| CHIROPRACTIC REGISTRATION & HISTORY
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Who is responsible for this account?

Relationship to Patient

Insurance Co.

Middle Initial

Group #

[1No

Is patient covered by additional insurance? [ Yes

Subscribers Name

Birthdate SS#

Address

Date
SS/HIC/Patient ID #
Patient Name

Last Name

First Name
City
State Zip
E-mail
Sex M [F Age
Birthdate

[ Widowed [0 single

1 Minor

Relationship to Patient

Insurance Co,

Group #

ASSIGNMENT AND RELEASE
| certify that |, and/or my dependent(s},

have insurance coverage with

and assign directly to

I may we thank for referring you?

[ married

(| Separated [] Divorced [ Partnered for years Name of Insurance Companyjies)

Occupation Dr._ all insurance benefits, if any,
otherwise payable to me for services rendered. | understand that | am fi inancially

Patient Employer/School responsible for all charges whether or not paid by insurance, | authorize the use of
my signature on all insurance submissions.

Employer/School Address
The above-named doctor may use my health care information and may disclose
such infarmation to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining irisurance benefits

Employer/School Phone (| or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below,

Spouse’s Name

Birthdate Signature of Patient, Parent, Guardian or Personal Representative

SS#
Please print name of Patient, Parent, Guardian or Personal Representative
Spouses Employer
Date Relationship to Patient B

PHONE NUMBERS ACCIDENT INFORMATION

Home Phone | ) Cell Phone | ) Is condition due to an accident? []Yes []No Date

Best time and place to reach you Type of accident [JAuto [JWork [JHome []Other

IN CASE OF EMERGENCY, CONTACT To whom have you made a report of your accident?

Name Relationship L] Auto Insurance  [] Employer [ ] Worker Comp. []Other

Home Phone | ) Work Phone { | Attorney Name (if applicable}

PATIENT CONDITIOR

Reason for Visit

When did your symptoms appear? }:5

Is this condition getting progressively worse? []Yes [ ]No [JUnknown

Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

Type of pain: [] Sharp ] Duli [0 Throbbing [ Numbness  [JAching  [] Shooting i_‘\' 1 b in)
(JBurning [ Tingling [ Cramps [] stiffness [ Swelling  [] Other

How often do you have this pain?

Is it constant or does it come and go?

Does it interfere with your [] Work [} Sieep [ Daily Routine  [] Recreation . \ .

|

Activities or movements that are painful to perform [] Sitting [ Standing [ Walking [] Bending [] Lying Down
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HEAITH HISTORY

What treatment have you already received for your condition? [] Medications

[} Surgery  [] Physical Therapy
[J Chiropractic Services® [ ] None [C] Other o _ o
Name and address of other doctor(s) who have treated you for yo;w condition
Date of Last:  Physicar EXam Spinat X-Ray Rinnd Test
Spinal Exarm Chest X-Ray Urine Test -
Dental X-Ray — MRI, CT-Scan, Bone Scan

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

AIDS/HIV {dYes [JNo Diabetes [JYes [1No Liver Disease [JYes [ONo Rheumatic Fever  []Yes []No
Alcoholism ClYes [JNo  Emphysema [JYes [INo Measles [OYes [JNo  Scarlet Fever [1Yes [INo
Allergy Shots [OYes [INo Epilepsy [1Yes [[JNo Migraine Headaches [JYes [1No  Sexually
Anemia [dYes [JNo Fractures [JYes [JNo Miscarriage [JYes [JNo TDriir;sarsr:tted [Yes []No
Anorecxia [1Yes [JNo Glaucoma [dYes [(JNo  Moanonucleosis [1Yes [INo Stroke [JYes []No
Appendicitis [OYes [(JNo  Goiter [OJYes [INo  Multiple Sclerosis  []Yes []No Suicide Attempt [JYes []No
Arthritis [lYes [JNo Gonorrhea [dYes [JNo Mumps [JYes [INo Thyroid Problems [ Yes [ No
Asthma [dyes [(JNo Gout [JYes [[JNo  Osteoporosis (dYes [No Tonsilitis OYes []No
Bleeding Disorders []Yes []No  Heart Disease [JYes [[INo Pacemaker 1Yes []No Tuberculosis [IYes []No
Breast Lump [JYes [JNo Hepatitis [JYes [[INo  Parkinsons Disease []Yes []No Tumors, Growths [ Yes [J No
Bronchitis [lYes [JNo Hernia [JYes [INo Pinched Nerve [1Yes [INo Typhoid Fever [JYes []No
Bulimia [JYes [[JNo Herniated Disk OYes [(JNo Pneumonia [1Yes [JNo Ulcers [JYes []No
Cancer [dYes [[JNo Herpes [lYes [JNo Polio [JYes [INo Vaginal Infections  [J Yes []No
Cataracts [JYes []No HFi)?:s SBJ?eod et Prostate Problem [JYes [1No Whooping Cough [ Yes [J No
Chemical Prosthesis [OdYes [ No Other

Dependency [JYes [(1No High Cholesterol [dYes [ No Psychiatric Care CJYes [JNo
Chicken Pox [JYes [JNo Kidney Disease (Yes [No Rheumatoid Arthritis [ Yes [ No
EXERCISE WGRIK ACTIVITY HARITS
[ None {1 Sitting [] Smoking Packs/Day _
[J Moderate [] Standing [ Alcohol Drinks/Week
[ Daily [T Light Labor [[] Coffee/Caffeine Drinks Cups/Day
[] Heavy (] Heavy Labor (] High Stress Level Reason
Are you pregnant? []Yes []No Due Date

Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDRICATIONS ALLERGIES VITAMINS/HERBS/MINERALS __

Pharmacy Name

Pharmacy Phone |( }




s Chiropractic Manipulation
* Pro-Adjuster Technique

. Spinal Decompression (IDD Therapy)
. Physical Therapy
¢ Massage Therapy

Comé} tone B Manipula’cion Under Anésthesia (MUA)
Chiropractic & Rgla]oi]itation * Active Release Technique (ART)

7 Nev{rarlz—Pompton Turnpilze

Riverdale, NJ 07457
Office: 973-831-1100
Fax: 973-831-6622

“Building the Foundation to A Healtlly Spine”

Insurance Update

Please be advised that this office and its agents make no assurances, inferences, nor
guarantees regarding your insurance coverage. Although we may participate with an
insurance carrier, it is simply impossible for this office to be aware of, nor versed in, each
particular plan’s coverage, as there are a multitude of insurance plans and coverage
particulars.

Our office will do its best to provide you with the necessary information (such as
diagnosis and treatment codes); however it is incumbent upon you, the patient, to verify
any insurance coverage regarding treatment in our office. It is your insurance coverage
and therefore your responsibility to ascertain benefits.

Certainly our staff will make every effort to assist with the insurance questions. Each
plan is different and the contract negotiated by your employer may contain restrictions
that others do not. You are responsible to know these restrictions.

I hereby authorize and guarantee payment for all services rendered. Although fees for
services are due and payment is expected at the time services are rendered, if I have been
granted a grace period for payment of fees, I acknowledge that payment is due and
expected at the time the billing statement is received.

In the event that my account becomes delinquent for more than 30 days, I agree to pay all
reasonable collections costs not to exceed 50%, court costs, attorney fees and interest
fees accrued with the collection of this account.

Date Signature of Patient or Guardian

Print Name



Assignment of Benefits Form

Practice Name _ Comerstone Chirapractic & Relabilitation )
Address 7 Newark Pompton Tpke

City, State, Zip Riverdale NJ 07457

Phone 973-831-1100

Date

Patient:

Employer:_ _—

Claim Group:_ § -

SSH# 7 ID#:

I hereby instruct and direct Insurance Company to pay by check made out and mailed to:

Cornerstone Chiropractic & Rehabilitation 7 Newark Pompton Tpke. Riverdale NJ 07457

or
If my current policy prohibits direct payment to doctor, I hereby also instruct and direct you to make out the check
to me and mail it as follows:

Cornerstone Chiropractic & Rehabilitation 7 Newark Pompton Tpke. Riverdale NJ 07457

for the professional or medical expense benefits allowable, and otherwise payable to me under my current insurance
policy as payment toward the total charges for the 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 T have agreed 1o pay, in a current manner, any balance of said
professional service charges over and above this insurance payment. If payment is mailed directly to me I will bring
in the check and explanation of benefits within 1 week of receipt.

A photocopy 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 this case.

I authorize doctor to initiate a complaint to the Insurance Commissioner or my health care provider for any reason
on my behalf.

Dated at this day of .20

Signature of Policyholder

Signature of Claimant, if other that Policyholder.

© 2007 Precision Billing, LLC
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Building the Foundation to A Healthy Spine”

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TOUS.

OUR LEGAL DUTY

We are required by applicable federal and state iaw to maintain the privacy of your health information. We are also required to give you this Notice
about our privacy practices, our legat duties and your rights concerning your health information. We must foflow the privacy practices that are
described in this Notice while it is in effect. This Notice takes effect April 14, 2003 and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable
law. We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all health information that we
maintain, including health information we created or received before we made the changes. Before we make a significant change in our privacy
practices, we will change this Notice and make it available upon request.

You may request a copy of our Notice at any fime. For more information about our privacy practices, or for additional copies of this Notice, please
contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATICN

We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use or disclose your health information in connection with our healthcare operations. Healthcare operations
include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating
practitioner and provider performance, conduct training programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you may give us written
authorization to use your health information or to disclosg it to anyone for any purpose. If you give us authorization, you may revoke it in writing at
any time. Your revocation will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us a written
authorization, we cannot use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of this Notice. We may
disclose your health information to a family member, friend or other person to that extent necessary to help you with your healthcare or with
payments for your healthcare, but only if you agree that we may do so.

Persons Involved In Care: We may use or disclose your health information to nolify, or assist in the notification of (including identifying or locating)
a family member, your personal representative or another person responsible for your care, of your location, your general condition, or death. If you
are present, then prior to use or disclosure of your health information, we will provide you with an opportunity to object to such uses or disclosures.
In the event of your incapacity or emergency circumstances, we will disclose health information based on a determination using our professional
judgement disclosing only health information that is directly relevant to the person's involvement in your healthcare.

Marketing Health-Related Services: We will not use your heaith information for marketing communications without your written authorization.

- Abuse or Neglect: We may disclose your heatth information to appropriate authorities if we reasonably believe that you are a possible victim of
abuse, negiect, or domestic violence or the possible victim of other crimes. We may disclose your health information to the extent ne\,essary fo avert
a serious threat to your health or safety or the health or safety of others.

- National Security: We may disclose to military authorities the health information of Armed Forces personnet under certain circumstances. We may
disclose to authorized federal officials health information required for lawful intelligence, counterintelligence, and other national security activities.
We may disclose to correctional institutions or law enforcement officials having lawful custody of protected health information of inmate or patient
under certain circumstances.
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“Open Adjustment” Disclosure: This office utilizes an “apen adjustment” enviranment for ongoing patient care. “Open adjusting’
mvolves several patients being seen in the same adjusting room at the same time. Patients are within sight of one another and some angoing
routine detarls of care dre discussed within earshot of other patients and staff. This environment is used for ongoing care and this is NOT the
environment used to taking patient histories, providing examinations or presenting reports of findings. These procedures are completed in g
private, confidential setting. The use of this formal is intended to make your experience with our office more efficient and productive as well
as to enhance your access (o quality health care and health information. 1f you choose not to be adjusted in an open adjusting environment
other arrangements will be made for you. If at any time you desire a private consultation on a routine visiL, arrangements will be made (o
accommodale your request.

Incidental Disclosures: We may use and disclose your health information (o provide you with:

1. appointment reminders (such as voicemail, postcards, e-mail, or letters) 4. referral Thank You board acknowledgements

2. Newsletters via e-mail and/or mail 5. patient pictures

3. patient success stories 6. record of visit on our sign-in sheet
PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may fequest that we provide
photocopies. You must make a request in writin £ to obtain access to your health information. You may obtain a form to request access by
using the contact information listed at the top of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and
staff time. You may also request access by sending us a letter to the address at the top of this Notice. If you request copies, we will charge
you $0.25 for each page, $30.00 per hours for staff time to locate and copy your health information, and postage if you want the copies
mailed to you. If you request an alternative format we will charge a cost-based fee for providing health information in that format. Ifyou
prefer, we will prepare a summary or an explanation of your health information for a fee. Contact us using the information listed at the top
of this Notice for a full explanation of our fee structure.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health
information for purposes other than treatment, payment, healtheare operations, and certain other activities, for the last 6 years, but not before
April 14, 2003. If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for

responding to these additional requests.

Restriction: You have the right to request we place additional restrictions on our use or disclosure of your health information. (You must
make your request in writing.) Your care is in no way conditional to your acceptance of our Privacy Practices. We are not required to agree
to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).

Alternative Conununication: You have the right to request that we communicate with you about your health information by alternative
means or to alternative locations. (You must make your request in writing.) Your request must specily the alternative means and/or location,
and provide satisfaclory explanation how payments will be handled under the alternative means and/or location You request.

Amendment: You have the right to request that we amend your health information. (You must make your request in writing and it must
sxplain why the information should be amended.) We may deny your request under certain circumstances.

Llectronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this Notice in written
‘orm.

JUESTIONS AND COMPLAINTS
1 you want more information about our Privacy Practices or have questions or concerns, please contact us,

{ you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health
nformation or in response to a request you made to amend or restrict the use or disclosure of your health information or to have us
ommunicate with you by alternative means or at alternative locations, you may complain to use using the contact information at the top of
his Notice. You also may submit a written complaint to the U.S. Department of Health and Human Services. We will provide you with the
ddress to file your complaint with the U.S. Department of Health and Human Services upon request.

Ve support your right to privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us or
7ith the U.S. Department of Health and Human Services.

his Notice is effective as of April 14, 2003. My signature acknowledges that I have received a copy of this Notice.

Ia_mapn’—nted please) Signature Date

" you are a minor, or if you are being represented by another party

ersonal Répresentative (printed please) Personal Repr—eéentative Signature  Date




