




Patient Name:______________________________________ Number________        HWBP______  Chiropad______

Activities of Daily Living

Please circle all of the activities below that are affected by your condition. (Those activities that you cannot do 
or avoid performing, that cause you pain or aggravate your condition when performed.)

General:
Bending
Chewing
Climbing stairs
Exercising
Getting in/out of auto
Getting out of a chair
Kneeling
Lifting
Lifting children
Lying in bed
Playing piano
Reaching behind
Reaching overhead
Reading
Running
Sexual intercourse
Sitting
Sitting in recliner
Sleeping
Standing
Swimming
Using telephone 

Using                      
typewriter/computer
Walking

Exercise:
Baseball
Basketball
Cycling
Golf
Hockey
Lifting weights
Running
Soccer
Tennis
Working out in Gym

Housework:
Caring for pets
Carrying groceries
Cooking
Doing Laundry
Dusting
Ironing
Making beds

Vacuuming
Washing dishes

Personal Grooming:
Brushing teeth
Combing hair
In/out bathtub
Putting on bra
Putting on socks
Shaving

Travel:
Driving
Flying
Riding (passenger)

Yard work:
Gardening
Hammering
Mowing lawn
Painting
Raking leaves
Sawing

Patient’s signature: ____________________________________________________Date:_________________

For Office Use Only

Smoker _____  Non Smoker _____  Former Smoker_____ H _______ W _______ BP _______ P _______

Health _________

ADL’s  ________
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Prescriptions
Medication 

- Active NKM _____
- Allergies NKDA _____

Nutrition
- Active NKNS _____
- Allergies NKNA _____





Notice of Receipt of Privacy Notice of Nadeau Chiropractic Associates

By  signing  below,  I  acknowledge  that  I  have  received  and  reviewed  the
Privacy notice of Nadeau Chiropractic Associates, in force as of April 14, 2003
and all of my questions have been answered to my satisfaction in language
that I can understand.

_____________________________ ________________________________
Name of Individual (Printed) Signature of individual

______________________________ _________________________________
Signature of Legal Representative Relationship
(e.g., Attorney-In-Fact, Guardian, 
Parent if a minor):

Date Signed ____/____/____ Witness: ________________________________
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‌ 
Dr.‌ ‌Gerald‌ ‌A.Nadeau‌ ‌-‌ ‌Dr.‌ ‌Robert‌ ‌G.‌ ‌Nadeau‌ ‌ 

336‌ ‌Center‌ ‌St.,‌ ‌Auburn,‌ ‌ME‌ ‌04210‌ ‌~‌ ‌T:‌ ‌(207)‌ ‌777-1104‌ ‌F:‌ ‌(207)‌ ‌777-7354‌ ‌~‌ ‌‌drgnadeau@gmail.com‌ ‌ 
‌ 

Irrevocable‌ ‌ 
Assignment,‌ ‌Lien‌ ‌and‌ ‌Authorization‌ ‌ 

Insurance‌ ‌Benefits‌ ‌and‌ ‌Attorney‌ ‌ 
‌ 

To‌ ‌Whom‌ ‌it‌ ‌May‌ ‌Concern:‌ ‌ 
‌ 

I‌ ‌hereby‌ ‌authorize‌ ‌and‌ ‌direct‌ ‌you,‌ ‌my‌ ‌insurance‌ ‌company,‌ ‌and/or‌ ‌my‌ ‌attorney,‌ ‌to‌ ‌pay‌ ‌directly‌ ‌‌Nadeau‌‌ 
Chiropractic‌ ‌Associates‌ ‌‌such‌ ‌sums‌ ‌may‌ ‌be‌ ‌due‌ ‌and‌ ‌owing‌ ‌this‌ ‌Office‌ ‌for‌ ‌services‌ ‌rendered‌ ‌me,‌ ‌both‌ ‌by‌‌ 
reason‌ ‌of‌ ‌accident‌ ‌or‌ ‌illness,‌ ‌and‌ ‌by‌ ‌reasons‌ ‌of‌ ‌any‌ ‌other‌ ‌bills‌ ‌that‌ ‌are‌ ‌due‌ ‌this‌ ‌Office,‌ ‌and‌ ‌to‌ ‌withhold‌‌ 
such‌ ‌a‌ ‌sums‌ ‌from‌ ‌any‌ ‌disability‌ ‌benefits,‌ ‌medical‌ ‌payment‌ ‌benefits,‌ ‌no-fault‌ ‌benefits,‌ ‌health‌ ‌and‌ ‌accident‌‌ 
benefits,‌ ‌Worker’s‌ ‌Compensation‌ ‌benefits,‌ ‌or‌ ‌any‌ ‌other‌ ‌insurance‌ ‌benefits‌ ‌obligated‌ ‌to‌ ‌reimburse‌ ‌me‌ ‌or‌‌ 
from‌ ‌any‌ ‌settlement,‌ ‌judgment‌ ‌or‌ ‌verdict‌ ‌on‌ ‌behalf‌ ‌as‌ ‌may‌ ‌be‌ ‌necessary‌ ‌to‌ ‌adequately‌ ‌protect‌ ‌said‌‌ 
Office.‌ ‌I‌ ‌hereby‌ ‌further‌ ‌give‌ ‌lien‌ ‌to‌ ‌said‌ ‌Office‌ ‌against‌ ‌any‌ ‌and‌ ‌all‌ ‌insurance‌ ‌benefits‌ ‌named‌ ‌herein‌ ‌and‌‌ 
any‌ ‌and‌ ‌all‌ ‌proceeds‌ ‌of‌ ‌any‌ ‌settlement,‌ ‌judgment‌ ‌or‌ ‌verdict‌ ‌which‌ ‌may‌ ‌be‌ ‌paid‌ ‌to‌ ‌me‌ ‌as‌ ‌a‌ ‌result‌ ‌of‌ ‌the‌‌ 
injuries‌ ‌or‌ ‌illness‌ ‌for‌ ‌which‌ ‌I‌ ‌have‌ ‌been‌ ‌treated‌ ‌by‌ ‌said‌ ‌office.‌ ‌This‌ ‌is‌ ‌to‌ ‌act‌ ‌as‌ ‌an‌ ‌assignment‌ ‌of‌ ‌my‌ ‌rights‌‌ 
and‌ ‌benefits‌ ‌to‌ ‌the‌ ‌extent‌ ‌of‌ ‌the‌ ‌Office's‌ ‌services‌ ‌provided.‌ ‌ 
‌ 

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

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

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

I‌ ‌further‌ ‌understand‌ ‌and‌ ‌agree‌ ‌that‌ ‌if‌ ‌this‌ ‌Office‌ ‌must‌ ‌take‌ ‌any‌ ‌action‌ ‌to‌ ‌collect‌ ‌an‌ ‌outstanding‌ ‌balance‌ ‌on‌‌ 
my‌ ‌account,‌ ‌I‌ ‌will‌ ‌be‌ ‌responsible‌ ‌for‌ ‌payment‌ ‌of‌ ‌and‌ ‌will‌ ‌reimburse‌ ‌the‌ ‌Office‌ ‌for‌ ‌all‌ ‌costs‌ ‌of‌ ‌such‌‌ 
collection‌ ‌efforts,‌ ‌including‌ ‌but‌ ‌not‌ ‌limited‌ ‌to‌ ‌all‌ ‌court‌ ‌costs‌ ‌and‌ ‌attorney‌ ‌fees.‌ ‌ 
‌ 

Signed_____________________________________________Date:_____________________________‌ ‌ 
‌ 

Witness:____________________________________________Date:____________________________‌ ‌ 

mailto:drgnadeau@gmail.com


Dr. Gerald A.Nadeau - Dr. Robert G. Nadeau - Dr. Daniel R. Nadeau

336 Center St., Auburn, ME 04210 ~ T: (207) 777-1104 F: (207) 777-7354 ~ office@nadeauchiro.com

NOTICE TO PATIENT
We are required to provide you with a copy of our Notice of Privacy Practices, which states
how we may use and/or disclose your health information. Please sign this form to
acknowledge receipt of the Notice.

Patient Name:_________________________ Date of Birth:__________________________

Address:__________________________________________________________________

Home Phone:________________ Cell Phone:_____________ Work Phone:_____________

Email Address:_____________________________________________________________

I,________________________________________ authorize Nadeau Chiropractic
Associates to discuss Information pertaining to my appointments, treatments, financial
matters and In case of an Emergency to:

Name: _____________________________________________

Phone Number: ______________________________________

I acknowledge that I have received and had the opportunity to review the Notice of Privacy
Practices on the date below on behalf of Nadeau Chiropractic Associates. I understand that
this information can and will be used to: Conduct, plan and direct my treatment and follow up
among the healthcare providers who may be directly and indirectly involved in providing my
treatment. Obtain payment from third party payers.Conduct normal healthcare operations
such as quality assessments and accreditation.

I understand that the notice describes the uses and disclosures of my protected health
information by Nadeau Chiropractic Associates and informs me of my rights with
respect to my protected health information.

______________________________________​  _________________________

Patient’s Signature or legal Representative ​ Today’s Date

______________________________________​  ________________________

Print Name of Patients Representative ​ Legal Representative Relationship
FOR OFFICE USE

We have made every effort to obtain written acknowledgement of receipt of out Notice of Privacy from this patient but it could not be obtained because:

___ The patient refused to sign ___ Due to emergency situation it was not possible to obtain an acknowledgement ___Communication barriers 
prohibited obtaining the acknowledgement



 

PATIENT FINANCIAL RESPONSIBILITY AGREEMENT 

PATIENT INFORMATION 
Name: ______________________________________________________ DOB: __________________________________ 

Address: _____________________________________________________________________________________________ 

Phone: ______________________________ Email: _________________________________________________________ 

INSURANCE INFORMATION 
Primary Insurance:___________________________________________________Policy #: ___________________________ 

Group #: ______________________________________________________ 

Secondary Insurance (if applicable): _______________________________________________________________________ 

Policy #: ______________________________________________ Group #: ______________________________________ 

TERMS AND CONDITIONS 

By signing this document (signature on Page 2), I, the patient or legal representative, acknowledge and agree: 

1.​ Insurance Coverage & Verification​
Insurance billing is a courtesy. Verification of benefits is not a guarantee of payment. Coverage determinations are 
made solely by the insurance carrier, and I am financially responsible for all charges regardless of quoted benefits or 
estimates. 

2.​ Non-Covered Services​
I am responsible for all services not covered by my insurance plan. 

3.​ Insurance Denials or Delays​
If my insurance carrier denies, reduces, or delays payment, I am responsible for the remaining balance. 

4.​ Payment Terms​
Co-payments, deductibles, co-insurance, and non-covered charges are due at the time of service or within 30 days 
of the billing statement date. 

5.​ Assignment of Benefits​
I assign all applicable medical and insurance benefits payable for services rendered to Nadeau Chiropractic 
Associates. 

6.​ Collections​
Unpaid balances may be sent to a collection agency. I agree to be responsible for reasonable collection costs, 
including collection agency fees, attorney fees, and court costs, as permitted by law. 

7.​ Returned or Failed Payments​
A fee may be charged for returned checks or failed electronic payments, as permitted by law. 

8.​ Emergency After-Hours Fee​
By requesting and receiving care outside normal office hours (evenings, weekends, or holidays), I agree to an 
Emergency After-Hours Fee of $40.00, due at the time of service, payable in cash. This fee is separate from 
professional service charges and is not billable to insurance. 

AUTHORIZATION (Insurance Processing) 

I authorize the release of necessary medical information for insurance processing and authorize payment of insurance benefits 
directly to the office. 

Nadeau Chiropractic Associates​
336 Center St., Auburn, ME 04210​
T: (207) 777-1104 F: (207) 777-7354 office@nadeauchiro.com 



NOTICE OF PRIVACY PRACTICES – ACKNOWLEDGEMENT 
I acknowledge that I have received and had the opportunity to review the Notice of Privacy Practices for Nadeau 
Chiropractic Associates. I understand my protected health information may be used and disclosed for: 

●​ Treatment coordination and management 
●​ Payment activities and billing 
●​ Healthcare operations (e.g., quality assessment, accreditation) 

 

AUTHORIZATION TO DISCUSS INFORMATION (Optional) 
☐ I DO NOT authorize Nadeau Chiropractic Associates to discuss my appointments, treatment, or financial matters with 
anyone other than myself. 

☐ I DO authorize Nadeau Chiropractic Associates to discuss my appointments, treatment, and financial matters, and in the 
event of an emergency, with: 

Name: _____________________________________________________________________​

Phone: _____________________________________________________________________ 

 

SINGLE SIGNATURE FOR ENTIRE DOCUMENT (PAGES 1–2) 
By signing below, I confirm that I have read, understand, and agree to all terms and authorizations in this document, 
including the Patient Financial Responsibility Agreement (Page 1), the Emergency After-Hours Fee, the Authorization 
for Insurance Processing, and the Notice of Privacy Practices acknowledgement (Page 2). This signature applies to both 
pages. 

Signature: ____________________________________________________________ Date: _________________________​

Printed Name: _______________________________________________________________________________________​

Relationship to Patient (if applicable): ___________________________________________________________________ 

 

FOR OFFICE USE ONLY 

We made a good-faith effort to obtain acknowledgement, but it could not be obtained because:​
☐ Patient refused to sign​
☐ Emergency situation prevented acknowledgement​
☐ Communication barriers prevented acknowledgement 
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