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Welcome to Colchester Familv Chiropractic!
79A Norwich Avenue, Colchester, CT 06415
Date

IT IS IMPORTANT THAT ALL BLANKS ARE COMPLETED IN FULL

Name I Email: -
Address : City ST Zip

Social Security # - - DOB / / Age

Home Phone (___ ) - ] Cell Phone Cell Phone Ca;'rier o
Work Phone ( ) May we call vou at work? Yes  No

Employer’s Name and Address

Marital Status S M D W “Spouse’s Name . »

Whom should we contact in case of an emergency?

Phone Number where that p'ersgn rhay be reached ( ) - How are they related to vou?

Whom may we thank for referring you? Name

Address - Oy ST Zip
May we send a thank you card with your name on it. to the person that referred vou to our practice? Yes No
INSURANCE INFORMATION-
Insurance Company ‘ 3 Policyholder’s Name o

. : AT = e
How are they related to you? Policyholder’s DOB / Policyholder’s SS= 7 -
Policyholder’s Employer Address:
****************************************************************************************‘k*******i‘**:’e**ﬁﬁ*ﬁ****ik*?’:***f e
Person Responsible for account ' ' {Guaranior)
Address - : City ST Zip
Home Phone ( ) i How is the guarantor related to vou?-

GENERAL PRACTITIONER - PLEASE GIVE COMPLETE NAME AND ADDRESS

Name of your General Practitioner Phone # ( ) i

Address ‘ City ST Zip

When did you last see your general practitioner? / / (for office use only ~ UPIN £ )
Is your visit today related to a Work Injury? Yes No__ Is your visit today related to an Auto Accident? Yes_ No_

If you answered yes to either of the above questions. have vou filed a claim for this injury? Yes No

- MASSAGE HISTORY / TREATMENT INFORMATION - (please fill out if you are having a massage today or would be interested in massage
therapy as a treatment at our office)
Have you ever received a professional massage? Yes No If yes, frequency Date of last massage

What type of results do you want from your massage sessions?

Prioritize the areas of your body that you would prefer to be massaged. 1) 2) [
3) 4) 3) Other -
Please select the areas of your body that you give permission to receive massage: Back Legs Bunoch__f_ Arms_
Abdomen Chest Neck Head Face Other

Patient Signature Rev 04/15 KM
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ASSIGNMENT OF INSURANCE BENEFITS, CONSENT TO TREATMENT, RELEASE OF INFORMATION, AND FINANCIAL

POLICY
Please Read the Following in its entirety. Please INITIAL to verify your approval of each line.

ASSIGNMENT OF INSURANCE BENEFITS N

____1, the undersigned patient/ insured knowingly, voluntarily and intentionally instruct and direct the benefits allowed by my insurance company
to pald and mailed directly to this office. These benefits will then be applied toward my charges for the professional services rendered by this
practice. A photocopy of this assignment shall be considered as effective and valid as the original. ‘
____The insurer is directed by the provider and the undersigned to pay the charges in their entirety.
CONSENT TO TREATMENT

|, the undersigned consent to treatment in an effort to resolve a condition. Such treatment may include, but is not limited to examination,
low-force chiropractic adjustments, orthotics, hair analysis, CRA, nutritional counseling, exercise training, neuromuscular reeducauon and massage
therapy. -
____lunderstand that | must follow the recommended treatment plan to conclusion. Failure to do so will result in additional cost to me due to
necessity of performing repeat examination, or may result in discharge due to non-compliance.

__Itis my choice to receive massage therapy. i realize that this treatment is being given for the well- -being of my body and mind. This includes

" stress reduction, relief from muscular tension, spasm or pain, or for increasing circulation or energy flow. | agree to communicate with my

practitioner any time | feel that my well-being is compromised. | understand that massage practitioners do not diagnose iliness, disease, or any
physical or mental disorder, nor do they-prescribe medical treatment, pharmaceuticals, or preform spinal thrust manipulations. | acknowledge that
massage is not a substitute for medical exammatlon or diagnosis, and that it is recommended that | see health care provider for that service. | have
stated all medical conditions that I and aware of and will update the massage practitioner of any changes in my health status.
FINANCIAL POLICY

____l agree to be financially responsible for all charges incurred at this office including my insurance deductible, co-payment, supplements, and

any services denied by my insurance company. Iif there is no insurance coverage | agree to be financially responsible for payment of all charges at
the time of service.

| understand and agree that- ﬁ M
____Payment of copays and supplies is due at the time of service. A billing fee of $3.00 will be applied if payment is not received at the time of
service

A $10 per month late fee will be charged on all balances over 30 days. If payment is not received within 90 days, account will be
forwarded to Small Claims Court for collection. Patient is responsible for all Court filing fees.

____Thereis a $35.00 returned check fee. Fee and check amount must be paid in cash, money order, or certified check. Returned check fee
must be paid in full prior to next appointment. .

~

___ltisthe patient’s responsibility to call to cancel an appointment. Fees for first failure to notn‘y will be waved; however, a $45.00 no-show
fee will be charged on second failure. Fee must be paid in full prior to next appointment.

____None of the above charges are covered by insurance. Patient is financially responsible for payment.

____If, after treatment has started, it is revealed that symptoms are the result of a work or auto related accident that was not reported, this

office reserves the right to charge forthe required documentation to substitute treatment. Patient is responsible for payment of no less than
$100. )

RELEASE OF INFORMATION

____ | hereby authorize this proVider to release and/or request any information pertinent to my case to/from and insurer, insurance company,
adjuster, medical office, attorney, and/or suppliers of products or services which we offer (Footlevelers, Hair Analysis, nutrients, supplies, ect)
who are involved in this case. If | do not wish to have my health information disclosed to a specific individual, office, or arganization, |
understand that this request must be submitted to this office in writing prior to treatment. It is the policy of this office not to furnish
information or copies of medical records to third-party insurers or attorneys. Information will not be furnished to any company or individual
for the complication of unauthorized mailing lists.

PRIVACY POLICY AND PROCEDURES

In accordance to HIPPA requirements, a copy of our PRIVACY POLICY AND PROCEDURES is available for review. A copy of the Policy, which is

distinguished by a red cover, is located in the waiting room in the rack to the right of the front door. Extra copies are available at the front
desk. ~

CERTIFICATION

| certify that: | have read and agree to the above; | have not been solicited or promised anything in exchange for receiving health care; | have

.. not received any promises or guarantees from anyone as to the results that may be obtained by any treatment or service; | agree the
provider’s prices for medical services, treatment and supplies are reasonable and customary.

Caution: Please read before signing. If you do not completely understand this document please ask us to explain it to you. If you sign below we will
assume you understand and agree to the above.

Date:

Patient’s Signature New 11/15

COLCHESTER FAMILY CHIROPRACTIC, 79A NORWICH AVENUE, COLCHESTER, CT 06425




