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PPO / HMO Doctor: Pre-auth

Effective Date: Thru-date

Calendar ded: Fiscal ded.

Family ded. $ met

Individual ded. $ met

Insurance % $ max/ov

Patient % $ copay

Capitation: $ ovmax

Other:

Limits:

Limits: date Auth By:

Limits: # ov  #

Limits: Dollar  $ max

Chiropractic

Acupuncture

Massage

Therapy

Orthotics

Supplements

Need PTR Need Referral

Accept ECS? NDC #

none HMO

Payor ID: Sub ID:

Champus PPO

Payor:

Add / PO Box:

City / State / Zip:

Phone:

Group Name: Policy ID:

Group # HCFA box 19:

CA / MA         Called M   T   W   Th    F     /      /     @      am/pm

How should this be listed for claims?

CASE (edit comments)



Spoke with:

Contact (adjuster):

managed care profile

Pat pays: $______ded    #____/$_____mx  $______or____%  (other)

INSURANCE VERIFICATION OFFICE USE ONLY

Fax/Send Lien

EXAM

X-RAY

OV

REHAB

DME

MEDS


Our office assistant will assist you in utilizing insurance benefits when all necessary information is completed, signed and dated.

When accepting assignment, this office is granting you a credit for the portion we expect your insurance to pay.

[image: image5.wmf]Patient Name:

Policy Holder:

Address:

Address:

City / State / Zip:

City / State / Zip:

Social Security #:

Social Security #:

Patient Birthdate

Gender:

M   /   F

Birthdate:

Gender:

M   /   F

Marital Status:

Home Phone:

Spouse's name:

Employer:

Home Phone:

Address:

Cell Phone:

City / State / Zip:

Work Phone:

Work Phone:

Email  Address:

Send Statement to:

Insurance Co.:

Address:

Phone :

City / State / Zip:

Contact:

Ext #:

Phone:

Relation:

Group Name:

Group #:

Emergency Contact:

ID / Claim #:

Phone:

Relation:

Patient is:

other:

Please initial:

Sign

_________

YES, I have read the "Financial Policy"

_________

YES, I will pay my portion at the time of service.

NO

 Insurance

Insurance

_____Fund

Auto / Accident Ins

________

YES, This office has my permission to copy my 

Medicaid / Medical

Medicare

Government

Work Comp. Ins

drivers license or photo ID for the sole purpose  

of identification and verification.

My Primary Care Physician referred me for:

Doctor:

Specialty:

     I authorize the staff to perform any necessary services needed 

Phone:

UPIN / ID #

during diagnosis and treatment.

   I authorize the release of any medical information necessary to process

Attorney:

Phone:

and pay this claim.

Treating Facility:

    I authorize payment directly to:

Employer:

Address:

Department:

City / State / Zip:

Phone:

Ext.:

X

Fax:

Email:

 Patient / Guardian Signature                                                         

Date

Were you in an Auto Accident?

Were you in a Work Related Injury?

Daily Activity / Occupation:

Will you be utilizing medical benefits?



May we ask how you were referred?















Personal







          Self         Spouse         Child          3rd. Party





Case



Guarantor

____  

YES I have completed the necessary benefits form.







VISA     debit card      other:___________________________

Payment method for patient portion will be:      cash       check       MC     

Authorization and Assignment of Benefits

of the "Health Benefits", "Medical Reimbursement" from a 3rd Party Payor, and /

or "Government Benefits" otherwise payable to me.  I understand this office only

accepts assignment when insurance pays directly.



Thank You for Choosing Us as Your Health Care Provider
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Policy Holder:

Address:

Address:

City / State / Zip:

City / State / Zip:

Social Security #:

Social Security #:

Patient Birthdate

Gender:

M   /   F

Birthdate:

Gender:

M   /   F

Marital Status:

Home Phone:

Spouse's name:

Employer:

Home Phone:

Address:

Cell Phone:

City / State / Zip:

Work Phone:

Work Phone:

Email  Address:

Send Statement to:

Insurance Co.:

Address:

Phone :

City / State / Zip:

Contact:

Ext #:

Phone:

Relation:

Group Name:

Group #:

Emergency Contact:

ID / Claim #:

Phone:

Relation:

Patient is:

other:

Please initial:

Sign

_________

YES, I have read the "Financial Policy"

_________

YES, I will pay my portion at the time of service.

NO

 Insurance

Insurance

_____Fund

Auto / Accident Ins

________

YES, This office has my permission to copy my 

Medicaid / Medical

Medicare

Government

Work Comp. Ins

drivers license or photo ID for the sole purpose  

of identification and verification.

My Primary Care Physician referred me for:

Doctor:

Specialty:

     I authorize the staff to perform any necessary services needed 

Phone:

UPIN / ID #

during diagnosis and treatment.

   I authorize the release of any medical information necessary to process

Attorney:

Phone:

and pay this claim.

Treating Facility:

    I authorize payment directly to:

Employer:

Address:

Department:

City / State / Zip:

Phone:

Ext.:

X

Fax:

Email:

 Patient / Guardian Signature                                                         

Date

Were you in an Auto Accident?

Were you in a Work Related Injury?

Daily Activity / Occupation:

Will you be utilizing medical benefits?



May we ask how you were referred?















Personal







          Self         Spouse         Child          3rd. Party





Case



Guarantor

____  

YES I have completed the necessary benefits form.







VISA     debit card      other:___________________________

Payment method for patient portion will be:      cash       check       MC     

Authorization and Assignment of Benefits

of the "Health Benefits", "Medical Reimbursement" from a 3rd Party Payor, and /

or "Government Benefits" otherwise payable to me.  I understand this office only

accepts assignment when insurance pays directly.




Assignment of Proceeds, Lien, and Authorization

I hereby authorize and direct any and all insurance carriers, attorneys, governmental departments, companies, individuals, and/or other entities (“payers”), which may elect or be obligated to pay, provided, or distribute benefits to me for any medical conditions, accidents, injuries, or illnesses, past, present, or future (“condition”) to pay directly and exclusively in the name of Palmetto Family Medical Group, P.C. such sums as may be owing to Palmetto Family Medical Group, P.C. for charges incurred by me at the Office relating to my condition (“charges”) with such payments made exclusively in the name of Palmetto Family Medical Group, P.C. I further grant a lien to Palmetto Family Medical Group, P.C. with respect to my charges. This lien shall apply to all payers and to the full extent permitted by the law. For the purposes of this document (herein, “Assignment and Lien”), “benefits” shall include, but not be limited to, proceeds from any settlement, release agreement, judgment, verdict, or attorney benefits, personal injury protection, no-fault coverage, uninsured and underinsured motorist coverage, third-party liability coverage, disability benefits, worker’s compensation for medical expenses or any other type of damage recognized by law.

In the event that I retain one or more attorneys to represent me in this matter who are not located in South Carolina, I will direct each attorney to issue a letter of protection to this Office regarding my charges. Upon issuance, I hereby agree that such letter(s) of protection cannot be revoked or modified without the expressed written consent of this Office.

I authorize this Office to release any information regarding my treatment or Pertinent to my case(s) to all payers as defined above to facilitate collection under this Assignment and Lien. I further authorize and direct all payers to release to Palmetto Family Medical Group, P.C. any information regarding any coverage or benefits which I may have including, but not limited to, the amount of the coverage, the amount paid thus far, and the amount of any outstanding claims. I hereby direct this Office to file a copy of this Assignment and Lien, together with any applicable charges, with any or all payers, regardless of whether a claim has been established with said payers. I hereby authorize Palmetto Family Medical Group, P.C. to endorse/sign my name on any and all checks listing me as the payee which are presented to this Office for Payment of an account relating to me, my spouse, or any of my incurred by me to any other outstanding charges still owed by me, my spouse, or my dependents, regardless of these charges that are related to my condition.

I understand that I remain personally responsible for the total amounts due Palmetto Family Medical Group, P.C. for their services. This Assignment and Lien does not constitute any consideration for this Office to await payments and it may demand Payments from me immediately upon rendering services at its option. If this Office must take any action to collect an outstanding balance on my account, I will be responsible for payment and will reimburse Palmetto Family Medical Group, P.C. for all costs of such collection efforts, including, but not limited to, all court costs and all attorneys fees.

This Assignment and Lien shall not be modified or revoked without the mutual written consent of Palmetto Family Medical Group, P.C. and myself. I hereby revoke any previously signed authorizations, whether executed at this Office to the extent that the terms of those authorizations conflict with the terms of this Assignment and Lien.

Patient Name (please print): _______________________________________________________________

Patient Signature: ____________________________________________________ Date: ______________

Name of Custodial Parent/Legal Guardian (please print): ________________________________________

Parent/Guardian’s Signature: ___________________________________________ Date: ______________

Palmetto Family Medical Group

Financial Policy

Palmetto Family Medical Group has set up the following financial policies in order to provide our patients with the most efficient and cost effective service.

SELF PAY:
Patients without insurance are required to pay for all charges incurred at each appointment. Our office accepts cash, check, and VISA/MASTERCARD as payment. A payment arrangement may be set up through our billing department for any large balances.

PRIVATE INS.:
Patients who have not yet met their deductible are required to pay all charges incurred at each appointment. Patients who have met the deductible are required to pay their portion of the charges at each appointment. However, patients will be responsible for any remaining balance in the event we receive no response or denial from the insurance carrier.

SECONDARY INS.:
As a courtesy to our patients, we will file secondary insurance claims on condition that the patient provides the proper information to us. However, patients will be billed for any remaining balance after their primary insurance payment is received.

MEDICARE:


We will file insurance claims for any patient covered under Medicare.

MANAGED CARE:
It is the patient’s responsibility to know the policies for their managed care plan.

REFERRALS:
Patients with insurance that require a referral from the primary physician must obtain this referral prior to the scheduled appointment date. The patient should either have his or her primary physician fax the referral to our office, or simply bring a copy to the appointment.

CO-PAY:
Patients with insurance that require a co-pay are responsible for this amount for each appointment.

WORKERS COMP:
We will file worker’s compensation claims; however prior approval must be obtained before the physician can see the patient.

PERSONAL INJURY:
If you are involved in an accident or other suit and are seeking payment from the responsible party, we expect payment at the time of service. We do not bill the responsible party's insurance or attorney for your services due to the time it takes to settle these claims. We will bill your regular health insurance in these cases, but the claims may be denied.

Payment plans may be set up at the discretion of the billing department. Arrangements should be made prior to the appointment.

I understand and agree to the above financial policy as required by Palmetto Family Medical Group.

Signature: _______________________________________________ Date: __________________

CONSENT FOR TREATMENT

AND

AUTHORIZATION TO PERFORM X-RAYS

Date______________________________ Time________________

I have been informed by Dr. R Mack Durham that diagnostic x-rays are advisable in my case so that a complete analysis can be made of my present musculoskeletal problem (or illness).

I authorize Dr. R Mack Durham to perform such radiographic examination necessary to diagnose and to administer whatever treatment is deemed necessary to treat my present problem (or illness).

Signed: _______________________________________________________

Witness: ______________________________________________________

To the best of my knowledge I am NOT pregnant and the above named doctor has my permission to x-ray me for diagnostic interpretation.

Signed: _______________________________________________________


[image: image2.emf]Palmetto Family Medical Group     Informed  Consent to Chiropractic Treatment     The nature of chiropractic treatment:    Th e doctor will use his/her hands or a mechanical device in order  to move your joints. You may feel a “click” or “pop”, such as the noise when  a knuckle is “cracked”, and  you may feel movement of the joint. Various ancillary procedures such as hot or cold packs, electric muscle  stimulation, therapeutic ultrasound or dry hydrotherapy may also be used.     Possible risks:     As  with any health care pro cedure, complications are possible following a chiropractic  manipulation. Complications could include fractures of bone, muscular strain, ligamentous sprain,  dislocations of joints or injury to intervertebral discs, nerves or spinal chord. Cerebrovascular   injury or  stroke  could occur upon severe injuries to arteries of the neck. A minority of patients may notice stiffness  or soreness after the first few days of treatment. The ancillary procedures could produce skin irritation,  burns or minor complications .     Probability of risks occurring :  T he risks of complications due to chiropractic  treatment have been  described as “rare”, about as often as complications are seen  from the taking of a single aspirin tablet. The  risk of cerebrovascular injury or stroke h as been estimated at one in one million to one in twenty million  and can be even further reduced by screening procedures. The probability of adverse reaction due to  ancillary procedures is also considered “rare”.     Other treatment options which could be con sidered may include the following:        Over - the - counter analgesics   -  The risks of these medications include irritation to the stomach, liver  and kidneys along with other side effects in a significant number of cases.      Medical care   -  typically anti - inflammatory  drugs, tranquilizers and analgesics. Risks of these drugs  include a multitude of undesirable side effects and patient dependence in a significant number of  cases.      Hospitalization   -  In conjunction with medical care adds risk of exposure to virulent communi cable  disease in a significant number of cases.      Surgery   -  In conjunction with medical care adds the risks of adverse reaction to anesthesia as well  as an extended convalescent period in a significant number of cases.     Risks of remaining untreated:  Delay  of  treatment allows formation of adhesions, scar tissue and other  degenerative changes. These changes can further reduce skeletal mobility and induce chronic pain cycles. It  is quite probable that delay of treatment will complicate the condition and make fut ure rehabilitation more  difficult.     Unusual risks :  I have had  the following unusual risks of my case explained to me.               I have read the explanation of above chiropractic treatment. I have had the opportunity to have  any questions answered to my sat isfaction. I have fully evaluated the risks and benefits of undergoing    treatment. I have freely decided to undergo the recommended  treatment  and hereby give my full  consent to treatment.       _____________________________      ______________________________ __      ______________   Printed Name                                         Signature                                                        Date     Witness:     _____________________________      ________________________________       ______________   Printed  Na me                                         Signature                                                         Date  



[image: image3.emf]Name:                    Date:        J - 5c. Review of systems (ROS)     REVIEW OF SYSTEMS       Please write in a number:  1.  PRESENTLY HAVE; 2.  PREVIOUSLY HAD; 3.   RELATED TO ACCIDENT  ( Date: ______)     GENERAL         MUSCULOSKELETAL         CARDIOVASCULAR   ___Allergy         ___Arthritis           ___Hardening of arteri es   ___Chills         ___Bursitis           ___High blood pressure   ___Convulsions         ___Foot Trouble           ___Low blood pressure   ___Dizziness         ___Hernia           ___Pain over heart   ___Fainting         ___Low back pain         ___Poor circulation   ___Fatigue         ___Lumbago           ___Rapid   heart beat   ___Fever         ___Neck pain/stiffness         ___Slow heart beat   ___Headache         ___Shoulder blade pain         ___Swelling of ankles   ___Sleep loss                 Pain or numbness in:         RESPIRATORY   ___Weight loss         ___   Shoulders         ___Chest pain   ___Nervousness/ depression     ___   Arms           ___Chronic cough   ___Neuralgia         ___   Elbows           ___Difficult breathing   ___Numbness         ___   Hands           ___Spitting up blood   ___Sweats         ___   Hips           ___Spitting up phlegm   ___Tremors         ___   Legs           ___Wheezing   EYES, EARS, NOSE, THROA T     ___   Knees           GASTROINTESTINAL   ___Asthma           ___   Feet           ___Belching or gas   ___Colds         ___Painful tailbone         ___Colitis   ___Sore throat         ___Poor posture           ___Colon trouble     ___Deafness         ___Sciatica           ___Constipation   ___Dental decay         ___Spina l curvature         ___Diarrhea   ___Earache/noises       GENITO - URINARY         ___Difficult digestion   ___Ear discharge         ___Bedwetting           ___Distention of abdomen   ___Sinus infection       ___Blood in urine         ___Excessive hunger   ___Enlarged glands       ___Frequent urination         ___Gall bladder trouble   ___Enlarged thyroid       ___Inability to control bladder       ___Hemorrhoids   ___Nose bleeds         ___Kidney infection or stones       ___Intestinal worms   ___Failing vision         ___Painful  urination         ___Jaundice   ___Far sighted         ___Prostate  trouble         ___Liver trouble   ___Gum trouble         ___Pus in urine           ___Nausea   ___Hay fever         ___Painful menstruation         ___Pain over stomach   ___Hoarseness         ___Hot flashes           ___Poor appetite   ___Nasal obstruction       ___Irregular cycle         ___Vomiting   ___Nea r sighted         ___Lumps in breasts         ___Vomiting blood       OTHER:____________________________________________________________________________________________________ ______________________________________________________________________________________________ ______________ ____________________________________________________________________________________________________________ ____________________________________________________________________________________________________________ __________________________ __________________________________________________________________________________ ____________________________________________________________________________________________________________ __________________________________________________________________ __________________________________________ ____________________________________________________________________________________________________________ __________________________________________________________________________________________________________ __ ____________________________________________________________________________________________________________ ____________________________________________________________________________________________________________ ______________________________________ ______________________________________________________________________ _______________________________________________________________________________________________________  



[image: image4.emf]Name:                    Date:        J - 5b Past History     PAST HISTORY     PREVIOUS INJURIES (MVA, WC, etc.)________________________________________________________________________   ___________________________________________________________________________________________________________     PREVIOUS   TREATMENT HISTORY  

DATE  DR/HOSP  TREATMENT  RESPONSE   (G, NG, NChnge)  TREATMENT   DURATION  TEST(S)     TEST   RESULT  

       

       

       

  PAST HOSPITALIZATIONS / ILLNESS_______________________________________________________________________   SURGICAL HISTORY___ ___________________________________________________________________________________   GENERAL STATE OF HEALTH_____________________________________________________________________________   MEDICATIONS/VITAMINS___________________________________________________ ______________________________   ALLERGIES_______________________________________________________________________________________________   IMMUNIZATIONS ______ ____________________ ____________________ ____________________ ____________________ ___     FAMILY HISTORY     [1. FATHER, 2. MOTHER, 3. SISTER (a, b, etc), 4. BROTHER (a, b, etc.)]   CANCER (              )_____________DIABETES (              )_____________; CARDIAC (              )_____________;     CVA (              )_____________; BP (              )_____________;   EPILEPSY (             )_____________; TB (             )_________   OTHER___________________________________________________________________________________________________     PSYCHO - SOCIAL HISTORY   OCCUPATIONAL  

DATE  OCCUPATION  WC CLAIMS  DISABILITIES  ENJOYED  

     

     

     

Activities of Daily Living (Changes as a result of injury: ___________________________________________________________   RECREATIONAL/EXERCISE:  Type: ______________ Freq. ____/wk; Duration _____ Min. / Hrs;_____________________     SOCIAL HI STORY   MARITAL STATUS (Circle):  Single,  Married,  Divorced, Widowed      EDUCATIONAL LEVEL:     < High School;    H.S. Grad.;    College (yrs:___) Degree: _____; Tech. (yrs___) Dipl.: ____   SOCIAL HABITS (Please c ircle appropriate responses and fill in the blank)   TOBACCO: ___ pk / ___day, wk, for ___ yrs; Chew ___ yrs; Pipe___ yrs   CAFFEINE (SODA, COFFEE, TEA) ______/ day   ALCOHOL ____ glasses of wine, beer, mixed dr. / day,  wk,  mo.;  SLEEP INTERRUPTED? ____ x’s  / night for ____ mo, yrs   WORK ROUTINE               ABLE   RESTRICTED       UNABLE  

Sit in office chair  1  2  3  4  5   

Stand concrete  1  2  3  4  5   

Climb steps / stairs  1  2  3  4  5   

Stoop to retrieve  1  2  3  4  5   

Crouch to retrieve  1  2  3  4  5   

Kneel to retrieve  1  2  3  4  5   

Reach overhead  1  2  3  4  5   

Lift waist to shoulder  1  2  3  4  5   

Carry 100 feet  1  2  3  4  5   

Push  1  2  3  4  5   

Pull  1  2  3  4  5   

Balance  1  2  3  4  5   

Crawl  1  2  3  4  5   

Reach   1  2  3  4  5   

Handling  1  2  3  4  5   

Fingering  1  2  3  4  5   
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My Healthcare Benefits


I fully understand when the insurance company verifies my benefits it is not a guarantee or authorization to pay on claims submitted.  I agree to pay my patient portion, plus any balance insurance does not reimburse for, at each visit.  I agree to pay or settle any denied or unpaid claim.  I further understand that all claims submitted by this office are my responsibility and require my participation to settle regardless of my insurance company or assignment of benefits.





_____________________     _____-______-____


Patient / Guarantor- print name                 Social Security #





_____________________     _________________


Patient / Guarantor- signature                              Date
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Informed Consent to Chiropractic Treatment


The nature of chiropractic treatment:  The doctor will use his/her hands or a mechanical device in order to move your joints. You may feel a “click” or “pop”, such as the noise when a knuckle is “cracked”, and you may feel movement of the joint. Various ancillary procedures such as hot or cold packs, electric muscle stimulation, therapeutic ultrasound or dry hydrotherapy may also be used.


Possible risks:  As with any health care procedure, complications are possible following a chiropractic manipulation. Complications could include fractures of bone, muscular strain, ligamentous sprain, dislocations of joints or injury to intervertebral discs, nerves or spinal chord. Cerebrovascular  injury or stroke  could occur upon severe injuries to arteries of the neck. A minority of patients may notice stiffness or soreness after the first few days of treatment. The ancillary procedures could produce skin irritation, burns or minor complications.


Probability of risks occurring: The risks of complications due to chiropractic  treatment have been described as “rare”, about as often as complications are seen  from the taking of a single aspirin tablet. The risk of cerebrovascular injury or stroke has been estimated at one in one million to one in twenty million and can be even further reduced by screening procedures. The probability of adverse reaction due to ancillary procedures is also considered “rare”.


Other treatment options which could be considered may include the following:

· Over-the-counter analgesics - The risks of these medications include irritation to the stomach, liver and kidneys along with other side effects in a significant number of cases.


· Medical care - typically anti-inflammatory drugs, tranquilizers and analgesics. Risks of these drugs include a multitude of undesirable side effects and patient dependence in a significant number of cases.


· Hospitalization - In conjunction with medical care adds risk of exposure to virulent communicable disease in a significant number of cases.


· Surgery - In conjunction with medical care adds the risks of adverse reaction to anesthesia as well as an extended convalescent period in a significant number of cases.


Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other degenerative changes. These changes can further reduce skeletal mobility and induce chronic pain cycles. It is quite probable that delay of treatment will complicate the condition and make future rehabilitation more difficult.


Unusual risks: I have had the following unusual risks of my case explained to me.


         I have read the explanation of above chiropractic treatment. I have had the opportunity to have any questions answered to my satisfaction. I have fully evaluated the risks and benefits of undergoing   treatment. I have freely decided to undergo the recommended treatment and hereby give my full consent to treatment.

_____________________________      ________________________________      ______________


Printed Name                                         Signature                                                        Date


Witness:

_____________________________      ________________________________       ______________


Printed Name                                         Signature                                                         Date
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Name:





     Date: 




J-5b Past History


PAST HISTORY


PREVIOUS INJURIES (MVA, WC, etc.)________________________________________________________________________


___________________________________________________________________________________________________________


PREVIOUS TREATMENT HISTORY


		DATE

		DR/HOSP

		TREATMENT

		RESPONSE


(G, NG, NChnge)

		TREATMENT


DURATION

		TEST(S)

		  TEST


RESULT



		

		

		

		

		

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		





PAST HOSPITALIZATIONS / ILLNESS_______________________________________________________________________


SURGICAL HISTORY______________________________________________________________________________________


GENERAL STATE OF HEALTH_____________________________________________________________________________


MEDICATIONS/VITAMINS_________________________________________________________________________________


ALLERGIES_______________________________________________________________________________________________


Immunizations _________________________________________________________________________________________


FAMILY HISTORY
 [1. FATHER, 2. MOTHER, 3. SISTER (a, b, etc), 4. BROTHER (a, b, etc.)]


CANCER (              )_____________DIABETES (              )_____________; CARDIAC (              )_____________;


 CVA (              )_____________; BP (              )_____________; EPILEPSY (             )_____________; TB (             )_________


OTHER___________________________________________________________________________________________________


PSYCHO-SOCIAL HISTORY


OCCUPATIONAL


		DATE

		OCCUPATION

		WC CLAIMS

		DISABILITIES

		ENJOYED



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		





Activities of Daily Living (Changes as a result of injury: ___________________________________________________________


RECREATIONAL/EXERCISE:  Type: ______________ Freq. ____/wk; Duration _____ Min. / Hrs;_____________________


SOCIAL HISTORY


MARITAL STATUS (Circle):  Single,  Married,  Divorced, Widowed   


EDUCATIONAL LEVEL:   FORMCHECKBOX 
 < High School;  FORMCHECKBOX 
 H.S. Grad.;  FORMCHECKBOX 
 College (yrs:___) Degree: _____; Tech. (yrs___) Dipl.: ____


SOCIAL HABITS (Please circle appropriate responses and fill in the blank)


TOBACCO: ___ pk / ___day, wk, for ___ yrs; Chew ___ yrs; Pipe___ yrs   CAFFEINE (SODA, COFFEE, TEA) ______/ day


ALCOHOL ____ glasses of wine, beer, mixed dr. / day,  wk,  mo.;  SLEEP INTERRUPTED? ____ x’s / night for ____ mo, yrs


WORK ROUTINE

         ABLE
RESTRICTED
   UNABLE


		Sit in office chair

		1

		2

		3

		4

		5

		



		Stand concrete

		1

		2

		3

		4

		5

		



		Climb steps / stairs

		1

		2

		3

		4

		5

		



		Stoop to retrieve

		1

		2

		3

		4

		5

		



		Crouch to retrieve

		1

		2

		3

		4

		5

		



		Kneel to retrieve

		1

		2

		3

		4

		5

		



		Reach overhead

		1

		2

		3

		4

		5

		



		Lift waist to shoulder

		1

		2

		3

		4

		5

		



		Carry 100 feet

		1

		2

		3

		4

		5

		



		Push

		1

		2

		3

		4

		5

		



		Pull

		1

		2

		3

		4

		5

		



		Balance

		1

		2

		3

		4

		5

		



		Crawl

		1

		2

		3

		4

		5

		



		Reach 

		1

		2

		3

		4

		5

		



		Handling

		1

		2

		3

		4

		5

		



		Fingering

		1

		2

		3

		4

		5
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Name:





     Date: 




J-5c. Review of systems (ROS)


REVIEW OF SYSTEMS

Please write in a number:  1.  PRESENTLY HAVE; 2.  PREVIOUSLY HAD; 3.  Related to accident (Date: ______)

GENERAL



MUSCULOSKELETAL



CARDIOVASCULAR


___Allergy



___Arthritis




___Hardening of arteries


___Chills



___Bursitis




___High blood pressure


___Convulsions



___Foot Trouble




___Low blood pressure


___Dizziness



___Hernia




___Pain over heart
___Fainting



___Low back pain



___Poor circulation


___Fatigue



___Lumbago




___Rapid heart beat


___Fever



___Neck pain/stiffness



___Slow heart beat


___Headache



___Shoulder blade pain



___Swelling of ankles


___Sleep loss



       Pain or numbness in:



RESPIRATORY

___Weight loss



___
Shoulders



___Chest pain


___Nervousness/depression

___
Arms




___Chronic cough


___Neuralgia



___
Elbows




___Difficult breathing


___Numbness



___
Hands




___Spitting up blood


___Sweats



___
Hips




___Spitting up phlegm


___Tremors



___
Legs




___Wheezing


EYES, EARS, NOSE, THROAT

___
Knees




GASTROINTESTINAL

___Asthma

 

___
Feet




___Belching or gas


___Colds



___Painful tailbone



___Colitis


___Sore throat



___Poor posture




___Colon trouble



___Deafness



___Sciatica




___Constipation


___Dental decay



___Spinal curvature



___Diarrhea


___Earache/noises


GENITO-URINARY



___Difficult digestion


___Ear discharge



___Bedwetting




___Distention of abdomen


___Sinus infection


___Blood in urine



___Excessive hunger


___Enlarged glands


___Frequent urination



___Gall bladder trouble


___Enlarged thyroid


___Inability to control bladder


___Hemorrhoids


___Nose bleeds



___Kidney infection or stones


___Intestinal worms


___Failing vision



___Painful  urination



___Jaundice


___Far sighted



___Prostate trouble



___Liver trouble


___Gum trouble



___Pus in urine




___Nausea


___Hay fever



___Painful menstruation



___Pain over stomach


___Hoarseness



___Hot flashes




___Poor appetite


___Nasal obstruction


___Irregular cycle



___Vomiting


___Near sighted



___Lumps in breasts



___Vomiting blood


OTHER:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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		Personal										Guarantor

		Patient Name:										Policy Holder:

		Address:										Address:

		City / State / Zip:										City / State / Zip:

		Social Security #:										Social Security #:

		Patient Birthdate										Gender:		M   /   F		Birthdate:

		Gender:		M   /   F		Marital Status:						Home Phone:

		Spouse's name:										Employer:

		Home Phone:										Address:

		Cell Phone:										City / State / Zip:

		Work Phone:										Work Phone:

		Email  Address:										____  YES I have completed the necessary benefits form.

		Send Statement to:										Insurance Co.:

		Address:										Phone :

		City / State / Zip:										Contact:						Ext #:

		Phone:				Relation:						Group Name:						Group #:

		Emergency Contact:										ID / Claim #:

		Phone:				Relation:						Patient is:		Self         Spouse         Child          3rd. Party

		May we ask how you were referred?

												other:

		Case										Please initial:						Sign

		Were you in an Auto Accident?

		Were you in a Work Related Injury?										_________		YES, I have read the "Financial Policy"

		Will you be utilizing medical benefits?										_________		YES, I will pay my portion at the time of service.

		NO Insurance		Insurance		_____Fund		Auto / Accident Ins				________		YES, This office has my permission to copy my

		Medicaid / Medical		Medicare		Government		Work Comp. Ins						drivers license or photo ID for the sole purpose

		Daily Activity / Occupation:												of identification and verification.

		My Primary Care Physician referred me for:										Authorization and Assignment of Benefits

		Doctor:				Specialty:						I authorize the staff to perform any necessary services needed

		Phone:				UPIN / ID #						during diagnosis and treatment.

												I authorize the release of any medical information necessary to process

		Attorney:				Phone:						and pay this claim.

		Treating Facility:										I authorize payment directly to:

		Employer:

		Address:										of the "Health Benefits", "Medical Reimbursement" from a 3rd Party Payor, and /

		Department:										or "Government Benefits" otherwise payable to me.  I understand this office only

		City / State / Zip:										accepts assignment when insurance pays directly.

		Phone:				Ext.:						X

		Fax:				Email:						Patient / Guardian Signature						Date

		Payment method for patient portion will be:      cash       check       MC										VISA     debit card      other:___________________________
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		INSURANCE VERIFICATION OFFICE USE ONLY

		CA / MA         Called M   T   W   Th    F     /      /     @      am/pm

		Spoke with:								@

		Contact (adjuster):

				PPO / HMO Doctor:						Pre-auth

				Effective Date:						Thru-date

				Calendar ded:						Fiscal ded.

				Family ded.						$		met

				Individual ded.						$		met

				Insurance %						$		max/ov

				Patient %						$		copay

				Capitation:						$		ovmax

				Other:

				Limits:

				Limits: date						Auth By:

				Limits: # ov		#

				Limits: Dollar		$						max

		EXAM						Chiropractic

		X-RAY						Acupuncture

		OV						Massage

		REHAB						Therapy

		DME						Orthotics

		MEDS						Supplements

		Fax/Send Lien				Need PTR				Need Referral

		How should this be listed for claims?		Accept ECS?				NDC #				none		HMO

				Payor ID:				Sub ID:				Champus		PPO

				Payor:

				Add / PO Box:

				City / State / Zip:

				Phone:

				Group Name:				Policy ID:

				Group #				HCFA box 19:

		CASE (edit comments)				managed care profile

		Pat pays: $______ded    #____/$_____mx  $______or____%  (other)






