JAMES A. DIMATTIA, D.C., P.C.
TERMS OF ACCEPTANCE

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working towards the same objective.

Chiropractic has only one goal. It is important that each patient understand both the objective and the method that will be used to attain it. This will prevent any confusion or disappointment.

Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine.

Health: A state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity. 

Vertebral Subluxation: A misalignment of one or more of the 24 vertebrae in the spinal column which causes alteration of nerve function, resulting in a lessening of the body’s ability to express its maximum health potential.

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation. However, if during the course of a chiropractic spinal examination, we encounter non-chiropractic or unusual findings, we will advise you. If you desire advice, diagnosis or treatment for those findings, we will recommend that you seek the services of a health care provider who specializes in that area.

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment prescribed by others. OUR ONLY PRACTICE OBJECTIVE is to eliminate a major interference to the expression of the body’s wisdom. Our only method is specific spinal adjusting to correct vertebral subluxations.

I, _________________________, have read and fully understand the above statements.


         (Print name)

All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my complete satisfaction.

I therefore accept chiropractic care on this basis. ______________________   _________

                                                                                             (Signature)                                  (Date)

JAMES A. DIMATTIA, D.C., P.C. 11 GORDON AVE. 1ST FLOOR LAWRENCEVILLE NJ 08648

REGISTRATION
Please Print

Date__________
Patient Name___________________________________________

Address_________________________________________________________________

City________________________
State_____________
Zip_____________________

Home Phone (    ) __________Work Phone (    ) _____________Cell Phone (   ) _______

Date of Birth ____/____/____ 
Sex M  F
Single Married Separated Divorced

Responsible Party if a Minor __________________

Employer___________________________

Occupation ____________________

Referred by _________________________ your email ___________________________
Emergency Contact _____________________
Phone (    ) ____________________

Subscriber Name _______________________
Relation to Patient ______________

Subscriber Employer _____________________   

Subscriber Date of Birth ____/____/____   Subscriber Primary Insurance _____________

Subscriber Policy # _____________________
Group # ______________________

Please describe your current health problem or major complaint area.

________________________________________________________________________

________________________________________________________________________

How long have you had this complaint? _______________________________________

Please describe the complaint. _______________________________________________

Has it interfered with daily activity, such as work __ home __ emotions __ sleep __?  


Other ____________________________________________________________

What makes it worse? _____________________________________________________

What makes it better? ______________________________________________________

How would you rate the intensity of your complaint? (1-10) _____________

How often is your complaint present? _______________________________

Tobacco use:
Past
Present 
Occasional
Moderate
Heavy

Alcohol use:
Past
Present 
Occasional
Moderate
Heavy

Caffeine use:
Past
Present 
Occasional
Moderate
Heavy

Pregnancy:
Past
Present

Surgical Procedures:
Past
Present

Please List: __________________________

Headaches:
Past
Present

Dizziness:
Past
Present

Stroke:

Past
Present

High Blood Pressure:
Past
Present

Jaw Pain: 
Past
Present

Swelling/Stiffness of Joints:
Past
Present

Do you exercise? Yes
No
If yes, explain____________________________________

What is your stress level?
None
Minimal
Moderate
Severe

Please Read the following carefully and Sign where indicated:

Release & Assignment
I, the undersigned, hereby authorize the release of all information necessary to secure the payment of benefits submitted for services rendered by my physician/provider on behalf of myself and/or dependants. I further expressly agree and acknowledge that my signature on this document authorizes my physician/provider to submit claims for benefits for any services rendered without obtaining my signature on each and every claim form, and that I will be bound by this signature as though the undersigned had personally signed the particular claim.

I, the undersigned, have coverage with the insurance companies as listed on the other side of this Registration form and assign directly James A. DiMattia, D.C., P.C. / James A. DiMattia, D.C. all claim benefits, if any, otherwise payable to me for services rendered. I acknowledge and understand that I am financially responsible for all charges incurred from the services rendered by my physician, whether or not paid by the insurance.

If my insurance company for any reason does not reimburse any portion of my account balance, I agree to cooperate and arrange prompt payment to clear my bill. I understand that payment is due upon receipt of my monthly statement. 

This Release & Assignment is effective for the period of 2010-2026.

X_____________________________________________

Patient or Legal Guardian Signature

If you have Medicare coverage, please also read the following carefully and sign below:

Medicare Authorization
I, the undersigned, request that payment of authorized Medicare benefits be made either to me or on my behalf to James A. DiMattia, D.C., P.C. / James A. DiMattia, D.C. for any services furnished me by that physician. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable to related services. I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim. If “other health insurance” is indicated in item #9 of the HCFA-1500 form, or elsewhere on other approved claim forms or electronically submitted claims, my signature authorizes releasing of the information to the insurer or agency shown. In Medicare assigned cases, the physician or supplier agrees to accept the charge determination of the Medicare carrier as the full charge and the patient is responsible for the deductible, co-insurance, and non-covered services. Co-insurance and the deductible are based upon the charge determination of the Medicare carrier.

This Medicare Authorization is effective for the period of 2010-2026.

X_____________________________________________

Patient Signature

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
JAMES A. DIMATTIA, D.C., P.C.

11 GORDON AVE.

1ST FLOOR

LAWRENCEVILLE, NJ 08648
I understand, under Health Insurance Portability and Accountability Act (HIPAA), I have certain rights concerning my protected health information. I understand that this information can and will be used in the following manner:

· Plan, Conduct and Direct my treatment and follow-up among multiple healthcare providers who may be involved in my treatment directly or indirectly.

· Obtain payment for services provided.

· Conduct normal healthcare operations such as assessments and physician certifications.

I have received, read and understand the notice of Privacy Practices containing a more complete description of the uses and disclosures of my protected health information. I understand that this organization has the right to change it’s Notice Of Privacy Practices and that I may contact this practice at any time at the above address to obtain a current copy of the Notice Of Privacy Practices.

I understand that I may request in writing that you restrict how my protected health information is used or disclosed. I also understand practice is not required to agree to my requested restrictions but if practice agrees then practice is bound to abide to such restrictions.

Patient Name ____________________________________________________________

Relationship to Patient _____________________________________________________

Signature _______________________________________________________________

Date ___________________________________________________________________

OFFICE USE ONLY
Comments:

INFORMED CONSENT FORM
I have received information about my condition and proposed chiropractic treatment program, as well as alternative courses of care, the benefits, the risks, and the side effects of the treatment and the consequences of not having the proposed treatment.

I understand and am informed that, as in all healthcare, in the practice of chiropractic there are some rare risks to treatment, including but not limited to muscle strains and sprains, fractures, dislocations, disc injuries, strokes and death. I do not expect Dr. James A. DiMattia and the office, James A. DiMattia, D.C., P.C., to be able to anticipate or explain all risks and complications. I wish to rely on the doctor to exercise judgment during the course of the treatments, which at the time based upon the facts then known, is in my best interests.

Dr. James A. DiMattia and the office, James A. DiMattia, D.C., P.C., have responded to all of my requests for information about the proposed treatment. I have read, or have read to me, the above consent. I have also had the opportunity to ask questions about its content.

By signing below, I consent to chiropractic treatment.

Patient Name ______________________ Patient Signature _______________________

Parent ___________________________ Signature Parent ________________________

Witness Name _____________________ Signature Witness _______________________

James A. DiMattia, D.C., P.C. 11 Gordon Ave. 1st Floor Lawrenceville, NJ 08648

www.dimattiachiropractic.com
