal guardian



Date

____________________________________


_____________________
Witness







Date
STATEMENT OF POLICY REGARDING

INSURANCE COVERAGE AND BILLING

Thank you for selecting Dr. Robert R. Wetz as your health care provider.  Our personnel will be happy to discuss our fees and this policy with you at any time.  Please read and sign this financial policy prior to seeing the physician. 

Payment for services is due at the time services are rendered

This includes unmet deductibles, co-insurance and co-pays established by your insurance company.  For any portion of your balance that is not covered by insurance we accept cash, check, Visa, MasterCard, Discover and American Express.

YOU MUST BE FAMILIAR WITH YOUR INSURANCE BENEFITS AND ANY CHANGES TO YOUR HEALTH CARE PLAN. 
1. Your insurance policy is a contract between you, your employer and the insurance company.  We are NOT a part of that contract.  Our relationship is with you.  We cannot become involved in disputes between you and your insurer regarding deductibles, co-payments, covered charges, secondary insurance and “usual and customary charges”. 

We are, however contracted with most managed care plans.  Please present your insurance card at the front desk so that we can file claims on your behalf.  We will follow their guidelines for submission of claims, co-pay, deductibles, co-insurance and reimbursements. 

We ask that you contact your insurance company to verify your own benefits as well. 

2. All charges are your responsibility whether your insurance company pays or does not pay.  Not all services are a covered benefit in all contracts. Some insurance companies and some employers decide what a covered benefit is and what is not. 

Please check your insurance plan document for any questions. Fees for these services along with unmet deductibles and co-payments are due at time of treatment. 

3. You will be given an estimated payment amount based on the amount of your current deductible and the percentage of co-insurance responsibility set by our contracted rate with your insurance company.

Please understand your co-pay is a set amount established by your insurance plan.  Our services usually fall under the specialist co-pay amount. This means that even if you have a co-pay amount on your i.d. card it does mean that chiropractic services fall under this amount.

Deductibles are an entirely different entity.  If you have a deductible, then most plans require that your deductible be satisfied before payment is considered.  

Co-insurance is a set percentage of the covered costs after the deductible has been met.  The percentage is established by your plan not us!  This means you would be responsible for the difference of what your insurance plan has established. An example would be an 80/20 plan.  Insurance pays 80%, insured pays 20%, similar to co-pay but not to be confused with.  
4. As of January 1, 2009 no balances can be kept or run by patients at any time.  For patients established prior to January 1st, we are preparing a financial agreement for your account to be paid in a timely manner. 
5. Co-payments not paid at the time of services are subject to a $10 processing fee. 

6. If your insurance company does not pay your claim within 30 days, it is your responsibility to contact your insurer to expedite payment.  We will not contact your insurance company asking why they have not paid your claim.  You will need to advise us after you contact them as to the status on the claim.  Let us assure you we follow all guidelines in processing your claim.  When the claim is sent on your behalf, all necessary treatment notes and documentation needed to process the claim has been provided. 

7. Returned checks and balances older than 60 days will be subject to collection placement, collection and late fees.  
8. We understand that temporary financial problems may affect timely payment of your balance.  We encourage you to communicate any such problems to our Patient Account Specialist, so that we can assist you in managing your account.  Should your outstanding balance be submitted to an outside collection agency, you will be charged a collection fee. 

9. We are an open care environment.  If you would like to discuss any personal matters and are not comfortable speaking up front in the reception area, we can gladly assist you in a more private setting. 

***Our office makes every effort to obtain accurate benefit information for you prior to your visit.  However, our quote of benefits to you does not guarantee payment to us by your insurance company.

You are ultimately responsible for knowing your own insurance benefits and are responsible for any balance on your account should your insurance company’s payment differ from our preliminary quote. 

***Even though we file your insurance claim, this office cannot accept responsibility for negotiation a settlement on a disputed claim.  You are ultimately responsible for the balance on your account should your insurance company deny your claim for any reason. 

Again, thank you for choosing Wetz Chiropractic Clinic! We appreciate the opportunity to serve you

ASSIGNMENT OF BENEFITS AUTHORIZATION

I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance on my account for any professional services rendered or goods purchased.  I hereby assign and authorize my insurance carrier(s) to issue payment (checks) directly to Dr. Robert R. Wetz DC, for medical services rendered to myself or my dependents. 

I authorize release of any information concerning me or my child’s health care, advice given and treatments provided for the purpose of evaluating claims for insurance benefits and agree to allow a photocopy of my signature to be used to process insurance claims. 

Signature of patient or parent: ___________________________________

Printed Name of Patient:  _______________________________________

Date:  ________________________

Appointment Policy

Out of respect for other patients, if you are 15 minutes late to your appointment, we will assist you in rescheduling to another day. 

If you are unable to keep your scheduled appointment time kindly provide 24 hour cancellation notice in order to avoid a cancellation/no show fee. A $20 cancellation/no show fee will be assessed should you cancel your appointment less than 24 hours ahead of your scheduled time. 

Cell Phone Policy
As a matter of consideration for the Doctor, staff, and patients in our clinic we ask that you turn off all cell phones while you are here. If you need to stay in communication with family or business associates, please place your phone on silent. If you choose to answer your cell phone while you are with the 
Doctor or any of our staff we will move on to the next patient while you complete your call outside. We will return to you as soon as we can. This may mean that your treatment is delayed, but we hope you understand that it is not fair to the other patients to keep them waiting or hearing your conversation while you are on the phone. We thank you for your cooperation and consideration for others.

_________________     ___________________


_____________________
Signature of patient or legal guardian




Date

