INSURANCE QUESTIONNAIRE

- PLEASE ANSWER ALL QUESTIONS COMPLETELY-

PATIENT INFORMATON:

Name:

Sex: Male Female E-mail address:

Marital Status: S M D W Primary Language:

Race: Caucasian Black Asian Other Ethnicity: Hispanic Non-Hispanic

Birth date; Age: Are you a minor?

Address:

Street Address Town Zip code

Home Phone: ( ) Cell Phone: { )
*please indicate which number is best to reach you at*

EMPLOYMENT INFORMATION:

Employer /Business Name:

Phone #: ( | )

Address:

Job Title:

INSURANCE, INFORMATION:

Insurance Company: ID Number:

Group Number: Name of the policyholder:

Relationship to the patient: Self Spouse Child Other

Address of policyholder if different from patient:

DOB of policyholder:

I clearly understand and agree that all health insurance policies are an agreement between me and
my insurance carrier, I clearly understand and agree that all services rendered to me are charged
directly to my carrier and that 1 may be responsible for payment if services are not covered,

Patient Signature: Date:

How were you referred to our office? :




.0, Box 500001, Gan Dlogis, CA 021300001 INITIAL HEALTH STATUS
Callfornla Only Fax: 877.427.4777 Al Other States Fax; 877.304.2746 Chiropractlc
Patient Name Birthdate Sexs M/F
Address City

State Zip Phone { ) Patient Primary Language

Occupation Employer Work Phone

Address City, State Zip

Subscriber Name, Health Plan

Subscriber 1D # Group # Spouse Name

Spouse Employer City State Zip

Primary Care Physiclan Name PCP Phone

MARK AN X ON THE PICTURE WHERE YOU HAVE PAIN OR OTHER SYMPTOMS.
DESCRIBE YOUR CURRENT PROBLEM AND HOW IT BEGAN:
[l Headache [] Neck Pain | Mid-Back Pain [} Low Back Pain
] Other
Is this? [ Work Related
Date Problem Began
How Problem Began

Current complaint (how you feel today):
!

1 Auto Related ] N/A

J
0 1 2 3 4 5 6 7 8 9 10
No Paln Unbearable Paln

How often are your symptoms prasent?
(Occasionaly [] 0 - 25% []26-60% ] 51 ~75% [3 76 —100% (Constant)

In the past week, how much has your pain Interfered with your daily activitles (e.g., work, |soc:ial activities, or household chores?

10 Unable to camy on any activities

No interference 0 1 2 3 4 5 B 7 8 9
In-general would you say your-everall-health-right now-igt — ——  ~——-en - —— —

] Excellent []Very Good [l Good [OFair [ Poor
HAVE YOU HAD SPINAL X-RAYS, MRI, CT SCAN FOR YOUR AREA(S) OF COMPLAINT? [[|No []Yes
Date(s) taken What areas were taken?
Please check all of the following that apply to you:
[] Alcohol/Drug Dependence 1 Prostate Problems
[ Recent Favar [] Menstrual Problems
[[] Diabetes [ 1 Urinary Problems
[ ] High Blood Pressure [l Currently Pregnant, # Weeks
[ 1 Stroke (Date) [] Abnormal Weight { ] Gain {}Loss
[[1 Corticosteroid Use (Cortiscne, Prednisone, etc.) [1 Marked Morning Pain/Stiffness
[l Taking Birth Control Pills [] Pain Unrelleved by Position or Rest
[] Dizziness/Fainting [l Paln at Night
"] Nutnbness in Groln/Buttocks ] Visual Disturbances
[[] Cancer/Tumor {Explain) [[] Surgeries
[[1 Osteoporosis [] Tobacco Use - Type
"1 Epllepsy/Seizures Frequency {Day
[C] Other Heaith Problems (Explain) 1 Medications
Family History: [] Cancer [ Diabetes [] High Blood Pressure

I:l Heart Problems/Stroke E] Rheumatold Arthritis
| certify to the best of my knowledge, the above infotration is complete and accurate. If the health plan informaticn is
not accurate, or if | am not eligible o recsive a health care beneflt through this practitioner, | understand that | am
liable for all charges for services rendered and | agree to notify this practitioner immediately whenever | have
changes in my health condition or health plan coverage in the futurs. | understand that my chiropracter may need to
contact my physician if my condition needs to be co-managed. Therafore | give authorization to my chircpracter to

contact my physiclan, if necessary.
Patient Signature Date

DCIHS03281 2.doax




South Shore Chiropractic, P.C.

700 Horseblock Rd. 450 William Floyd Parkway
Farmingville, NY 11738 Shirley, NY 11967
Telephone: (631) 732 — 1386 Telephone: (631) 395 ~ 8520

Fax: (631) 732 — 1544
. sschiropractic@gptonline, ret

Chiropractic Informed Consent To Treat

I hereby request and consent to the performance of chiropractic adjustments and
other chiropractic procedures, including various modes of physical therapy and
diagnostic x-rays, and/or other tests on me (or on the patient named below, for
whom I am legally responsible) by the doctor of chiropractic named below and/or
other licensed doctors of chiropractic who nor or in the future treat me while
employed by, working, or associated with or serving as back-up for the doctor of
chiropractic named below, including those working at the clinic or office listed
below or any other office or clinic, whether signatories to this form or not.

I have had an opportl'lni'ly to discuss with the doctor of chiropractic named below
and/or with other office clinic personnel the nature and purpose of chiropractic
adjustments and procedures. Iunderstand that results are not guaranteed. o

I understand and am informed that, as in the practice of medicine, in the practice
of chiropractic there are some risks to treatment, including, but not limited to,
fractures, disc injuries, strokes, dislocations, falls, dizziness, headaches, burns
with modalities and sprains. I do not expect the doctor to be able to anticipate
and explain all risks and complications, and I wish to rely on the doctor to
exercise judgment during the course of the procedure which the doctor feels at
the time, based upon the facts then known, and is in my best interests.

I have read, or have had read to me, the ahove consent. I have also had an
opportunity to ask questions about its content, and by signing below I agree to
the above-named procedures, [ intend this consent form to cover the entire
coutse of treatment for my present condition and for any future condition(s) for
which I seek treatment.

Dr. Michael J. Campo Dr. Jayesh Patel Dr, Marc Avvento

Patient Signature (o patient representative) Date

(indicate relationship if signing for patient)




South Shore Chiropractic, P.C.

450 William Floyd Parkway
Shirley, NY 11967
Telephone: (631) 395 — 8520
Fax: (631) 305 — 8521

=00 Horseblock Rd.
Farmingville, NY 11738
Telephone: (631) 732 — 13806
Fax: (631) 732 — 1544
gachiropractic@optonline.net

Patient:
Employet:
Claim Group:
SS# 1 YD#:

I hereby instruct and direct Insurance Company to pay by check

made out and mailed to:

South Shore Chiropractic, P.C.
700 Horseblock Rd.
Farmingvilie, NY 11738

OR
If my current policy prohibits direct payment to the doctor, I hereby also instruct and direct you to make

out the check to me and mail it as follows:

South Shore Chiropractic, P.C.
« - 700-Horseblock Rd: oo o o o — -
Farmingville, NY 11738 ‘

For the professional or medical expense benefits allowable, and otherwise payable to me vnder 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 I have agreed to pay, ina current
manner, any balance of said professional service charges over and above this insurance payment.

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, adjustar, or
attorney involved in this case.

I authorize the doctor o initiate & complaint to the Insurance Commissioner for any reason on my behalf,

Dated at South Shore Chiropractic, P:C, this day of ,20
(Ciate) (Monil)

Signature of Policybolder | Witness

Signature of Claimant, if other than Policyholder




