. CHIROPRACTIC REGISTRATION AND HISTORY

.

g PATIENT INFORMATION leSURANCE INFORMATION
Date Who is responsible for this account?
SS/MHIC/Patient ID # ' Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
Fest 1 N it Is patient covered by additional insurance? [ Yes [ONo
Address
Subscriber's Name
E-mail
Birthdate SS#
City
Relationship to Patient
State Zip
Insurance Co.
Sex M [OF Age
Group #
Birthdate
ASSIGNMENT AND RELEASE .
[ Married [ Widowed [ Single [J Minor | certity that |, and/or my dependent(s), have insurance coverage with
i and assign directly to
[]Separated ] Divorced [ Partnered for years Mo o nsorancs Compary(ies)
Patient Employer/School or. sirHisianics benalis 1
Oocupation 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
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#
Spouse's Employer Please print name of Patient, Parent, Guardian or Personal Representative

Whom may we thank for referring you? S -
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 [] Auto [JWork [JHome [JOther
IN CASE OF EMERGENCY, CONTACT

To whom have you made a report of your accident?

Name Relationship [ Auto Insurance [] Employer [JWorker Comp. []Other

Home Phone ( ) Work Phone ( ) Attorney Name (if applicable)

ﬁPATIENT CONDITION

Reason for Visit

When did your symptoms appear? @
Is this condition getting progressively worse? (JYes [JNo  []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: (J Sharp [ Dull [ Throbbing [JNumbness []Aching [ Shooting
O Burning [JTingling [JCramps  [JStiffness [ Swelling [J 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 [J Bending [ Lying Down




;@HEALTH HISTORY .
What treatment have you already received for your condition? (] Medications [0 Surgery [ Physical Therapy
[0 Chiropractic Services []None [] Other
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 [OJNo Diabetes [OYes [JNo Liver Disease OYes [INo Rheumatic Fever (JYes [JNo
Alcoholism [(OYes [JNo Emphysema [OYes [ONo Measles [OJYes [JNo Scarlet Fever [OYes [JNo
Allergy Shots [OYes [(ONo Epilepsy [OYes [ONo Migraine Headaches []Yes [] No Sexually
Anemia [OJYes [JNo Fractures [OYes [ONo Miscarriage [OYes [JNo 'giasr;sar:;ned OYes [JNo
Anorexia [OYes [JNo  Glaucoma COYes [JNo Mononucleosis [OYes [JNo Stroke OVYes [JNo
Appendicitis [OYes [ONo Goiter [(OYes ONo  Multiple Sclerosis [JYes []No Suicide Attempt ClYes [JNo
Arthritis [OYes [ONo Gonorrhea [OYes [ONo Mumps (OYes [JNo Thyroid Problems [ Yes []No
Asthma (OYes ONo Gout OYes [JNo Osteoporosis OYes CINo  ponsilitis OVYes [JNo
Bleeding Disorders [JYes [JNo Heart Disease [OYes [ONo Pacemaker [OYes [JNo i — OYes [JNo
Breast Lump [OYes [(ONo Hepatitis [OYes [ONo Parkinson's Disease [JYes []No Tumors, Growths  [JYes []No
Bronchitis OYes CONo Hernia OYes (ONo Pinched Nerve [OYes [No Typhoid Fever ClYes [JNo
Bulimia OYes [ONo Herniated Disk OYes [ONo Pneumonia [OYes [JNo Ullsars OlYes [ No
Cancer OYes [ONo Herpes [OYes (O No Polio [JYes [JNo Vaginal Infections  []Yes [JNo
Dependency OYes [(ONo High Cholesterol []Yes [J]No Psychiatric Gare ~ [JYes [ No Other
Chicken Pox (OYes [ONo Kidney Disease [JYes [JNo Rheumatoid Arthritis []Yes [] No
EXERCISE WORK ACTIVITY HABITS
[ None [ Sitting [ Smoking Packs/Day
[0 Moderate [ Standing [J Alcohol Drinks/Week
[ Daily [J Light Labor [ Coffee/Caffeine Drinks Cups/Day
[J Heavy [ Heavy Labor (] High Stress Level Reason
Are you pregnant? [JYes [JNo 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 ( )




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

RE:
Patient. _

Employer:
Claim/Group#

SS#1D#

| hereby instruct and direct the' . 4 Insurance Company to pay by check made out and

mailed directly to or if my current policy prohibits direct pl;ﬁenf 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 sllowable, 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 POLICY. This payment will not exceed my indebtedness to the above-mentioned

assignee,"and I'have agreed to Pay, in a current manner, any balance of said professional service charges over and
above this insurance payment.

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 Attomey 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’
attorney 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 concemed.

The undenignéd does hereby ratify and confirm any and all actions taken by the said attorney in accordance with this
special power of attorney and which the said attomey 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.

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

Datedthis_____ dayof 20

Signature of policyholder Witness

Signature of claimant, if other than policyholder




The Chiropractic Group, LLC

1140 S. Parrott Ave

Okeechobee, FL 34974

Patient Fee Slip/Soap Report

Patient #: DOB: Diagnosis
Patient Name: 1. Date:

2. Date:
Physician: Scarnecchia / Kalantarov 3. Date:

4. Date:
Visits YTD: MTD:
Claim Balances Patient: Carrier: On Acct.:
NEW PATIENT THERAPY
Consultation 99201 Electric Stimulation 97014
Initial Examination 99202 Mechanical Traction 97012
Initial Exam (Expanded) 99203-25 Uitrasound 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 S8948
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




s

Patient Request for Medical Records

Date:

T

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




