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803 North 2nd Street, Hamilton, MT 59840
406-363-2111, Fax 406-363-0836

PATIENT INFORMATION
PATIENT NAME
Last Name ________________________________ First Name __________________________ Middle _______________________
Gender:  M F        Date of Birth ____ / ____ / ____        Age ______      SS# _______________________________________________
Home Address ______________________________________ Mailing Address __________________________________________
City _______________________________________________ State _____________________ Zip__________________________
Home Phone ________________________________________ Cell Phone ______________________________________________
Email _____________________________________________________________________________________________________
Employer Name _____________________________________ Phone __________________________________________________
Employer Address ___________________________________________________________________________________________
City _______________________________________________ State _____________________ Zip__________________________
SPOUSE OR GUARDIAN
Last Name ________________________________ First Name __________________________ Middle _______________________ Employer Name _____________________________________ Phone   _________________________________________________
Date of Birth ____ / ____ / ____         SS# __________________________________________
EMERGENCY   Name and address of nearest relative or friend not living with you.
Last Name ________________________________ First Name __________________________ Middle ______________________
Home Phone ________________________ Cell Phone _________________________ Work Phone _________________________
Relation to Patient __________________________________________________________________________________________
HOW DID YOU HEAR ABOUT OUR OFFICE? ___________________________________________________________________

MY CERTIFICATION
I certify that the above information is correct, and I request services.   
x _____________________________________________________________________ 	 ___________________________
    Signature of patient or person acting on patient’s behalf 	      Date

MY PRIVACY
I have received a copy of the Notice of Privacy Practices.  I understand that I have certain rights to privacy regarding my protected health information.  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.
x _____________________________________________________________________ 	 ___________________________
    Signature of patient or person acting on patient’s behalf 	      Date


MEDICAL AND HEALTH HISTORY
Date ________________ Patient Name _____________________________________________ Date of Birth _______________________________

Main Problem
What pain causes you to come to the office? ____________________________________________________________________________________
What caused this pain? _____________________________________________________________________________________________________
When did this pain start? ________________________________________________ How long does this pain last? ____________________________ 
How bad is this pain? (Circle one - 1= mild pain - 10= intense pain) 	1   2   3   4   5   6   7   8   9   10 
Circle the word or words that best describe the pain:
	 	Cramping,     Aching,     Dull,    Sharp,    Shooting,    Bright,    Diffuse, 
	 	Lightening like,    Throbbing,    Nagging,    Burning Deep,    Stinging,    Pressure like
How often does the pain occur? (Circle one)    Occasional,   Frequent,   Constant 
Does this pain travel to any other area? ________________________________________________________________________________________
 What makes this pain better? ________________________________________________________________________________________________
What makes this pain worse? ________________________________________________________________________________________________
What else have you done to treat this pain? _____________________________________________________________________________________

Other Problem
What other pain do you have?  _______________________________________________________________________________________________ 
What caused this pain?   ____________________________________________________________________________________________________
When did this pain start? ________________________________________ How long does this pain last?  ___________________________________ 
How bad is this pain? (Circle one - 1= mild pain - 10= intense pain) 	1   2   3   4   5   6   7   8   9   10 
Circle the word or words that best describe the pain:
	 	Cramping,    Aching,    Dull,    Sharp,    Shooting,    Bright,    Diffuse, 
	 	Lightening like,   Throbbing,    Nagging,    Burning Deep,    Stinging,    Pressure like
How often does the pain occur? (Circle one)   Occasional,   Frequent,   Constant
Does this pain travel to any other area? ________________________________________________________________________________________
What makes this pain better?  ________________________________________________________________________________________________
What makes this pain worse? ________________________________________________________________________________________________
What else have you done to treat this pain? ______________________________________________________________________________________
Other History
Do you smoke? 	 Yes 	 No 	If yes, how many per day? ___________________________________________________________________ 
Do you drink? 	 Yes 	 No 	If yes, how much? __________________________________________________________________________
Do you exercise regularly?  Yes     No If yes, how often?  ____________________________________________________________________________
Are you pregnant?  Yes    No    Date of last physical exam ___________________________________________________________________________
 Are you employed?  Yes   No   Where? __________________________________________________________________________________________
How is your overall health? ___________________________________________________________________________________________________ 
List past illnesses: ___________________________________________________________________________________________________________
Current Vaccinations: ________________________________________________________________________________________________________

Surgeries / Hospitalizations / Injuries                                                  Medications 	                         Purpose 
_______________________________________________________  ______________________  __________________________________________
_______________________________________________________  ______________________  __________________________________________
_______________________________________________________  ______________________  __________________________________________ _______________________________________________________  ______________________  __________________________________________

PATIENT FINANCIAL RESPONSIBILITY


This office will provide insurance billing services for you, if you so desire, as a courtesy.  Remember that you are ultimately responsible for any charges incurred in this office.  It is your legal responsibility to pay any deductible amount, co-insurance, and or any other balances not paid by your insurance carrier.  Your signature on this document indicates that you agree to pay for any outstanding charges incurred in this office.

Patients with a deductible:
You can pay our regular fee schedule and we will bill insurance for you.  This notifies the insurance company that your deductible should be reduced by what you pay on each visit.  If your deductible is met, your plan will most likely switch to a co-pay status.

I Understand that in the event any unpaid balance is placed for collections with any third-party collection agency, a fee of 50% of the unpaid balance will be added to the total amount due. This amount shall be in addition to any other cost incurred directly or indirectly to collect amounts owed under this agreement such as court costs, attorney fees, late fees, and any other fees so stated elsewhere. The authorized fee of 50% and the additional costs and charges listed above represent the actual cost incurred by the Collection Bureau Service in Missoula, MT to collect amounts owed under this agreement and a corresponding decrease in expected revenue resulting from this signer’s failure to pay as specified in this agreement.

If your insurance denies payment for any reason, for any outstanding charges that are paid in full within 15 days of notice.

I authorize payment of insurance benefits directly to Roberts Family Chiropractic Center.  I also authorize the doctor to release all information necessary to communicate with personal physicians, other healthcare providers, collection agencies, and payers to secure the payment of benefits or inform them of concurrent treatment.  By signing below, I indicate that I have read, understand, and agree with the terms on this page.

__________________________________________________                      ___________________
Signature of responsible party (Parent of Legal Guardian).                                              Date

Good Faith Service Fee’s Estimate

We are delighted you have chosen us for your Chiropractic care and thank you for having confidence in our office. 
 
Our policy concerning cash accounts is as follows. You must pay on the day of the service and keep your account current unless other arrangements have been made with Dr. Gilbert Roberts & Dr. Elizabeth Roberts.
 
Our office fees are as follows: 
		
		Exam fee: 	       $60.00 to $300.00 (based on complexity)
		Cervical x-rays:        $130.00
		Lumbar x-rays:         $90.00 
		Adjustment:              $48.00
 		Co-pay is due at the time of service.
 
We are thankful you have chosen us for your Chiropractic needs for you and your family. 
 
Dr. Roberts, Dr. Elizabeth, Teresa & Ashley


Patient Signature: ____________________________________ Date: ________________


INFORMED CONSENT FOR CHIROPRACTIC TREATMENT

Roberts Family Chiropractic Center:

I hereby request and consent to the performance of chiropractic treatments (also known as chiropractic adjustments or chiropractic manipulative treatments) and any other associated procedures: physical examination, tests, diagnostic x-rays, physiotherapy, physical medicine, physical therapy procedures, etc. on me by the Doctor of Chiropractic named above and/or other assistants and/or licensed practitioners.

I do not expect the doctor to be able to anticipate all risks and complications, and I wish to rely upon the doctor to exercise judgment during the course of the procedure(s) which the doctor feels at the time, based upon the facts then known, that are in my best interest.

I have had an opportunity to discuss the nature, purpose and risks of chiropractic treatments and other recommended procedures. I have had my questions answered to my satisfaction.  I also understand that specific results are not guaranteed.

I have read (or have had read to me) the above explanation of the chiropractic treatments. I state that I have been informed and weighed the risks involved in chiropractic treatment at this health care office.  I have decided that it is in my best interest to receive chiropractic treatment.  I hereby give my consent to that treatment.  I intend for this consent to cover the entire course of treatment for my present condition(s) and for any future conditions(s) for which I seek treatment.

Sign only after you understand and agree to the above.

___________________________________________
Printed name of Patient 
x__________________________________________	_________________
  Signature of Patient	Date
x__________________________________________	_________________
  Signature of Representative 	Date
  (if patient is a minor or is handicapped) 
MEDICAL APPOINTMENT CANCELLATION/NO SHOW POLICY
Thank you for trusting your medical care to Roberts Family Chiropractic Center. When you schedule an appointment with Roberts Family Chiropractic Center, we set aside enough time to provide you with the highest quality care. Should you need to cancel or reschedule an appointment please contact our office as soon as possible, and no later than 24 hours prior to your scheduled appointment. This gives us time to schedule other patients who may be waiting for an appointment. Please see our Appointment Cancellation/No Show Policy below: 
· An established patient who fails to show or cancels/reschedules an appointment and has not contacted our office with at least 24 hours’ notice, will be considered a No Show and charged a $25.00 fee.  
· The fee is charged to the patient, not the insurance company, and is due at the time of the patient’s next office visit. If they don’t have an office visit within 30 days, a statement will be mailed.
· Weekend and after hour office fee will be $60.00.
We understand there may be times when an unforeseen emergency occurs, and you may not be able to keep your scheduled appointment. If you should experience extenuating circumstances, please contact our office as soon as possible. You may contact our office at 406-363-2111, 24 hours a day, 7 days a week. If it is past office hours you may leave us a voicemail
I have read and understand the Medical Appointment Cancellation/No Show Policy and agree to its terms.
 
Patient Signature ________________________________________________   Date   			                  
Find Health Through Chiropractic


 HIPAA Right of Access Form for Family Member/Friend
 

I, _________________________________, direct my health care and medical services providers and payers to disclose and release my protected health information described below to: 

 
Name: _______________________________   Relationship: _____________________________ 

Contact information: 
______________________________________________________________________________
_______________________________________________________________________________ 

Health Information to be disclosed upon the request of the person named above – 
(Circle either A or B): 
A. Disclose my complete health record (including but not limited to diagnoses, lab tests, prognosis, treatment, and billing, for all conditions) OR 
B. Disclose my health record, as above, BUT do not disclose the following (circle as appropriate): 
-Mental health records 
-Communicable diseases (including HIV and AIDS) 
-Alcohol/drug abuse treatment 
-Other (please specify): 
 
Form of Disclosure (unless another format is mutually agreed upon between my provider and designee):
-An electronic record or access through an online portal 
-Hard copy 
 
 
____________________________________________			  ____________________
_____________________________________________                                _____________________ 
Name of the Individual Giving this Authorization                                  	 Date of birth 
 
 
 ____________________________________________			  _____________________
_____________________________________________                                 _____________________ 
Signature of the Individual Giving this Authorization                                      Date 
 

Note: HIPAA Authority for Right of Access: 45 C.F.R.
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