CHIROPRACTIC REGISTRATION AND HISTORY

g PATIENT INFORMATION INSURANCE INFORMATION

Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
First i iti - .
st e Ml Is patient covered by additional insurance? OYes [ONo
Address
Subscriber's Name
E-mail
Birthdate SS#
City
Relationship to Patient
State Zip
Insurance Co.
Sex OM [OF Age
Group #
Birthdate
ASSIGNMENT AND RELEASE )
(1 Married [ Widowed [ Single ] Minor | certify that I, and/or my dependent(s), have insurance coverage with
i and assign directly to
[0 Separated [ Divorced [ Partnered for years Name of Insurance Company(ies)
Patient Employer/School Dr. all insurance benefits, if
Occupation any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
Employer/School Address the use of my signature on all insurance submissions.
The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
Spouse’s Name my current treatment plan is completed or one year from the date signed below.
Birthdate
Signature of Patient, Parent, Guardian or Personal Representative
SS#
Spouse’s Employer Please print name of Patient, Parent, Guardian or Personal Representative
Whom may we thank for referring you?
Date Relationship to Patient
PHONE NUMBERS ACCIDENT INFORMATION
Cell Phone ( ) Home Phone ( ) Is condition due to an accident? [] Yes [] No Date
Best time and place to reach you Type of accident []JAuto [JWork [(JHome [JOther
IN CASE OF R
CRSE OF EMERGENGY, CONTACT To whom have you made a report of your accident?
Name Relationship ] Auto Insurance [] Employer []Worker Comp. []Other
Home Phone ( ) Work Phone ( ) Attorney Name (if applicable)

PATIENT CONDITION

Reason for Visit

When did your symptoms appear? @
Is this condition getting progressively worse? [1Yes [JNo [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: (J Sharp (1 Dull [ Throbbing [ Numbness [ Aching [ Shooting
[JBurning [JTingling []Cramps [J Stiffness [J Swelling ([ Other

How often do you have this pain?

Is it constant or does it come and go?

Does it interfere with your (JWork [] Sleep [ Daily Routine  [] Recreation
Activities or movements that are painful to perform [J Sitting [ Standing [ Walking [ Bending [ Lying Down




@HEALTH HISTORY

What treatment have you already received for your condition? [] Medications
O Chiropractic Services [] None [] Other

[ Surgery

[ Physical Therapy

Name and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam 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 [OYes [JNo Diabetes [OYes [INo Liver Disease [OYes [ONo Rheumatic Fever [JYes []No
Alcoholism [OYes [JNo Emphysema OYes [ONo Measles [JYes [JNo  Scarlet Fever [JYes [JNo
Allergy Shots OYes [OJNo Epilepsy OYes [I1No  Migraine Headaches [JYes [JNo  Sexually
Anemia [COYes [ONo Ffractures OYes [JNo Miscarriage [lYes [1No Er;r;sar:;ned [JYes [JNo
Anorexia [OYes [JNo Glaucoma [OYes [JNo Mononucleosis [OYes [JNo Stroke [JYes []No
Appendicitis OYes [ONo Goiter [OYes CONo  Multiple Sclerosis []Yes []No Suicide Attempt CJYes [JNo
Arthritis (OYes [(ONo Gonorrhea [OYes (ONo Mumps [Yes [JNo Thyroid Problems []Yes [JNo
Asthma OYes ONo Gout OYes [ONo Osteoporosis [JYes [ No Tonsillitis OYes [JNo
Bleeding Disorders [JYes [JNo Heart Disease OYes [JNo Pacemaker [OYes [JNo Tuberculosis ClYes [JNo
Breast Lump [OYes [ONo Hepatitis [OYes CONo Parkinson's Disease []Yes []No Tumors, Growths  [JYes [J No
Bronchitis OYes [ONo Hernia OYes [ONo Pinched Nerve [JYes []No Typhoid Fever OYes [JNo
Bulimia [OYes [ONo Herniated Disk OYes (ONo Pneumonia [OYes [JNo Ulcers OYes [JNo
Cancer OYes ONo Herpes OYes [(ONo Polio [OYes []No Vaginal Infections [ Yes [JNo
Cataracts OYes [JNo High Blood Prostate Problem []Yes [] No .
Chemical I.Dressme UYes [INo Prosthesis [JYes [JNo ghhzt:plng Cough  [JYes [1No
oo D Do o D O e O Do
Rheumatoid Arthritis [] Yes [ No

EXERCISE WORK ACTIVITY HABITS
J None [ Sitting [ Smoking Packs/Day
[ Moderate [ Standing [ Alcohol Drinks/Week
[ Daily [ Light Labor [ Coffee/Caffeine Drinks Cups/Day
[0 Heavy [J Heavy Labor [ High Stress Level Reason
Are you pregnant? [JYes [] No Due Date
Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone (

)




? Patient Name

Date

1 Date of Accident

Please describe the accident in your own words:

Time of Accident

= [ Driver
[ Rear Passenger

Were you the:

[ Front Passenger

How many people were

[ Pedestrian in the accident vehicle?

; Road/Street Name

-~ City/State

Nearest intersection with road/street

Driving conditions [0 Dry 0 Wet [ lcy [ Other

% Which direction were you headed?
Speed you were traveling?

. 2

Make and model of vehicle you were in:

Were you wearing a seatbelt? OOYes [ No

-
, “? Was vehicle equipped with airbags? [JYes [1No
ros If yes, did it/they inflate properly? [Yes [ No

éf | Did your seat have a headrest? OYes [ONo
~#1  If yes, what was the position of the headrest?
] [ Low [J Midposition O High

If yes, what type? (JLap [J Shouider |

Did your car impact another vehicle? [JYes [ No

Did your car impact a structure? OYes O No

If yes, explain

Did any part of your body strike anything in the vehicle?

CYes CINo If yes, explain

Was impact from :
[ Front [0 Rear [ Left [JRight [ Other,

At the time of impact were you:

{1 Looking straight ahead [ Looking to the right

[ Looking to the left
[ Looking up

Were both hands on the steering wheel? [ Yes

O Looking down

] No

If no, which hand was on the wheel? [ Right [] Left

Was your foot on the brake? OYes

O No

If yes, which foot was on the brake? [J Right [ Left

Were you: [ Surprised by impact [ Braced for impact

TR S

Did the police come to the accident site? [] Yes

Were there any witnesses? OYes
Was a police report filed? O Yes
Was a traffic violation issued? [Yes

If yes, to whom?

JNo
O No
[ No
O No
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Were you unconscious immediately after the accident? [JYes [JNo If yes, for how long?

Please describe how you felt immediately after the accident:

Did you go to the hospital? [JYes [JNo

When did you go? [ Immediately after accident [J Next day [ 2 days or more after the accident
How did you get to the hospital? [0 Ambulance [ Private transportation ;
Name of hospital Name of doctor %
Diagnosis, N
£
Treatment received * ec i
| X-rays taken ;_‘

Have you been able to work since this injury? []Yes [] No How many work days have you missed?
Prior to the injury were you able to work on an equal basis with others your age? [JYes [JNo 2T
If you have had any of the following symptoms since your injury, please [/] check: =
O Arm/shoulder pain [0 Feet/toe numbness O Neck pain &7
O Back pain [0 Handfinger numbness O Neck stiff -
[0 Back stiffness [0 Headaches [ Shortness of breath e
[0 Chest pain O Irritability O Sleep difficulty :
O Dizziness O Jaw problems O Stomach upset »
O Ear buzzing O Leg pain [0 Tension -
O Ear ringing O Memory loss O vision blurred -
O Fatigue 0 Nausea e
Is this condition getting progressively worse? []Yes [ONo [ Unknown @ ;:%
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 O Dull 0O Throbbing [ Numbness %
[ Aching O Shooting [0 Burning O Tingling
[ Cramps [ Stiffness [ Swelling O Other ! -
How often do you have this pain? :
Is it constant or does it come and go? "
Does it interfere with your: [JWork  [] Sleep [ Daily Routine [] Recreation i
| Movements that are painful to perform: [ Sitting [ Standing [ Walking *»
[JBending [ Lying Down .
TR R R s ; LA TEGE
To the best of my knowledge, the above information is complete and correct. | understand that it is my responsibility to inform my doctor if i. or my minor child, ever have a ;
change in health. i -
Signature of Patient, Parent, Guardian or Personal Representative Date
Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient ”
i R R ST N v o - O Ll <
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JFFICE OF INSURANCE REGULATION
Bureau of Property & Casualty Forms and Rates

Standard Disclosure and Acknowledgement Form
Personal Injury Protection - Initial Treatment or Service Provided

The undersigned insured person (or guardian of such person) affirms:

1. The services set forth below were actually rendered. This means that those services have already been
provided. .-

2.. T'have the right and the duty to confirm that the services have alrcady been provided.

3. T'was not solicited by any person to seck any services from the medical provider of the services described above.
This means that no person has initiated contact with me and/or persuaded me to use the doctor or licensed
professional, clinic, or medical institution that provided the services.

4. The medical provider has explained the services to me for which payment is being claimed.

If I notify the insurer in writing of a billing error, I may be entitled to a portion of any reduction in the amounts

paid by my motor vehicle insurer. If entitled, my share would be at least 20% of the amount of the reduction, up
to $500. .

The undersigned licensed medical professional affirms the statement numbered 1 above and also:

A. Thave not solicited or caused the insured person, who was involved in a motor vehicle accident, to be solicited
to make a claim for Personal Injury Protection benefits.

B. Thave explained the services rendered to the insured person, or his or her guardian, sufficiently for that person
to sign this form with informed consent.

C. The accompanying statement or bill is properly completed in all material provisions and all relevant
information has been provided therein. This means that each request for information has been responded to
truthfully, accurately, and in a substantially complete manner.

D. The coding of procedures on the accompanying statement or bill is oper. This means that no service has been
upcoded, unbundled, or constitutes an invalid or not medically necessary diagnostic test as defined by
Section 627.732 (15) and (16), Florida Statutes or Section 627.736(5)(b)6, Florida Statutes.

Insured Person (patient receiving treatment) or Guardian of Insured Person:

Name (PRINT or TYPE) Signature Date

Licensed Medical Professional Rendering Treatment (Signature by his or her own hand):

Name (PRINT or TYPE) Signature Date

Note: The original-of this form:must behurmE

nakof el forthe insurer. pursiant ta:Section 627.736(4)(b), Florida Statutes
and may not be-electroni o:furmish this-formrmay result in'hon-payment of the claim.

OIR-B1-1571
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ASSIGNMENT FOR DIRECT PAYMENT TO DOCTOR PRIVATE/GROUP
ACCIDENT, HEALTH INSURANCE & POWER OF ATTORNEY

RE:
Patient. __

Employer:

Claim/Group#

SS#ID#

| hereby instruct and direct thet . _ .4 Insurance Company to pay by check made out and

mailed directly to or if my current policy prohibits direct pl;menf to the doctor, then | hereby also instruct and direct you to
make out the check to me and mail it as follows:

The Chiropractic Group, LLC
1140 S. Parrot Ave.
Okeechobee, FL 34974

The professional or medical expense benefits allowable, and otherwise payable to me under my current insurance policy

as payment toward the total charges for professional services rendered. THIS IS A DIRECT ASSIGNMENT OF MY
RIGHTS AND BENEFITS UNDER THIS P

assignee,"and I'have agreed to pay,
above this insurance payment.

OLICY. This payment will not exceed my indebtedness to the above-mentioned
in a current manner, any balance of said professional service charges over and

KNOW ALL MEN BY THESE PRESENT: That the undersigned has madé. constituted and appointed, and by these
presents does hereby make, constitute and appoint The Chiropractic Group, LLC clinic and any of its duly authorized
agents and employees as and to be the undersigned's true and lawful Attorney for and in the undersigned's name, place
and stead to endorse any and all checks, drafts or money orders which are made payable to the undersigned
alone or to the undersigned and the said The Chiropractic Group, LLC clinic which checks, drafts or money orders
are to pay for Chiropractic services or the like which have been made by The Chiropactic Group, LLC clinic at the
request or with the knowledge and approval of the undersigned and/or the maker of the check, draft or money order.

The undersigned by these presents does thus give and grant unto the said The Chiropractic Group, LLC clinic as '
attomey the full power and authority to do and perform all and every act and thing whatsoever requisite and necessary to

be done in and about the premises as fully to all intents and purposes as the undersigned might or could do to personally
present insofar as the endorsing and cashing of said checks are concered.

The undemignéd does hereby ratify and confim any and all actions taken by the said attorney in accordance with this
special power of attorney and which the said attorney shall do or cause to be done by virtue of these presents.

A photocopy of this Assignment shall be considered as effective and valid as the original.

1also authorize the release of any information pertinent to my case to any insurance company, adjuster, or attorney
involved in this case.

Dated this day of 20

Signature of policyholder Witness

Signature of claimant, if other than policyholder




lDAlE | OUR POLICYHOLDER f

TO ENABLEUSTO D
TECTION LAW, PL

—

RIS S

ln:-n: OF AccloEmlFlLENUMBER .

ETERMINE IF YOU ARE ENTITLED TO BENEFITS UNDER THE FL e
EASE COMPLETE THIS FORM AND RETURN IT PR Bt FLOBIDA PERSONAL INJURY PRO-

TO:

CLAIM DEPARTMENT

{ ANY PERSON WHO KNOWLINGLY AND WITH I}
{ TENT TO INJURE, DEFRAUD, OR DECEVE ANY i}
: SURANCE COMPANY OR FILES A STATEMENT O
‘ lcluuu CONTAINING ANY FALSE, INCOMPLETE O

. _ | AP NERATION vt or
. YOUR NAME R RELATION TO PHONE HOME l BUSINESS
x .. ; NO.
= | YOUR ADDRESS (NO. STREET, CITY OR TOWN, STATE AND ZIP CODE) | DATE of BIRTH SOCIAL SECURITY NO. ‘
o '
- s 2 e E—
Q | PERMANENT ADDRESS, IF DIFFERENT i OW LONG HAVE YOU LIVED IN FLOR
i ) .
DATE AND TIME OF ACGIDENT AM.| PLACE OF ACCIDENT (STREET, CITY OR TOWN AND STATE)
_/ /4 ’ ' P.M. . - -

BRIEF DESCRIPTION OF ACCIDENT AND VEHICLES INVOLVED: l

.................... .-...-.a--.r----o-----.-r.-..------o---..‘v---o---l.‘---.n eespunmensn -t-----{-o\-v“u-.tco-“-y.-o-’.-"--.1\.-----..-.--b.-t---o.---.-.oag\

................................... e L e R

' DESCRIBE MOTOR VEHICLE YOU OWN- 4

| |
DESCRIBE MOTOR VENHICLE qu BY ANY MEMBER OoF YOUR FAMILY IN YOUR HOUSEH
[
t

: | | i
AS A RESULT OF THIS ACCIDENT WERE YOU INJURED YESD NO I IF YOUR ANSWER IS YES, cqﬂPLETE THE REST OF THIS FO
IF NO, SIGN HERE AND RETURN THIS FORM TO US. i :

i
SIGNATURE: ! i $ATE=
DESCRIBE YOUR IMJURY: T \

L T L LT S

-----------------------------------------------------------------

81
T

WERE YOU TREATED. BY A} DOCTOR'S NAME AND ADDRESS
DOCTOR? YEST@ NOO

|
IF YOU WERE TREATED IN A HOSPITAL, WERE | HOSPITALS NAME AND ADDRESS |
YOU AN IN-PATIENT? 0  OUT-PATIENT?0 )

i
AMOUNT OF MEDICAL BILLS TOJWIL\.YOU HAVE MORE MEDICAL] AT THE TIME OF YOUR ACCIDENT WERE YOU IN THE COURSE C!
DATE $

EXPENSE? YESO NOO  |EMPLOYM YES\@ NOD
DID YOU LOSE WAGES OR SALARY AS A RESULT IF YES, AMOUNT LOST TO | WHAT IS YOUR AVERAGE WEEKLY WAGE
OF YOUR INJURY? YESO NODO DATE $ OR SALARY? $
-~ - —- —DATE DISABILITY FROM WORK BEGAN | DAJE yOU RETURNED 10 WORK

IF YOU LOST WAGES: |
HAVE YOU RECEIVED, OR ARE YOU ELIGIBLE FOR PAYMENTS UNDER ANY WORKMEN'S, |FYEs AMOUNT PER WEEK PER ¢
COMPENSATION OR UNEMPLOYMENT LAW? YESO NO\B s , o =
LIST NAMES AND ADDRESS OF YOUR PRESENT EMPLOYER(S) AND GIYE YOUR OGGFFA'HON AND DATES OF EMPLOYMENT FOR EACH
...... 5...E.'.I‘.P.L.é.\;.Eﬁ.KﬂB..A.[.,Bh.é.s.s.........-......................Yé.ﬂh--o.é.c.ﬁp.xﬁ.o.n..{..;...-...............ﬁﬁéﬂ............-.......fc.)......-..

---...E.ﬂ.ﬁté.\;éﬁ..A-ﬁb.-‘.A-b.D.ﬁé.s.s....-............-........------\ibnuﬁ.-b.éau.ﬁxh.dﬁ...!.....-.nur.........ﬁﬁéﬁ... 30
......... LGV ER AR KBRS = iR GEGUBRHON T = BRGR5g =

AS A RESULT OF ¥OUR INJURY HAVE YOU HAD ANY OTHER EXPENSES? YES L] NO O IF YES, EXPLAIN ON REVERSE SIDE.
| HEREBY AUTHORIZE RELEASE OF MEDI '

INFORMATION INCLUDING, BUT NOT LIMITED TO, MEDICAL BILLS AND REPORTS TO SUCI
\ |}, PERSONS AS THE PANY MAY DFFRTN “Fo PERFECT ITS RIGHTS OF RECO UNDER THE “NO FAULT” AUTO INSURANCE LAY
SIGNATURE:.

: - : i DATE: .

L
IMMBADT AT, & +A e eWimine - Ran o mm—an oo emd o« .




SURANCE COMPANY OR FILES A STATEMENT OF
CLAIM CONTAINING ANY FALSE, INCOMPLETE OR

MISLEADING INFO TION IS GUILTY OF A
FELONY OF THIRD EE. #

. AUTH TION FDB MEDICAL INFORMATION
THIS AUTHORIZATION OR PY HEREOF, WILL AUTHORIZE YOU TO FURNISH ALL JNFORMA-
TION YOU MAY HAVE REGARDING| MY OONMEIgN WHILE UNDER YOUR OBSERVATION OR TMENT,
l\!IOCuLUDmG THE HIS‘I‘OR_I?‘OOBT ED, X-RAY AND PHYSICAL FINDINGS DIAGNOSIS AND NOSIS.

; ORIZED DE THIS INFORMATION IN ACCORDANCE WITH THE RIDA “NO
FAULT” AUTO INSURANCE LAW {CHAPTER T1-252F.8)).
I

"/
A

+NY PERSON WHO KNOWLINGLY AND WITH IN-
"ENT TO INJURE, DECEIVE ANY IN-
SURANCE COMPANY OR FILES A STATEMENT OF
SLAIM CONTAINING ANY FALSE, INCOMPLETE Of
VISLEADING “INFORMATION 1S GUILTY- OF -A
“ELONY OF THIRD DEGREE,

DO NOT DETACH

5
SIGRATURE 41 T oAt

¢ —— St e e memem e

= St et e me—— e L L

AUTHORIZATIOP FOR WAGE AND SALARY INFORMATION .

THIS AUTHORIZATION OR PHOTDCOPY HEREOF, WILL AUTHORIZE YOU TO FURNISH ALL INFORMA-
ot Sesutat M s on SR Ns SRR S oL 1o
INSURANCE LAW (CHAPTER F.S). :

AN SIGNATURE 5

i |
OCIAL SECURITY NO,

~ DATE

R

- L dd




INTENT TO TREAT NOTIFICATION
21 DAY LETTER

The Chiropractic Group, LLC
1140 S. Parrott Ave
Okeechobee, FL 34974
Tel: (863) 357-3800
Fax: (863) 357-3808

Date: Faxed To:

Insurance Company Info:

Date of Loss:

Insured Name:

Patient Name:

Policy or Claim Number:
First Consultation:

Patient Signature: )(
Printed Name:

Please be advised the above mentioned patient contacted our office and is treating for
personal injuries. Should you have any questions, feel free to call us at this time.
PLEASE NOTE, OUR OFFICE ACCEPTS ASSIGNMENT IN ACCORDANCE WITH
FLORIDA STATUTE 627.736(5). OUR OFFICE HAS THE PATIENT'S SIGNATURE ON

FILE. OUR OFFICE HAS THE POWER OF ATTORNEY AND DIRECTION TO PAY
PROVIDER ON RECORD.



NOTICE OF DOCTOR’S LEIN

| do hereby authorize The Chiropractic Group, LLC to furnish you, my attorney,
with a full report of his examination, diagnosis, treatment, prognosis, etc., of
myself in regard to the accident in which | was recently involved.

| hereby authorize and direct you, my attorney, to pay directly to said doctor such
sums as may be due and owing him for medical service rendered me both by
reason of this accident and by reason of any other bills that are due his office and
to withhold such sums from any settiement, judgment or verdict as may be
necessary to adequately protect said doctor. And | hereby further give a Lien on
my case to said doctor against any and all proceeds of my settlement, judgment
or verdict which may be paid to you, my attorney, or myself, as the result of the
injuries for which | have been treated or injuries in connection therewith.

| agree never to rescind this document and that a rescission will not be honored
by my attorney. | hereby instruct that in the event another attorney is substituted
in this matter, the new attorney honor this lien as inherent to the settiement and
enforceable upon the case as if it were executed by him.

| fully understand that | am directly and fully responsible to said doctor for all
medical bills submitted by him for service rendered me and that this agreement is
made solely for said doctor’s additional protection and in consideration of his
awaiting payment. And | further understand that such payment is not contingent

on any settlement, judgment or verdict by which | may eventually recover said
fee. ¢

Please acknowledge this letter by signing below and returning to the doctor's
office. | have been advised that if my attorney does not wish to cooperate in

protecting the doctor’s interest, the doctor will not await payment but may declare
the entire balance due payable.

Dated

e i —
Patient's/ Guardian's Signature

The undersigned being attorney of record for the above patient does hereby
agree to observe all the terms of the above and agrees to withhold such sums
from any settlement, judgment, or verdict, as may be necessary to adequately
protect said doctor above named. Attorney further agrees that in the event this
lien is litigated that the prevailing party will be awarded attorney fees and costs.

Dated

Attorney’s Signature

Please date, sign and return one copy to doctor’s office. Also keep one copy for your records.




The Chiropractic Group, LLC

1140 S. Parrott Ave Patient Fee Slip/Soap Report
Okeechobee, FL 34974
Patient #: DOB: Diagnosis
Patient Name: i Date:
2. Date:
Physician: Scarnecchia / Kalantarov 3. Date:
4. Date:
Visits YTD:
Claim Balances Patient: On Acct..
NEW PATIENT THERAPY
Consultation 99201 Electric Stimulation 97014
Initial Examination 99202 Mechanical Traction 97012
Initial Exam (Expanded)  99203-25 Ultrasound 97035
Initial Exam (Detailed) 99204-25 Hot/Cold Pack 97010
IME 99205-25 Interferential 97016
ESTABLISHED PATIENT Massage Therapy 97124-59
Office Visit (Brief) 99211-25 Neuromuscular Re-Ed 97112
Office Visit 99212-25 Manual Traction 97122
Re-Examination 99214-25 Manual Therapy 97140-59
Final Examination 99213-25 Therapeutic Exercise 97110
CMT CODES Therapeutic Activities 97530
Adjustments (1-2 regions) 98940 Electric Stimulation 97032-59
Adjustments (3-4 regions) 98941 Low Level Laser 58948
Adjustments (5+ regions) 98942 Acupuncture 97813
Adjustments (Extremity) 98943 Acupuncture (+mins) 97814
SUPPLIES NEXT APPOINTMENT
Cervical Pillow E0943 Daily
Biofreeze 99070 3 times per week
Heel Lift L3332 2 times per week
Ice Pack . E0230 Once a week
Patient Education Mat 99071 Every 2 weeks
Durable Goods Tens Unit E0730 Every 3 weeks
Disposable Electrodes A4556 Once a month
Traction Equip. Cervical  E0849 As needed
Lumbar Orthotic Brace L0627
Diagnosis Change:

My signature on this document attests to the fact that the services set forth herein were actually
rendered to me. The person rendering the medical services, for which a claim will be submitted,
has explained the services in detail.

A copy will be as valid as the original.

Patient's Signature

Date




Patient Request for Medical Records

Date:

To:

Doctor/Hospital-Records

Fax:

| hereby authorize the release of all my: [ | medical/radiology records, [ ]x-ray
film(s) or copies of such and request that they be transferred to:

The Chiropractic Group, LLC
1140 South Parrot Avenue
Okeechobee, FL 34974

Tel: 863-357-3800

Fax: 863-357-3808

Print Patient Name Date of Birth

Date of Records Date of Accident (If Necessary)

X~

Patient’s or Guardian’s Signature




