
Malta Chiropractic and Sports Rehab

Date: ________________________
Name_______________________________________________ Soc. Sec. No.________________________
Address________________________________ Cell Ph#_____________________ Home Ph#_____________
City__________________________________________________State_____________Zip______________
Sex   M   F    Age __________ Birthday _______________ Single    Married    Wid.    Sep.    Divorced 
Patient employed by __________________________________________Occupation____________________
Business Address _________________________________________ Business Phone___________________ 
Email Address____________________________________________________________________________ 
Who referred you to our office_______________________________________________________________ 
Who is your primary physician? _____________________________________________________________ 
Was this injury due to an accident?   Yes   No if yes, what type Work Auto  Other______________________
If work related did you report this to your employer?  Yes   No 
Time/date/location of accident & how you injured yourself _________________________________________

Medical Information
	[bookmark: _Hlk526432782]Present Illness/Conditions:
	

	☐AIDS
	☐ Cancer
	☐ Heart Problem
	☐ Multiple Sclerosis
	☐ Spinal Disc Disease
	

	☐ Allergies
	☐ Cirrhosis/Hepatitis
	☐ High Blood Pressure
	☐ Pacemaker
	☐ Thyroid Trouble 
	☐Epilepsy

	☐ Anemia
	☐ Diabetes
	☐ HIV/ARC
	☐ Prostate Trouble
	☐ Tuberculosis
	

	☐ Arthritis
	☐ Dislocated Joints
	☐ Kidney Trouble
	☐ Rheumatic Fever
	☐ Ulcer
	

	☐ Asthma
	☐ Diverticulitis
	☐ Low Blood Pressure
	☐ Scoliosis
	☐ Polio
	

	☐ Bone Fracture
	☐ Hay Fever
	☐ Menta/Emotional Difficulty
	☐ Sinus Trouble
	☐ STD’s
	

	Height: __________
	Weight: _________

	Family History of Illness:
	

	☐AIDS
	☐ Cancer
	☐ Heart Problem
	☐ Multiple Sclerosis
	☐ Spinal Disc Disease
	

	☐ Allergies
	☐ Cirrhosis/Hepatitis
	☐ High Blood Pressure
	☐ Pacemaker
	☐ Thyroid Trouble 
	☐Epilepsy

	☐ Anemia
	☐ Diabetes
	☐ HIV/ARC
	☐ Prostate Trouble
	☐ Tuberculosis
	

	☐ Arthritis
	☐ Dislocated Joints
	☐ Kidney Trouble
	☐ Rheumatic Fever
	☐ Ulcer
	

	☐ Asthma
	☐ Diverticulitis
	☐ Low Blood Pressure
	☐ Scoliosis
	☐ Polio
	

	☐ Bone Fracture
	☐ Hay Fever
	☐ Menta/Emotional Difficulty
	☐ Sinus Trouble
	☐ STD’s
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Assignment and Instructions 
For Direct Payment to Doctors Private and Group Accident and Health Insurance 
(Also, to those patients who are uninsured and will be responsible for payment) 



I hereby instruct the _________________________________________________ Insurance Co. to pay by check made out and mailed directly to: 
Malta Chiropractic and Sports Rehab, 10 Blacksmith Dr., Ste 1, Malta, NY 12020 the chiropractic expenses benefits allowable, and otherwise payable to me under my current insurance policy as payment toward the total charges for professional services rendered.  This is a direct assignment of my rights and benefits under this policy.  This payment will not exceed my indebtedness to the above mentioned assignee, and I have agreed to pay, in a current manner, any balance of said professional service charges over and above this insurance payment.  Or if you are uninsured this agreement binds you as the patient to ultimate financial responsibility. 
 
A photo copy of this Assignment shall be considered as effective and valid as the original. 
 
I also authorize the release of any information pertinent to my case to any insurance company, adjuster or attorney involved in the case. 
 

Date: __________________________________ 

Name of Patient: ______________________________________________

Signature of Policyholder: _______________________________________ 

Signature of Claimant: __________________________________________
(If other than the policyholder)
 
Witness: _____________________________________________________ 
 


Financial Policy 
 
 
· We will attempt to contact your insurance in order to get a general indication of your potential financial responsibility for care at Malta Chiropractic and Sports Rehab. 
 
· Information from insurance companies may not be accurate, therefore Malta Chiropractic and Sports Rehab cannot assure you of the accuracy of this information, and we highly recommend that you confirm your benefits and financial obligation for care directly with your contracted insurance company. 
 
· If there is an unmet deductible, payment is expected at the time of services being rendered. 
 
· If you have an HRA program that does not provide a credit card type payment option, you will responsible for payment at the time of service and will be provided with an invoice reflecting your payment for reimbursement through your HRA program. 
 
· Ultimately, it is the responsibility of the patient or patients’ guardian to pay for any services not covered by your insurance company. 
 
 
 
 
 
Date: _________________________ 

Name of Patient: ______________________________________________________________________________
 
Patient Signature: _____________________________________________________________________
 
Guardian Signature: ____________________________________________________________________ 




Informed Consent 

The determination of an appropriate plan of chiropractic/physical rehabilitation for the neuromusculoskeletal conditions may involve or include the utilization of orthopedic, neurological and physical performance testing and physical manipulative and exercise/rehabilitation therapies. Should these procedures be deemed appropriate in your case, you will be evaluated by Dr. Robert Block or Dr. Waqas Pervaiz to determine if you have any conditions that indicate you should not engage in any particular test or therapeutic procedure.  
I understand that, as with any form of physical activity or exercise, orthopedic, neurological and physical performance testing and physical manipulative and exercise/rehabilitative therapies carry with them a small inherent risk of injury which includes but is not limited to minor strains, intervertebral disc compromise, and there is a certain (albeit rare) inherent risk of complication including but not limited to muscle strains, dislocation, skin irritation, costovertebral strains, factures, disc trauma and cardiovascular accidents. I understand that Dr. Robert Block or Dr. Waqas Pervaiz will not be able to anticipate all potential complications but elect to rely on their clinical expertise and judgment to determine courses of clinical action, based upon known facts, which are considered to be in my best interest. I understand that results are not guaranteed and that I have an opportunity to discuss the purposes and risks associated with all recommended evaluation and treatment procedures at any time.  
I have read and understood the preceding statements and hereby consent to voluntarily participate in anticipated orthopedic, neurological and physical performance testing and physical, manipulative and exercise/rehabilitation therapies as deemed appropriate by Dr. Robert Block or Dr. Waqas Pervaiz. If at any time I decide that I am unwilling to engage in these procedures, I reserve that right to inform them of such and not participate in these forms of evaluation or treatment.  
 
Patient’s Name: _______________________________________________________________________
Patient/Guardian’s signature _____________________________________________________________ 
Relationship to Patient: _________________________________________________________________________
Date ___________________________  
image1.emf

