Welcowe tor
Moy Hill Chivopractic Center
342 Cari Eller Road Mars will NC 28754

Telephane # (828) 689-3777
Fax @ {B2B) 685-5435

Today's Dates , Ml;ritli Sgatns ‘(?ﬁc!ct: vingle married divorged  widowed
tull Neme: .. T~ Birthdate: ...._,_.._._ it
Name vou prefer to Le ealled: 3
Address: A . Referred by: o
e e Work Status:
TR PHORE . e e Employer: s
Work Phone: Decopation: sy e
Cell Phone: _ " : # of children: ___ . Age(sh -
Email: — Emergency Contact Person:
REeleal DBOESES . - o L i g o Emergency Contact ¥ L]
Practice Name: i R felationship to you: .
torvamypde: Morvs AN Aediead Center)
iy vour pain or injary the rexolt of an sccident? YES . NO
Iyes. was : ___ suto necident o injury . actident o work

Please read and Initial:

_ We invite vou 1o discuss with us any questions regarding our services. The best nealih services are based vna
teeadly. mutual understanding between doctor and paticnt

 ur policy requires payment in (ull for ol services renderod al e tine of visit, unless otler aranyements hnve becy
wadde with vur busivess manager. (0 account is ot paid within 90 days of date of service and no fingneial armagements
have heen made. you will be responsible for any expenses incurred in colleetion af your account.

L understand the above infosnation and wuarantee this foms was completed correcty 1 the best ol my kaowledge
and unclerstand it is my responsibility to inform this ofliee of any changes in niy medical status or any changes 1o Ve
information | hove provided on this form.

Hignatun: Dt




Patient:  D.0.B, Date:

L

7
B.
9.

10. Have yoo had this problem examined by anyone elsa?
11. What have you done to treat this problem?

. When did your symptoms start?

Briefly Describe your PRIMARY complaint:__ : trficat whers you hanss pasn Or ol Byrpl

Pain Is: Sharp Dull Burning Throb Stabbing Numb Ache Other

How did your symptoms start?
Average pain intensity:

in the last 24 hours: no pain 1234567 89 10 worst pain
in the past week: nopain12345678910waorst pain

How often do you experience your symptoms?
Constantly (75-100% of the time) Frequently {50-75% of the time) Occasionally (25-50% of the time) intermittenty (0-25%)
How are your symptoms changing? o Getting better o Notchanging o Getting worse

What makes your symptoms better?

What makes your symptoms worse?

Additional complaints:

1,
2.
3.

Current Medications, including dosage if known. if there are no current medications, check here: O

1) 5}
2) _ 8
3) 7
4) 8)

List any known allergies you have had to medications. If no allergies are known, check here: ©

1}

2}

Has vour doctor dizgnosed you with High Bload Prassure presentiy? OYes O No if yes, describe:

Has your doctor diagnosed you with Diabetes presently? O Yes O No if yes, what kind? Type L Type 2
Have you had an X-tay, CT scan or MRI of your spine In the past 28 days? OYes ONs

.
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Patient Health Questionnaire

Patient Name late

What type of reguiar exercise do you pedorm? o MNona 0 Light o Moderale o Strenvous

Wha i your haight & waght? Mot T Wenght s,

Ear each of (e sondinons lsted below, place a chack in the Bast column if you have nad the condilion in e past, I you
prasendly hava a condition listed below, piace A ahotk n (he Present column

Faal Pragsont Pagt Present Brnl Prosens
O O Headaches O O kigh Biood Pressus 0 D Diatetes
0 O Neck Pam o © Hean Altack G O Broussiva Thirst
O Uppar Back Fak 0 O ChestPans o O Freguent Wrnation
QO MidBaok Pain O O Staks
0 O LowBadk Fain 2 O Angina 0 O Smokingluse Tebacco Producls
o O Drogialpstel egsndence:
O 0O Shouder Pain O O widney Smnes
0 O Elbswidsper Arm Fain O O Rigney Dsargels £ 0 AlsGes
0O Wrist Pain G 0 Bladssr nfgnon ¢ ¢ Depression
00 Hand Pain 0 O Paful Uriniatien 0 0 Systeme Lupus
a0 Lossaof Badder Control O O Epsiepsy
o O Hipddppet Leg Fair Q0 Prstate Broblams 0 DermaltisiEczema, resn
O O KreelLowsf Leag Pan O O HIVAIDY
0 O AckaFool Paln O O Annoimal Waght Galdloss
O € Loss ol Appetite Furvigies Only
G0 Jdaw Pan O O Abdomimal Pam 50 Passctption Birh Contig
o O \ker 0 @ Roroonal Replasement
O 0 Jden Sweting/Sitness o O repstis g O Pragnénty
o O Anhelbs B O LverGei Blagasr Disnraer
& O Rheumatokd Arthrltis Ciher Health Problemsidssuss
0 0 Gangw
O O Geners! Fatiguo o O Tumds o oQ
O 0 Muscotar Incoordingtion o 0
O 0 Viseasl Distrbances 0 Asthma o.0
QO O Daziness o 0 Chrong Sinusiius
|adicats if-an immediate family member his had any of the Hoaing
o Rneumatald Adhatis o Heart Prabiems 0 Dinbeles © Gancer  olupus O CUhen .

List il e surcreal proseduras you Rave had and any Ynes you nave been

nospitaizad

Fatignt Sigheure:

- Date

Mars Hill Chiropractic Centar




Mars Hill Chiropractic Center
Financial Agreements

The best attention can be given to you and your health concerns when we know that you expect
of us, and you know what we expect of you.

Ultimately YOU are responsible for all charges at this office, not your insurance company. It is
your responsibility to communicate with your insurance company. We will help whenever
possible.

If it appears that you have insurance which will cover a portion of your charges at this office, and
they deny coverage, the balance will be your responsibility.

Upon completion of treatment for a particular condition, many people continue on with
preventative/maintenance chiropractic care with very satisfying results. However, since your
insurance company will not cover maintenance services, we will offer you a cash discount, if
paid at time of services. We do not file maintenance visits with your insurance company.

Below is a fee schedule that lists many of the common services at this office.

Initial exam $98.00 X-rays per region $50.00
Reexam $50.00 Manual therapy (muscle treatment) $14.00
Adjustment of 1-2 regions ~ $38.00 Kinesiology testing $14.00
Adjustment 3-4 regions $49.00 Intersegmental traction $14.00
Urinalysis $10.00 Wellness adjustment $38.00
Interferential current $14.00 (paid at time of service)

There will be a $25.00 fee for any returned checks.

Past due accounts are subject to a 10% per month billing charge.

I have read and accept the above financial agreements.

Signature of Patient: Date:

Or signature of Parent or Guardian: Date:




CONSENT FOR USE OR DISCLOSURE OF HEALTH INFORMATION

Qur Privacy Pledge

We are very concerned with proteciing your privacy. VWhile the law requires us to give you this
disclosure, please understand that we have, and always will, respect the privacy of your health
information.

There are several circumstances in which Mars Hill Chiropractic Center may have to use ol
disclose your health care information. We may have io disclose your heaith information

. {o another haaith care provider for reterral to them for treatment or diagnosis

. to an insurance company or another party i they are responsible for payrment of your
senvices for treatment

- amongst the staff within our practice for quality control or administrative purposes.

| understand that | have the right to restrict how my personal health information is used and
disclosed for treatment, payment and administrative operations if | notify the practice. | aiso
understand that Mars Hill Chiropractic Genter will consider requests for restriction on & case-by-
case basis, but does not have to agree 10 requests for restrictions.

| hereby consent to the use and disclosure of my personal heaith information for purposes as
noted in Mars Hill Chiropractic Center's Notice of information Practices. | understand that | retain
the right to revoke this consent by notifying the practice at any time.

Signature; _ ‘ Diate:

Printed Name:




INFORMED CONSENT TO CHIROPRACTIC CARE

We provide adjustments or manual manipuiations through the gentle application of a targeted movement
where and when indicated by a licensed Doctor of Chiropractic to improve motion of the body’s spinal
column and extremities.

Chiropractic treatment, including spinal adjustment, has been the subject of government reports and
multi-disciplinary studies conducted over many years and has been demonstrated to be an effective
treatment for many neck and back conditions involving pain, numbness, muscle spasm, loss of mobility,
headaches, and other similar symptoms. Routine chiropractic treatment can result in better function,
improved joint motion, and a healthier, more active lifestyle.

However, there are some risks associated with the chiropractic adjustments, including, but not limited 1
the possibility of sprains, dislocations, and fractures. In addition:

I. While rare, some patients may experience short term aggravation of symptoms, rib fractures or
muscle and ligament strains or spraius as a result of manual therapy techniques.

2. There are reported cases of stroke associated with neck movements including adjustments of the
upper cervical spine. Current medical and seientific evidence does not establish a definite cause
and effect relationship between upper cervical spine adjustment and the occurrence of stroke.
Furthermore, the apparent association is noted very infrequently. However, you are being warned
of this possible association because a stroke may cause serious neurological impairment and
result in injuries including paralysis.

3. There are reported cases of disc injuries following a cervical and lumbar spinal adjustments or
chiropractic treatment.

The risk of Injuries or complications from chiropractic treatments are substantially lower than that
associated with many medical or other treatments, medications, and surgical procedures given for the
same treatments.

Common alternatives to adjustments and manipulations include medications, physical therapy, or medical
treatments and surgery provided by physicians and surgeons.

By signing this informed consent, | acknowledge that | have discussed, or have had the opportunity to
discuss, with my Doctor of Chiropractic the nature and purpose of chiropractic treatment in general and

my treatment in particular (including spinal adjustments), the benefits, risks and alternatives te
chiropractic treatment.

I consent to the chiropractic treatments offered or recommended to me by my Doctor of Chiropractic,

including spinal adjustment. I intend this consent to apply to all my present and future chiropractic care
received from Mars Hill Chiropractic Center.

Patient Printed Name

Patient Signature

Leogal Guardian Signature,

Date Witness Signature




Mars Hill Chiropractic Center
342 Carl Eller Rd, Mars Hill, NC 28754
828-689-3777

Patient Name:

Advance Beneficiary Notice of Noncoverage (ABN)

NOTE: If Medicare doesn't pay for services below, you may have to pay. Medicare does not pay for everything, even
some care that you or your health care provider have good reason to think you need. We expect Medicare may not pay
for the services below.

Services. ~ T Roason/Medicare May NotPay:.  [Estimated Cost

Spinal Manipulation i Medicare may construe your spinal manipulation to | $38 for Maintenance
be maintenance care which is not a medically Manipulation
necessary service.

X Ray This is not a covered service under Medicare. $50

Examination This is not a covered service under Medicare, 1st Exam : $81 to $98

Re-Exam : $50 to $63

Therapy This is not a covered service under Medicare. $14

Vitamins, Supplements, Pillows, Ice Packs, This is not a covered service under Medicare. Prices as marked

lOintments, Braces, Supports n product

WHAT YOU NEED TO DO NOW:
e Read this notice, so you can make an informed decision about your care.
e Ask us any questions that you may have after you finishreading.

e Choose an option below about whether to receive the services listed above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance that you might
have, but Medicare cannot require us to do this.

OPTIONS:

] OPTION 1. | want the services listed above. You may ask to be paid now, but | also want Medicare billed for
an official decision on payment, which is sent to me on a Medicare Summary Notice (MSN). | understand that if
Medicare doesn’t pay, | am responsible for payment, but | can appeal to Medicare by following the directions on
the MSN. If Medicare does pay, you will refund any payments | made to you, less co-pays ordeductibles.

] OPTION 2. | want the services listed above, but do not bill Medicare. You may ask to be paid now as | am
responsible for payment. | cannot appeal if Medicare is not billed.

] OPTION 3. | don't want the services listed above. | understand with this choice | am not responsible for
payment, and | cannot appeal to see if Medicare wouldpay.

Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on this notice or
Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
Signing below means that you have received and understand this notice. You also receive a copy.

Signature: Date:

CMS does not discriminate in its programs and activities. To request this publication in an alternative format,

please call: 1-800-MEDICARE or email: AltFermatRequest@ems hhs.gov.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays
a valid OMB control number. The valid OMB control number for this information collection is 0938-0566. The time required to
complete this information collection is estimated to average 7 minutes per response, including the time to review instructions, search
existing data resources, gather the data needed, and complete and review the information collection. If you have comments concernin,

the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRE

SIS == ehisii
Reports Clearance Officer, Baltimore, Maryland 21244-1850.
Form CMS-R-131 (Exp. 03/2020) Form Approved OMB No. 0938-0566




