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** 

OFFICE USE ONLY

 **

 

Co

-

pay 

 

 

 

 

APPLICATION FOR TREATMENT

 

Co

-

Ins. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Cash 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

MC 

 

 

 

 

PERSONAL INFORMATION

 

 

 

 

 

 

     

 

 

A/H

  

_ _(MARK IN PENCIL)___

 

 

 

Patient Name: 

 

 

 

 

 

 

 

Spouse Information

 

 

Address:

 

 

 

 

 

 

 

 

 

Name: 

 

 

 

 

 

 

 

Ci

ty: 

 

 

 

  State: 

 

 

 Zip: 

 

 

 

 

Email:  

 

 

 

 

 

 

 

 

Nearest Living Relative

 (not living with you)

 

Home Phone#: 

 

 

 

 

 

 

 

Name: 

 

 

 

 

 

 

 

Work Phone#: 

 

 

 

 

 

 

 

Home Phone#: 

 

 

 

 

 

 

 

Cell Phone #_______________________________________

 

 

Marital Status: 

 

 

 

 

 

 

 

Address: 

 

 

 

 

 

 

 

D

.O.B. 

 

 

 

 

  Age: 

 

____________________       

  

 

Sex: [  ] M  [  ] F

 

 

 

 

 

                City: 

 

 

_____________________________________

 

Social Security#: 

 

 

 

 

 

 

 

 

Occupation: 

 

 

 

 

 

 

 

 

Employer: 

 

 

 

 

 

 

 

OTHER INFORMATION

 

Work Address: 

 

 

 

 

 

 

 

Who’s responsible fo

r bill? [ ] Self  [ ] Employer [ ] Insurance

 

City: 

 

 

 

  State: 

 

 

 Zip: 

 

 

 

Who referred you to our office? 

 

 

 

 

 

TREATMENT  INFORMATION

 

What type of care are you expecting?    [   ] Temporary Relief     [   ] Lasting Correction

 

Have you ever seen a Chiroprac

tor before?    [   ] No     [   ] Yes   > Name of doctor 

 

 

                

 

 

 

 

What is your major complaint? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Do you have any additional problems or comments? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Should r

adiographs be taken, they remain the property of this clinic.  Fees are payable at the time services are 

rendered, unless other arrangements are made in advance.  Patient is financially responsible for services provided.  

Account balances over 90 days are 

subject to 1.5% interest per month.

 

 

Patient’s Signature: 

 

 

 

 

 

 

 

 

 

   Date:

 

 

 

 

 


[image: image2.wmf]NOTE:  The following questions may not seem to relate to your current health problem, but they are very important for the doctor to determine how

well you may respond to chiropractic care and in determining the true cause of your problem.

I

ILLNESS

Please check any of the following illnesses you have had:

 O  Angina

O  Diabetes

O  Hemorrhoids

O  Polio

 O  Asthma

O  Diverticulitis

O  Hepatitis

O  Rheumatic Fever

 O  Cardiac Disease

O  Emphysema

O  Hypoglycemia

O  Spinal Cord Injury

 O  Cirrhosis

O  Epilepsy

O  Lupus

O  Thyroid problems

 O  Crohn's Disease

O  Gallbladder Disease

O  Multiple Sclerosis

O  Tuberculosis

 O  Concussion

O  Gout

O  Pneumonia

O  Ulcers

 O  Convulsions

O  Heart Attack (Date:____________)

 O  Arthritis:   Which joints?

 O  Cancer:   Which organ(s)?

 O  Fracture:   Which bones?

 O  List any other serious illnesses:

II

SURGERY

Please check any of the following surgeries you have had:  (It's important to include the year surgery was performed.)

O  Appendectomy   ___________

O  Gallbladder  ___________

O  Hysterectomy  ___________

O  Stomach  ___________

O  Bladder  ___________

O  Heart  ___________

O  Kidney  ___________

O  Tonsillectomy  ___________

O  Breast  ___________

O  Hemorrhoidectomy  ___________

O  Lung  ___________

O  Tubal Ligation  ___________

O  Cesarean Section  ___________

O  Hernia Repair  ___________

O  Prostate  ___________

O  Vasectomy  ___________

O  Colon  ___________

O  Other surgeries (include dates):

III

SYMPTOMS

Please check any of the following symptoms you have now or that come and go:

O  Abdominal pain

O  Ringing in ears

O  Loss of memory

O  Weight loss recently

O  Allergies

O  Eyes bothered by light

O  Nervous

O  Drink alcohol: ______oz. day/week

O  Face flushed

O  Numbness in finger(s)

MEN ONLY

O  Loss of balance

O  Fainting spells

O  Numbness in toe(s)

O  Urinate frequently

O  Blood in stool

O  Fatigue

O  Pins & Needles - arm(s)

O  Difficulty starting urine

O  Shortness of breath

O  Feet cold

O  Pins & Needles - leg(s)

O  Wake to urinate more than once

O  Buzzing in ears

O  Fever

O  Palpitations

     a night

O  Chest pain

O  Can't eat certain foods

O  Sleep on more than one pillow

O  Chewing difficulty

O  Foot/ankle swelling

O  Sleeping problems

WOMEN ONLY

O  Chronic constipation

O  Generally run down

O  Loss of smell

O  Birth control pills, implants, or IUD

O  Cold sweats

O  Hands cold

O  Smoke cigarettes: #___ packs day

O  Irregular periods

O  Coughing up blood

O  Head feels heavy

O  Swallowing difficulty

O  Menstrual cramping (abdominal)

O  Coughing up sputum

O  Headaches

O  Loss of taste

O  Menstrual cramping (back)

O  Persistent cough

O  Loss of hearing

O  Tension

O  Menstrual pain

O  Depression

O  Irritable

O  Vision blurring

O  Pregnant or possibly so

O  Chronic diarrhea

O  Jaw pops or clicks

O  Vomiting blood

O List start of last menstrual period

O  Dizziness

O  Leg cramps sleeping

O  Wear heel lifts or orthotics

   (Date:_______________________)

O  Pain in ears

O  Leg cramps walking

O  Weight gain recently

IV

Are you currently taking any medications?      O  No      O Yes   (List name of medication and reason for taking it.)

V

What are your leisure activities?

VI

What are your work activities?

VII

Do you have children?      O No      O Yes   (List age and sex of each child)

VIII

List any pertinent medical information/history for your relatives (I.e., father, mother, grandparents, siblings):
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LETTER OF NO ACCIDENT OR 

WORK INJURY

 

 

 

______________________

 

Patient’s Name

 

 

 

Dear Insurance Company,

 

 

This letter is to inform you that I was not involved in any auto or work 

injury for this diagnostic test and/or treatment.

 

 

Please note the follo

wing:

 

 

                               

I state that I was not involved in any auto accident or 

personal injury caused by any other party.  I further state 

that my diagnostic test and/or treatment is not the result 

of an injury while on the job or by any oth

er person 

related to my employment.

 

 

Please process my claim properly with no delay!!

 

 

 

Sincerely,

 

 

 

 

_______________________________

 

Patient’s Signature

 


[image: image4.wmf]A

UTHORIZATION

 

AND

 A

SSIGNMENT

 

 

To:  

Doctor

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In consideration of your undertaking to treat me, I agree to the following:

 

 

Authorization to Release Information

 

 

You are authorized to release any information you deem appropriate concerning my physi

cal condition to any 

insurance company, attorney, or adjuster in order to process any claim for reimbursement of charges incurred by me 

as a result of professional services by you, and I hereby release you of any consequences thereof.

 

 

 

Assignment of Cause

 of Action

 

 

In the event any insurance company is obligated by contractual agreement to make payment to me or to you for the 

demand by you, I hereby assign and transfer to you the cause of action that exists in my favor against any such 

company (the name(s

) of which is/are believed to be correctly set forth under pertain data below) and authorize you 

to prosecute said action either in my name or your name as you see fit and further authorize you to comprise, settle, 

or otherwise resolve said claims you see 

fit.  However, it is understood that until all reasonable efforts have been 

made to collect the sums due from the insurance company contractually obligated, you will refrain from attempts and 

efforts to collect the amounts owed directly from me.  I underst

and that whatever amounts you do not collect from 

insurance proceeds (whether it be all or part of what is due), I personally owe you and agree to pay in a current 

manner.

 

 

Authorization to Pay Directly to Doctor

 

 

To _______________________________________

____________________ (attorney and/or insurance company).  

In consideration of the chiropractic services rendered and to be rendered by him/her, I authorize and direct the 

payment to the doctor named above of any sum I now or hereafter owe him/her by you, 

my attorney, out of the 

proceeds of any settlement of my case, and/or by any insurance company obligated to reimburse me for the charges 

for his/her services or otherwise obligated to make payment to me or him/her based in whole or in part upon the 

charges

 made for his/her services.

 

 

Acknowledgement and Understanding

 

 

I hereby acknowledge that I am receiving (or about to receive) health care/chiropractic services from Doctor 

__________________________________ and that I have been advised that the doctor pro

viding the services is 

willing to wait for payment for these services, provided that there continues to be a reasonable chance that payment 

will be made either by insurance proceeds or out of the settlement of liability claim.  I understand that if it is 

d

etermined either:

 

 

(a)

 

that there is no insurance company obligated to pay for the services or if the insurance company involved 

refuses to acknowledge as assignment to the doctor or make other provisions for the protection of the 

interests of the doctor; or

 

(b)

 

i

f a liability claim exists and my attorney refuses to agree to protect the interest of the doctor or if I have not 

engaged the services of an attorney;

 

 

then payment for services rendered by Doctor _______________________________________ will be made on a 

current basis and my bill paid in full as soon as my liability claim is settled or the passage of three months from my 

last treatment, which ever occurs first.

 

 

 

Patient Name:

 

 

 

Patient#

 

 

 

 

 

 

Claim/Group#:

 

 

 

S.S: 

 

 

 

 

 

 

 

Patient Signature:

 

 

 

Date: 

 

 

 

 

 

 

Wit

ness Signature:

 

 

 

Date: 

 

 

 

 

 


[image: image5.wmf]FINANCIAL AGREEMENT

 

Wellness Care Chiropractic

 

9555 Lebanon Rd #801

 

Frisco,  TX  75035

 

 

The purpose of this agreement is to clarify your financial responsibilities so we can devote our efforts to helping 

you get the best results in the shortest amount of t

ime.  These are the most common services we provide.

 

Procedure

 

 

Purpose

 

 

 

 

 

When Performed

 

 

Fee

 

 

Evaluation/

 

 

Ascertain the nature and severity of your

 

First visit, new conditions,

 

$55

-

$210

 

Management

 

 

health problem.  Assess and evaluate your

 

exacerbation

s and 

 

[Examination(s)]

 

new or current health status and determine

 

re

-

examinations.

 

 

 

 

an appropriate course of action.

 

 

X

-

rays

 

 

 

Visualize the location of spinal problems

 

First visit, re

-

injuries and

 

$55

-

$185

 

 

 

 

And confirm other examination findings.

 

at 

certain progress points.

 

 

Adjustment

 

 

Reduce the Vertebral Subluxation

 

 

As indicated by exam or

 

$40

-

$65

 

 

 

 

Complex and help stabilize your spinal

 

evaluation.

 

 

 

 

or joint problems.

 

 

Therapy/Ultrasound/

 

Reduce inflammation and swelling, speed

 

As indicated by

 exam or

 

$15

-

$50

 

Interferential

 

 

the healing process and help provide relief.

 

evaluation.

 

 

Forms of Payment

 

Patients are responsible for payment at the time of service.  We accept cash, personal checks, Visa, 

MasterCard, American Express, and debit cards. 

 Any credit arrangements must be authorized in advance.

  

 

We also offer a TOS discount that both patients and third parties may utilize.  Ask our staff for details.

 

 

Insurance/Contract Services/Third Party

 

Other options are available if you care is covered

 by group health insurance, Worker’s Compensation, a 

managed care provider, Medicare, personal injury or the result of an automobile accident.

 

All professional services are rendered and charged to the patient receiving the care and not to an 

insurance prov

ider.  We can however, bill your third party 

AS A COURTESY TO YOU

 but please remember that 

YOU ARE ULTIMATELY RESPONSIBLE FOR YOUR BILL

. In these cases, your portion is due at time of service.  

Your 

insurance is your responsibility!  

 

If your insurance com

pany declines payment, you authorize Dr. Stowell to file small claims on your 

behalf against your insurance company as a method of collection.  You further understand that you will be 

present at the court date if needed. 

 

 

Special Arrangements

 

We have neve

r denied anyone the benefits of chiropractic care because of their inability to pay our published 

fees.  If financial hardship requires special arrangements please see the office manager.

 

 

Billing

 

Any outstanding balances are billed monthly and considered 

past due after the due date printed on the 

statement or when special arrangements are not met.  Returned checks are subject to a $30 fee.  Balances 

older than 30 days will accrue interest charges of 1.5% per month.  Should an account remain unpaid and a 

th

ird party be retained to pursue payment, patients are also responsible for all valid collection fees associated 

with bringing the account current.

 

 

Patient Agreement

 

 

A 24 hour cancellation is required for all appointments. 

A $20 fee will be assessed on an

y appointments 

canceled with less than a 24 hour (business day) prior notification

.

  

I have read, understand and agree to 

the above terms.

 

  

 

_______________________________

 

_______________

 

_________________________________

 

______________

 

Patient/Responsib

le Party Signature       

 

Date

 

 

 

Office Representative

 

 

 

     Date

 

 


[image: image6.wmf]                                                              X

-

Ray Consent                                                                                 .

 

 

The doctor has explained that the purpose of the x

-

rays about to be taken is to analyze the spine

 

for vertebral subluxations and to determine the appropriateness of chiropractic spinal 

adjustments.  If the doctor discovers a non

-

chiropractic “unusual finding” when reviewing this x

-

ray, I will be informed.  I then must determine if I should seek the se

rvices of an additional health 

care provider for advice, diagnosis or treatment for the unusual finding.  I understand that 

seeking advice from another type of health care provider should not interfere with the subluxation 

correction care provided by this 

office.

 

 

I fully understand the above and consent to chiropractic spinal x

-

rays.

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patient’s Signature

 

 

 

 

    

 

 

 Date

 

 

 

 

                               Pregnancy Release (Female Patients)                                                    .

   

 

 

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his 

associates have my permission to perform an x

-

ray evaluation.  I have been advised that x

-

rays 

can be hazardous to an unborn child.

 

 

Date of last menstr

ual period: __________________________

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patient’s Signature

 

 

 

 

 

 

        

 

Date

 

 

 

 

 

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES NOTICE

 

 

 

 

I acknowledge that I have been informed of this facilities Privacy Practices.  I have read and unde

rstand 

the Notice that they have provided that is kept on file as part of my personal chart and information.  I 

understand that it is my right to obtain a copy of this Notice if I request one.

 

 

 

 

 

 

 

 

 

 

 

 

 

_________________________

 

Patient Signature

 

 

 

 

 

 

 

 

Date

 

 

 

 

 

 

 

 

 

 

 

 

            

 

 

 

 

 

 

Office Representative

 

 

 

 

 

 

 

 

Date
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-
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The doctor has explained that the purpose of the x

-

rays about to be taken is to analyze the spine

 

for vertebral subluxations and to determine the appropriateness of chiropractic spinal 

adjustments.  If the doctor discovers a non

-

chiropractic “unusual finding” when reviewing this x

-

ray, I will be informed.  I then must determine if I should seek the se

rvices of an additional health 

care provider for advice, diagnosis or treatment for the unusual finding.  I understand that 

seeking advice from another type of health care provider should not interfere with the subluxation 

correction care provided by this 

office.

 

 

I fully understand the above and consent to chiropractic spinal x

-

rays.

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patient’s Signature

 

 

 

 

    

 

 

 Date

 

 

 

 

                               Pregnancy Release (Female Patients)                                                    .

   

 

 

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his 

associates have my permission to perform an x

-

ray evaluation.  I have been advised that x

-

rays 

can be hazardous to an unborn child.

 

 

Date of last menstr

ual period: __________________________

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patient’s Signature

 

 

 

 

 

 

        

 

Date

 

 

 

 

 

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES NOTICE

 

 

 

 

I acknowledge that I have been informed of this facilities Privacy Practices.  I have read and unde

rstand 

the Notice that they have provided that is kept on file as part of my personal chart and information.  I 

understand that it is my right to obtain a copy of this Notice if I request one.

 

 

 

 

 

 

 

 

 

 

 

 

 

_________________________

 

Patient Signature

 

 

 

 

 

 

 

 

Date

 

 

 

 

 

 

 

 

 

 

 

 

            

 

 

 

 

 

 

Office Representative

 

 

 

 

 

 

 

 

Date

 

[image: image8.wmf]NOTE:  The following questions may not seem to relate to your current health problem, but they are very important for the doctor to determine how

well you may respond to chiropractic care and in determining the true cause of your problem.

I

ILLNESS

Please check any of the following illnesses you have had:

 O  Angina

O  Diabetes

O  Hemorrhoids

O  Polio

 O  Asthma

O  Diverticulitis

O  Hepatitis

O  Rheumatic Fever

 O  Cardiac Disease

O  Emphysema

O  Hypoglycemia

O  Spinal Cord Injury

 O  Cirrhosis

O  Epilepsy

O  Lupus

O  Thyroid problems

 O  Crohn's Disease

O  Gallbladder Disease

O  Multiple Sclerosis

O  Tuberculosis

 O  Concussion

O  Gout

O  Pneumonia

O  Ulcers

 O  Convulsions

O  Heart Attack (Date:____________)

 O  Arthritis:   Which joints?

 O  Cancer:   Which organ(s)?

 O  Fracture:   Which bones?

 O  List any other serious illnesses:

II

SURGERY

Please check any of the following surgeries you have had:  (It's important to include the year surgery was performed.)

O  Appendectomy   ___________

O  Gallbladder  ___________

O  Hysterectomy  ___________

O  Stomach  ___________

O  Bladder  ___________

O  Heart  ___________

O  Kidney  ___________

O  Tonsillectomy  ___________

O  Breast  ___________

O  Hemorrhoidectomy  ___________

O  Lung  ___________

O  Tubal Ligation  ___________

O  Cesarean Section  ___________

O  Hernia Repair  ___________

O  Prostate  ___________

O  Vasectomy  ___________

O  Colon  ___________

O  Other surgeries (include dates):

III

SYMPTOMS

Please check any of the following symptoms you have now or that come and go:

O  Abdominal pain

O  Ringing in ears

O  Loss of memory

O  Weight loss recently

O  Allergies

O  Eyes bothered by light

O  Nervous

O  Drink alcohol: ______oz. day/week

O  Face flushed

O  Numbness in finger(s)

MEN ONLY

O  Loss of balance

O  Fainting spells

O  Numbness in toe(s)

O  Urinate frequently

O  Blood in stool

O  Fatigue

O  Pins & Needles - arm(s)

O  Difficulty starting urine

O  Shortness of breath

O  Feet cold

O  Pins & Needles - leg(s)

O  Wake to urinate more than once

O  Buzzing in ears

O  Fever

O  Palpitations

     a night

O  Chest pain

O  Can't eat certain foods

O  Sleep on more than one pillow

O  Chewing difficulty

O  Foot/ankle swelling

O  Sleeping problems

WOMEN ONLY

O  Chronic constipation

O  Generally run down

O  Loss of smell

O  Birth control pills, implants, or IUD

O  Cold sweats

O  Hands cold

O  Smoke cigarettes: #___ packs day

O  Irregular periods

O  Coughing up blood

O  Head feels heavy

O  Swallowing difficulty

O  Menstrual cramping (abdominal)

O  Coughing up sputum

O  Headaches

O  Loss of taste

O  Menstrual cramping (back)

O  Persistent cough

O  Loss of hearing

O  Tension

O  Menstrual pain

O  Depression

O  Irritable

O  Vision blurring

O  Pregnant or possibly so

O  Chronic diarrhea

O  Jaw pops or clicks

O  Vomiting blood

O List start of last menstrual period

O  Dizziness

O  Leg cramps sleeping

O  Wear heel lifts or orthotics

   (Date:_______________________)

O  Pain in ears

O  Leg cramps walking

O  Weight gain recently

IV

Are you currently taking any medications?      O  No      O Yes   (List name of medication and reason for taking it.)

V

What are your leisure activities?

VI

What are your work activities?

VII

Do you have children?      O No      O Yes   (List age and sex of each child)

VIII

List any pertinent medical information/history for your relatives (I.e., father, mother, grandparents, siblings):
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** 

OFFICE USE ONLY

 **

 

Co

-

pay 

 

 

 

 

APPLICATION FOR TREATMENT

 

Co

-

Ins. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Cash 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

MC 

 

 

 

 

PERSONAL INFORMATION

 

 

 

 

 

 

     

 

 

A/H

  

_ _(MARK IN PENCIL)___

 

 

 

Patient Name: 

 

 

 

 

 

 

 

Spouse Information

 

 

Address:

 

 

 

 

 

 

 

 

 

Name: 

 

 

 

 

 

 

 

Ci

ty: 

 

 

 

  State: 

 

 

 Zip: 

 

 

 

 

Email:  

 

 

 

 

 

 

 

 

Nearest Living Relative

 (not living with you)

 

Home Phone#: 

 

 

 

 

 

 

 

Name: 

 

 

 

 

 

 

 

Work Phone#: 

 

 

 

 

 

 

 

Home Phone#: 

 

 

 

 

 

 

 

Cell Phone #_______________________________________

 

 

Marital Status: 

 

 

 

 

 

 

 

Address: 

 

 

 

 

 

 

 

D

.O.B. 

 

 

 

 

  Age: 

 

____________________       

  

 

Sex: [  ] M  [  ] F

 

 

 

 

 

                City: 

 

 

_____________________________________

 

Social Security#: 

 

 

 

 

 

 

 

 

Occupation: 

 

 

 

 

 

 

 

 

Employer: 

 

 

 

 

 

 

 

OTHER INFORMATION

 

Work Address: 

 

 

 

 

 

 

 

Who’s responsible fo

r bill? [ ] Self  [ ] Employer [ ] Insurance

 

City: 

 

 

 

  State: 

 

 

 Zip: 

 

 

 

Who referred you to our office? 

 

 

 

 

 

TREATMENT  INFORMATION

 

What type of care are you expecting?    [   ] Temporary Relief     [   ] Lasting Correction

 

Have you ever seen a Chiroprac

tor before?    [   ] No     [   ] Yes   > Name of doctor 

 

 

                

 

 

 

 

What is your major complaint? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Do you have any additional problems or comments? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Should r

adiographs be taken, they remain the property of this clinic.  Fees are payable at the time services are 

rendered, unless other arrangements are made in advance.  Patient is financially responsible for services provided.  

Account balances over 90 days are 

subject to 1.5% interest per month.

 

 

Patient’s Signature: 

 

 

 

 

 

 

 

 

 

   Date:
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LETTER OF NO ACCIDENT OR 

WORK INJURY

 

 

 

______________________

 

Patient’s Name

 

 

 

Dear Insurance Company,

 

 

This letter is to inform you that I was not involved in any auto or work 

injury for this diagnostic test and/or treatment.

 

 

Please note the follo

wing:

 

 

                               

I state that I was not involved in any auto accident or 

personal injury caused by any other party.  I further state 

that my diagnostic test and/or treatment is not the result 

of an injury while on the job or by any oth

er person 

related to my employment.

 

 

Please process my claim properly with no delay!!

 

 

 

Sincerely,

 

 

 

 

_______________________________

 

Patient’s Signature

 

[image: image11.wmf]FINANCIAL AGREEMENT

 

Wellness Care Chiropractic

 

9555 Lebanon Rd #801

 

Frisco,  TX  75035

 

 

The purpose of this agreement is to clarify your financial responsibilities so we can devote our efforts to helping 

you get the best results in the shortest amount of t

ime.  These are the most common services we provide.

 

Procedure

 

 

Purpose

 

 

 

 

 

When Performed

 

 

Fee

 

 

Evaluation/

 

 

Ascertain the nature and severity of your

 

First visit, new conditions,

 

$55

-

$210

 

Management

 

 

health problem.  Assess and evaluate your

 

exacerbation

s and 

 

[Examination(s)]

 

new or current health status and determine

 

re

-

examinations.

 

 

 

 

an appropriate course of action.

 

 

X

-

rays

 

 

 

Visualize the location of spinal problems

 

First visit, re

-

injuries and

 

$55

-

$185

 

 

 

 

And confirm other examination findings.

 

at 

certain progress points.

 

 

Adjustment

 

 

Reduce the Vertebral Subluxation

 

 

As indicated by exam or

 

$40

-

$65

 

 

 

 

Complex and help stabilize your spinal

 

evaluation.

 

 

 

 

or joint problems.

 

 

Therapy/Ultrasound/

 

Reduce inflammation and swelling, speed

 

As indicated by

 exam or

 

$15

-

$50

 

Interferential

 

 

the healing process and help provide relief.

 

evaluation.

 

 

Forms of Payment

 

Patients are responsible for payment at the time of service.  We accept cash, personal checks, Visa, 

MasterCard, American Express, and debit cards. 

 Any credit arrangements must be authorized in advance.

  

 

We also offer a TOS discount that both patients and third parties may utilize.  Ask our staff for details.

 

 

Insurance/Contract Services/Third Party

 

Other options are available if you care is covered

 by group health insurance, Worker’s Compensation, a 

managed care provider, Medicare, personal injury or the result of an automobile accident.

 

All professional services are rendered and charged to the patient receiving the care and not to an 

insurance prov

ider.  We can however, bill your third party 

AS A COURTESY TO YOU

 but please remember that 

YOU ARE ULTIMATELY RESPONSIBLE FOR YOUR BILL

. In these cases, your portion is due at time of service.  

Your 

insurance is your responsibility!  

 

If your insurance com

pany declines payment, you authorize Dr. Stowell to file small claims on your 

behalf against your insurance company as a method of collection.  You further understand that you will be 

present at the court date if needed. 

 

 

Special Arrangements

 

We have neve

r denied anyone the benefits of chiropractic care because of their inability to pay our published 

fees.  If financial hardship requires special arrangements please see the office manager.

 

 

Billing

 

Any outstanding balances are billed monthly and considered 

past due after the due date printed on the 

statement or when special arrangements are not met.  Returned checks are subject to a $30 fee.  Balances 

older than 30 days will accrue interest charges of 1.5% per month.  Should an account remain unpaid and a 

th

ird party be retained to pursue payment, patients are also responsible for all valid collection fees associated 

with bringing the account current.

 

 

Patient Agreement

 

 

A 24 hour cancellation is required for all appointments. 

A $20 fee will be assessed on an

y appointments 

canceled with less than a 24 hour (business day) prior notification

.

  

I have read, understand and agree to 

the above terms.

 

  

 

_______________________________

 

_______________

 

_________________________________

 

______________

 

Patient/Responsib

le Party Signature       

 

Date

 

 

 

Office Representative

 

 

 

     Date
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UTHORIZATION

 

AND

 A

SSIGNMENT

 

 

To:  

Doctor

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In consideration of your undertaking to treat me, I agree to the following:

 

 

Authorization to Release Information

 

 

You are authorized to release any information you deem appropriate concerning my physi

cal condition to any 

insurance company, attorney, or adjuster in order to process any claim for reimbursement of charges incurred by me 

as a result of professional services by you, and I hereby release you of any consequences thereof.

 

 

 

Assignment of Cause

 of Action

 

 

In the event any insurance company is obligated by contractual agreement to make payment to me or to you for the 

demand by you, I hereby assign and transfer to you the cause of action that exists in my favor against any such 

company (the name(s

) of which is/are believed to be correctly set forth under pertain data below) and authorize you 

to prosecute said action either in my name or your name as you see fit and further authorize you to comprise, settle, 

or otherwise resolve said claims you see 

fit.  However, it is understood that until all reasonable efforts have been 

made to collect the sums due from the insurance company contractually obligated, you will refrain from attempts and 

efforts to collect the amounts owed directly from me.  I underst

and that whatever amounts you do not collect from 

insurance proceeds (whether it be all or part of what is due), I personally owe you and agree to pay in a current 

manner.

 

 

Authorization to Pay Directly to Doctor

 

 

To _______________________________________

____________________ (attorney and/or insurance company).  

In consideration of the chiropractic services rendered and to be rendered by him/her, I authorize and direct the 

payment to the doctor named above of any sum I now or hereafter owe him/her by you, 

my attorney, out of the 

proceeds of any settlement of my case, and/or by any insurance company obligated to reimburse me for the charges 

for his/her services or otherwise obligated to make payment to me or him/her based in whole or in part upon the 

charges

 made for his/her services.

 

 

Acknowledgement and Understanding

 

 

I hereby acknowledge that I am receiving (or about to receive) health care/chiropractic services from Doctor 

__________________________________ and that I have been advised that the doctor pro

viding the services is 

willing to wait for payment for these services, provided that there continues to be a reasonable chance that payment 

will be made either by insurance proceeds or out of the settlement of liability claim.  I understand that if it is 

d

etermined either:

 

 

(a)

 

that there is no insurance company obligated to pay for the services or if the insurance company involved 

refuses to acknowledge as assignment to the doctor or make other provisions for the protection of the 

interests of the doctor; or

 

(b)

 

i

f a liability claim exists and my attorney refuses to agree to protect the interest of the doctor or if I have not 

engaged the services of an attorney;

 

 

then payment for services rendered by Doctor _______________________________________ will be made on a 

current basis and my bill paid in full as soon as my liability claim is settled or the passage of three months from my 

last treatment, which ever occurs first.

 

 

 

Patient Name:

 

 

 

Patient#

 

 

 

 

 

 

Claim/Group#:

 

 

 

S.S: 

 

 

 

 

 

 

 

Patient Signature:

 

 

 

Date: 

 

 

 

 

 

 

Wit

ness Signature:

 

 

 

Date: 

 

 

 

 

 

_1275398988.doc
LETTER OF NO ACCIDENT OR WORK INJURY


______________________


Patient’s Name


Dear Insurance Company,


This letter is to inform you that I was not involved in any auto or work injury for this diagnostic test and/or treatment.


Please note the following:


                               I state that I was not involved in any auto accident or personal injury caused by any other party.  I further state that my diagnostic test and/or treatment is not the result of an injury while on the job or by any other person related to my employment.


Please process my claim properly with no delay!!


Sincerely,


_______________________________


Patient’s Signature
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FINANCIAL AGREEMENT


Wellness Care Chiropractic


9555 Lebanon Rd #801

Frisco,  TX  75035


The purpose of this agreement is to clarify your financial responsibilities so we can devote our efforts to helping you get the best results in the shortest amount of time.  These are the most common services we provide.


Procedure

Purpose




When Performed

Fee

Evaluation/

Ascertain the nature and severity of your
First visit, new conditions,
$55-$210


Management

health problem.  Assess and evaluate your
exacerbations and 


[Examination(s)]
new or current health status and determine
re-examinations.





an appropriate course of action.


X-rays


Visualize the location of spinal problems
First visit, re-injuries and
$55-$185





And confirm other examination findings.
at certain progress points.


Adjustment

Reduce the Vertebral Subluxation

As indicated by exam or
$40-$65





Complex and help stabilize your spinal
evaluation.





or joint problems.


Therapy/Ultrasound/
Reduce inflammation and swelling, speed
As indicated by exam or
$15-$50


Interferential

the healing process and help provide relief.
evaluation.


Forms of Payment


Patients are responsible for payment at the time of service.  We accept cash, personal checks, Visa, MasterCard, American Express, and debit cards.  Any credit arrangements must be authorized in advance.  


We also offer a TOS discount that both patients and third parties may utilize.  Ask our staff for details.


Insurance/Contract Services/Third Party


Other options are available if you care is covered by group health insurance, Worker’s Compensation, a managed care provider, Medicare, personal injury or the result of an automobile accident.


All professional services are rendered and charged to the patient receiving the care and not to an insurance provider.  We can however, bill your third party AS A COURTESY TO YOU but please remember that YOU ARE ULTIMATELY RESPONSIBLE FOR YOUR BILL. In these cases, your portion is due at time of service.  Your insurance is your responsibility!  

If your insurance company declines payment, you authorize Dr. Stowell to file small claims on your behalf against your insurance company as a method of collection.  You further understand that you will be present at the court date if needed. 


Special Arrangements


We have never denied anyone the benefits of chiropractic care because of their inability to pay our published fees.  If financial hardship requires special arrangements please see the office manager.


Billing


Any outstanding balances are billed monthly and considered past due after the due date printed on the statement or when special arrangements are not met.  Returned checks are subject to a $30 fee.  Balances older than 30 days will accrue interest charges of 1.5% per month.  Should an account remain unpaid and a third party be retained to pursue payment, patients are also responsible for all valid collection fees associated with bringing the account current.


Patient Agreement



A 24 hour cancellation is required for all appointments. A $20 fee will be assessed on any appointments canceled with less than a 24 hour (business day) prior notification.  I have read, understand and agree to the above terms.


_______________________________
_______________
_________________________________
______________


Patient/Responsible Party Signature       
Date


Office Representative


     Date
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** OFFICE USE ONLY **


Co-pay 





APPLICATION FOR TREATMENT
Co-Ins. 















Cash 
















MC 





PERSONAL INFORMATION





     

A/H  _ _(MARK IN PENCIL)___



Patient Name: 






Spouse Information 


Address:
 






Name: 








City: 


  State: 

 Zip: 




Email:  







Nearest Living Relative (not living with you)


Home Phone#: 






Name: 








Work Phone#: 






Home Phone#: 







Cell Phone #_______________________________________


Marital Status: 






Address: 








D.O.B. 


   Age: 
____________________         


Sex: [  ] M  [  ] F




                City: 

_____________________________________


Social Security#: 









Occupation: 








Employer: 






OTHER INFORMATION

Work Address: 






Who’s responsible for bill? [ ] Self  [ ] Employer [ ] Insurance

City: 


  State: 

 Zip: 


Who referred you to our office? 





TREATMENT  INFORMATION


What type of care are you expecting?    [   ] Temporary Relief     [   ] Lasting Correction


Have you ever seen a Chiropractor before?    [   ] No     [   ] Yes   > Name of doctor 

                




What is your major complaint? 














Do you have any additional problems or comments? 












Should radiographs be taken, they remain the property of this clinic.  Fees are payable at the time services are rendered, unless other arrangements are made in advance.  Patient is financially responsible for services provided.  Account balances over 90 days are subject to 1.5% interest per month.


Patient’s Signature: 








   Date:
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AUTHORIZATION AND ASSIGNMENT

To:  Doctor 













In consideration of your undertaking to treat me, I agree to the following:


Authorization to Release Information


You are authorized to release any information you deem appropriate concerning my physical condition to any insurance company, attorney, or adjuster in order to process any claim for reimbursement of charges incurred by me as a result of professional services by you, and I hereby release you of any consequences thereof.


Assignment of Cause of Action


In the event any insurance company is obligated by contractual agreement to make payment to me or to you for the demand by you, I hereby assign and transfer to you the cause of action that exists in my favor against any such company (the name(s) of which is/are believed to be correctly set forth under pertain data below) and authorize you to prosecute said action either in my name or your name as you see fit and further authorize you to comprise, settle, or otherwise resolve said claims you see fit.  However, it is understood that until all reasonable efforts have been made to collect the sums due from the insurance company contractually obligated, you will refrain from attempts and efforts to collect the amounts owed directly from me.  I understand that whatever amounts you do not collect from insurance proceeds (whether it be all or part of what is due), I personally owe you and agree to pay in a current manner.


Authorization to Pay Directly to Doctor


To ___________________________________________________________ (attorney and/or insurance company).  In consideration of the chiropractic services rendered and to be rendered by him/her, I authorize and direct the payment to the doctor named above of any sum I now or hereafter owe him/her by you, my attorney, out of the proceeds of any settlement of my case, and/or by any insurance company obligated to reimburse me for the charges for his/her services or otherwise obligated to make payment to me or him/her based in whole or in part upon the charges made for his/her services.


Acknowledgement and Understanding


I hereby acknowledge that I am receiving (or about to receive) health care/chiropractic services from Doctor __________________________________ and that I have been advised that the doctor providing the services is willing to wait for payment for these services, provided that there continues to be a reasonable chance that payment will be made either by insurance proceeds or out of the settlement of liability claim.  I understand that if it is determined either:


(a) that there is no insurance company obligated to pay for the services or if the insurance company involved refuses to acknowledge as assignment to the doctor or make other provisions for the protection of the interests of the doctor; or


(b) if a liability claim exists and my attorney refuses to agree to protect the interest of the doctor or if I have not engaged the services of an attorney;


then payment for services rendered by Doctor _______________________________________ will be made on a current basis and my bill paid in full as soon as my liability claim is settled or the passage of three months from my last treatment, which ever occurs first.


Patient Name:


Patient# 





Claim/Group#:


S.S: 






Patient Signature:


Date: 






Witness Signature:


Date: 
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                                                              X-Ray Consent                                                                                 .


The doctor has explained that the purpose of the x-rays about to be taken is to analyze the spine for vertebral subluxations and to determine the appropriateness of chiropractic spinal adjustments.  If the doctor discovers a non-chiropractic “unusual finding” when reviewing this x-ray, I will be informed.  I then must determine if I should seek the services of an additional health care provider for advice, diagnosis or treatment for the unusual finding.  I understand that seeking advice from another type of health care provider should not interfere with the subluxation correction care provided by this office.


I fully understand the above and consent to chiropractic spinal x-rays.




Patient’s Signature



    

 Date


                               Pregnancy Release (Female Patients)                                                    .   


This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his associates have my permission to perform an x-ray evaluation.  I have been advised that x-rays can be hazardous to an unborn child.


Date of last menstrual period: __________________________



Patient’s Signature





        
Date


ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES NOTICE


I acknowledge that I have been informed of this facilities Privacy Practices.  I have read and understand the Notice that they have provided that is kept on file as part of my personal chart and information.  I understand that it is my right to obtain a copy of this Notice if I request one.











_________________________


Patient Signature







Date


Office Representative







Date
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Sheet1

		NOTE:  The following questions may not seem to relate to your current health problem, but they are very important for the doctor to determine how

		well you may respond to chiropractic care and in determining the true cause of your problem.

		I		ILLNESS

				Please check any of the following illnesses you have had:

				O  Angina		O  Diabetes		O  Hemorrhoids		O  Polio

				O  Asthma		O  Diverticulitis		O  Hepatitis		O  Rheumatic Fever

				O  Cardiac Disease		O  Emphysema		O  Hypoglycemia		O  Spinal Cord Injury

				O  Cirrhosis		O  Epilepsy		O  Lupus		O  Thyroid problems

				O  Crohn's Disease		O  Gallbladder Disease		O  Multiple Sclerosis		O  Tuberculosis

				O  Concussion		O  Gout		O  Pneumonia		O  Ulcers

				O  Convulsions		O  Heart Attack (Date:____________)

				O  Arthritis:   Which joints?

				O  Cancer:   Which organ(s)?

				O  Fracture:   Which bones?

				O  List any other serious illnesses:

		II		SURGERY

				Please check any of the following surgeries you have had:  (It's important to include the year surgery was performed.)

				O  Appendectomy   ___________		O  Gallbladder  ___________		O  Hysterectomy  ___________		O  Stomach  ___________

				O  Bladder  ___________		O  Heart  ___________		O  Kidney  ___________		O  Tonsillectomy  ___________

				O  Breast  ___________		O  Hemorrhoidectomy  ___________		O  Lung  ___________		O  Tubal Ligation  ___________

				O  Cesarean Section  ___________		O  Hernia Repair  ___________		O  Prostate  ___________		O  Vasectomy  ___________

				O  Colon  ___________

				O  Other surgeries (include dates):

		III		SYMPTOMS

				Please check any of the following symptoms you have now or that come and go:

				O  Abdominal pain		O  Ringing in ears		O  Loss of memory		O  Weight loss recently

				O  Allergies		O  Eyes bothered by light		O  Nervous

				O  Drink alcohol: ______oz. day/week		O  Face flushed		O  Numbness in finger(s)		MEN ONLY

				O  Loss of balance		O  Fainting spells		O  Numbness in toe(s)		O  Urinate frequently

				O  Blood in stool		O  Fatigue		O  Pins & Needles - arm(s)		O  Difficulty starting urine

				O  Shortness of breath		O  Feet cold		O  Pins & Needles - leg(s)		O  Wake to urinate more than once

				O  Buzzing in ears		O  Fever		O  Palpitations		a night

				O  Chest pain		O  Can't eat certain foods		O  Sleep on more than one pillow

				O  Chewing difficulty		O  Foot/ankle swelling		O  Sleeping problems		WOMEN ONLY

				O  Chronic constipation		O  Generally run down		O  Loss of smell		O  Birth control pills, implants, or IUD

				O  Cold sweats		O  Hands cold		O  Smoke cigarettes: #___ packs day		O  Irregular periods

				O  Coughing up blood		O  Head feels heavy		O  Swallowing difficulty		O  Menstrual cramping (abdominal)

				O  Coughing up sputum		O  Headaches		O  Loss of taste		O  Menstrual cramping (back)

				O  Persistent cough		O  Loss of hearing		O  Tension		O  Menstrual pain

				O  Depression		O  Irritable		O  Vision blurring		O  Pregnant or possibly so

				O  Chronic diarrhea		O  Jaw pops or clicks		O  Vomiting blood		O List start of last menstrual period

				O  Dizziness		O  Leg cramps sleeping		O  Wear heel lifts or orthotics		(Date:_______________________)

				O  Pain in ears		O  Leg cramps walking		O  Weight gain recently

		IV		Are you currently taking any medications?      O  No      O Yes   (List name of medication and reason for taking it.)

		V		What are your leisure activities?

		VI		What are your work activities?

		VII		Do you have children?      O No      O Yes   (List age and sex of each child)

		VIII		List any pertinent medical information/history for your relatives (I.e., father, mother, grandparents, siblings):
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