GATLIN CHIROPRACTIC AND WELLNESS FINANCIAL POLICY

SCHEDULING

All appointments during regular hours must be scheduled so as to reduce waiting time for you and others. You are free to stop in at anytime; however, you will have to wait until all previously scheduled patients are seen. You will be fit into the schedule as soon as possible.

PAYMENT

Payment is expected in full at time of services rendered. This includes all co-payments. For your convenience we accept Cash, Checks, MasterCard, Visa, and Discover. Payments on your deductible will be made by paying per visit charges/fees until the deductible is met. Should you discontinue care for any reason; any outstanding balances will become immediately due and payable in full by you.  Overdue accounts will be charged interest and you are responsible for all or any collection and attorney fees.

PATIENTS WITHOUT INSURANCE
If you do not have insurance or have insurance with limited coverage, we do have several plans so those patients may receive care without undue financial difficulty. Please ask the front desk about your payment and time of service discounts.

GROUP INSURANCE

We attempt to take out as much of the “insurance hassle” as possible for you. Our office will verify your insurance coverage in an effort to help you determine chiropractic coverage under your current policy. However, all insurance companies have strict policy; they do not guarantee any coverage or explanation of benefits.  It is the responsibility of the patient to contact their insurance if there is a discrepancy or error in your benefits processing. We are not obligated to accept your insurance payment on an assignment, although, for your convenience, we may base on our experience with your insurance carrier. You are always responsible for the portion of your bill that the insurance may not cover and for your annual deductible. Remember that your insurance coverage is a contract between you, your employer, and/or your insurance company. We will file some secondary insurance carriers at our discretion.

MEDICARE

We currently do accept assignment from Medicare. The check is usually sent directly to our office in payment of the services that Medicare will cover, which for chiropractors is ONLY MANUAL MANIPULATION of the spine.  Medicare pays for 80% of the allowable fee once the annual deductible has been met. You are required to pay the deductible and remaining 20% as well as any non- covered services. Non covered services may include therapy, exams, and x-rays. Our office completes and files the forms for Medicare at no charge. If you have a secondary insurance or medigap policy, it may or may not pick up part of the remaining fees.  Please ask the front desk if you have questions.

PERSONAL INJURY/WORKERS COMP

Please notify our front desk immediately if you were involved in an accident or if an attorney is representing you. Please notify your auto insurance or attorney of your visit to our office immediately. Although you are ultimately responsible for your bill, we will, at our discretion, wait for settlement of your claim for up to six months after your care is completed.  Once the claim is settled or if you suspend or terminate care, any fees or services are due immediately. We have the right to ask for payment in full at anytime during your care.

It is the goal of this office to provide you with the finest quality chiropractic care available. If you have questions with regards to any of our policies, please let us know.

I, the undersigned, have read and agree to the guidelines of this financial/insurance policy.

Patient/Guardian Signature_________________________________Date___________

Gatlin Chiropractic & Wellness Patient Information

Date:__________________

Patient #___________    
     Doctor:___________________

Name:__________________________     Social Security #__________________Home Phone: _______________

Address:____________________________________City:___________________ State:______ Zip:___________

E-mail address:________________________________   Cell Phone:____________________________________

Age:_______ Birth Date:_____________ Race:______ Marital:  M  S  W  D   How many children? ____________


Occupation:_________________________ Employer:________________________________________________

Employer's Address:__________________________________
Office Phone:_____________________________ Spouse:___________________  Occupation:________________ Employer:_______________________________

Name of Nearest Relative:________________________  Address:______________________Phone:___________

How were you referred to our office?______________________________________________________________

Purpose of this appointment?____________________________________________________________________

Date symptoms appeared or accident happened?_______________________________ Have you ever had the same or similar condition before?_____________________Days lost from work?___________________________

Serious Illnesses (include dates)_________________________________________________________________

List any allergies  _____________________________________________________________________________ 

Do you have a history of stroke or hypertension?_____________________________________________________
Please list all medications you are currently taking___________________________________________________
___________________________________________________________________________________________
Please check any and all insurance coverage that may be applicable in this case:

   □ Major Medical     □   Worker's Compensation      □ Medicaid/Tenncare       □  Medicare    □   Auto Accident 

   □ Medical Savings Account & Flex Plans               □ Other

Name of Primary Insurance Company:___________________________________________________________

Name of Secondary Insurance Company (if any):___________________________________________________

AUTHORIZATION AND RELEASE: I authorize payment of insurance benefits directly to the chiropractor or chiropractic office. I authorize the doctor to release all information necessary to communicate with personal physicians and other healthcare providers and payers and to secure the payment of benefits. I understand that I am responsible for all costs of chiropractic care, regardless of insurance coverage. I also understand that if I suspend or terminate my schedule of care as determined by my treating doctor, any fees for professional services will be immediately due and payable.  The undersigned further agrees in case of default of payment, and if their account should be placed in the hands of a collector or attorney, all collection fees, attorney fees, cost and other expenses will be paid by the undersigned.
The patient understands and agrees to allow this chiropractic office to use their Patient Health Information for the purpose of treatment, payment, healthcare operations, and coordination of care. We want you to know how your Patient Health Information is going to be used in this office and your rights concerning those records. If you would like to have a more detailed account of our policies and procedures concerning the privacy of your Patient Health Information we encourage you to read the HIPAA NOTICE that is available to you at the front desk before signing this consent.  The following person(s) have my permission to receive my personal health information:
Patient's Signature:_____________________________________________________
Date:________________

Guardian's Signature Authorizing Care:_____________________________________
Date:________________

1.
What is your major symptom? _____________________________________________________

2.
If this is a recurrence, when was the first time you noticed this problem?____________________


How did it originally occur?________________________________________________________


Has it become worse recently?  Yes ___  No ___  Same ___  Better ___  Gradually Worse _____


If yes, when and how? ____________________________________________________________

3.
How frequent is the condition?   Constant  _____  Daily  ____  Intermittent  ____  Night Only ___


How long does it last?  All Day _________  Few Hours ___________  Minutes _______________

4.
Are there any other conditions or symptoms that may be related to your major symptom?


Yes _____   No  _____.  If yes, describe _____________________________________________


Are there other unrelated health problems?   Yes _____  No _____. If yes, describe ___________

5.
Describe the pain:  Sharp _____   Dull_____    Numbness _____   Tingling _____   Aching _____


Burning _____  Stabbing _____  Other _______________________________________________

6.
Is there anything you can do to relieve the problem?  Yes ___  No ___.   If yes, describe _______


__________________________________.  If no, what have you tried to do that has not helped? 

______________________________________________________________________________

7.
What makes the problem worse?   Standing ____  Sitting ______  Lying ______  Bending ______


Lifting _____  Twisting _____  Other ________________________________________________

8.
Have you had any broken bones?  Yes ____ No ____.  If yes, please list and give dates _______


______________________________________________________________________________

9.
List any surgeries or major accidents you have had other than those that might be mentioned above:


______________________________________________________________________________________________________________________________________________________________________
10.
To your knowledge, have you had any diseases, major illnesses, or injuries not indicated on this 


form either in the past or the present?     Yes ____  No  ____.  If yes, please explain __________


______________________________________________________________________________

11.  
TOBACCO USAGE

Current Tobacco User ______ 

Years Used ______

Former Tobacco User ______  

Years Since Quit ______

Never Tobacco User ______

Type of Tobacco Currently or Formerly Used

Cigarettes ______ Cigars ______ Pipe ______ Dip ______ Chew ______

Amount used per day ______________________________

12.
What is your weight? _________
Height? ___________ 
Average blood pressure?____________


*If you do not know weight, height or blood pressure, we can check them for you.
13.
WOMEN ONLY:  Are you pregnant or is there any possibility you may be pregnant?


Yes _____     No _____   Uncertain _____
PAIN DRAWING

Please mark the figures below with the letters that best describe the sensation or pain you are feeling.  Please mark areas where pain radiates or spreads with a ↑, ↓, or ←, → arrow to indicate the direction of radiating pain.  (Include all affected areas)

	A =
	Ache
	B =
	Burning
	R =
	Radiating Pain
	D =
	Dull Pain

	N =
	Numbness
	S =
	Stabbing
	P =
	Pins & Needles
	O =
	Other
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FAMILY HISTORY
Please review the below-listed diseases and conditions and indicate those that are current health problems of the family member.  Leave blank those spaces that do not apply.  Circle your answers if your relative lives around this locality, as some hereditary conditions are affected by similar climate.

	CONDITION
	SELF
	FATHER

Age [     ]
	MOTHER

Age [     ]
	BROTHER(S)

Age [     ]  Age [     ]
	SISTERS

Age [     ] Age [     ]
	CHILDREN

Age [     ] Age [     ]

	Arthritis/Gout
	
	
	
	
	
	

	Allergies
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	

	Back Problems
	
	
	
	
	
	

	Basal Cell

Carcinoma
	
	
	
	
	
	

	Bladder Cancer
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	

	Cardiac Disease
	
	
	
	
	
	

	Chemical Dependency
	
	
	
	
	
	

	COPD
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	

	High Blood

Pressure
	
	
	
	
	
	

	Kidney Disease
	
	
	
	
	
	

	Melanoma
	
	
	
	
	
	

	Prostate Cancer
	
	
	
	
	
	

	Prostate Problems
	
	
	
	
	
	

	Renal Stone
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	

	TB
	
	
	
	
	
	

	Other
	
	
	
	
	
	

	Other
	
	
	
	
	
	

	Other
	
	
	
	
	
	


If any of the above family members are deceased, please list their age at death and cause:
· Gatlin Chiropractic and Wellness may send electronic health records and messages to confirm upcoming appointments to: the following email address: _________________________________________________________

· Gatlin Chiropractic and Wellness may send cell phone text messages to confirm my upcoming appointments to: ____________________________ Please indicate your cell phone provider ___________________________   *Standard text messaging rates may apply

Gatlin Chiropractic and Wellness
Patient Health Information Consent Form
We want you to know how your Patient Health Information (PHI) is going to be used in this office and your rights concerning those records.  Before we will begin any health care operations we must require you to read and sign this consent form stating that you understand and agree with how your records will be used. If you would like to have a more detailed account of our policies and procedures concerning the privacy of your Patient Health Information we encourage you to read the HIPPAA NOTICE that is available to you at the front desk before signing this consent.

1. The patient understands and agrees to allow this chiropractic office to use their Patient Health Information (PHI) for the purpose of treatment, payment, healthcare operations, and coordination of care.  As an example, the patient agrees to allow this chiropractic office to submit requested PHI to the Health Insurance Company (or companies) provided to us by the patient for purpose of payment.  Be assured that this office will limit the release of all PHI to the minimum needed for what the insurance companies require for payment.

2. The patient has the right to examine and obtain a copy of his or her own health records at any time and request corrections.  The patient may request to know what disclosures have been made and submit in writing further restrictions on the use of their PHI. Our office is not obligated to agree to those restrictions.

3. A patient’s written consent need only to be obtained one time for all subsequent care given in this office.

4. The patient may provide a written request to revoke consent at any time during care.  This would not affect the use of those records for the care given prior to the written request to revoke consent, but would apply to any care given after the request was presented.

5. For your security and right to privacy, all staff has been trained in the area of patient record privacy and a privacy official has been designated to enforce those procedures in our office.  We have taken all precautions that are known by this office to assure that your records are not readily available to those who do not need them.

6. Patients have the right to file a formal complaint with our privacy official about any possible violations of these policies and procedures.

7. If the patient refuses to sign this consent for the purpose of treatment, payment, and health care operations, the chiropractic physician has the right to refuse to give care.

I have read and understand how my Patient Health Information will be used and I agree to these policies and procedures.

Name of Patient                                                                                                            Date
Please indicate how you would rate your pain	(LOW)   0     1     2     3     4     5     6     7     8     9     10 (HIGH)   








