Welcome to Better Health Chiropractic
New Patient Questionnaire (Please PRINT)
Name________________________________________  Age:__________  Birth Date_____________________
Address___________________________________ City____________________ State________ Zip_________

Home Phone#_____________________ Cell#______________________ Work#_________________________

SS#______________________  Marital Status    S
  M      D        W   Spouse Name_______________________
Employer Name_________________________________ Occupation__________________________________

Insurance Company_______________________________ Policy Holder’s Name_________________________

Who is responsible for your bill? Self___  Spouse___  Employer___   Insurance___   Other___
How will payment be made?  Cash___  Check___  Credit Card___  Worker’s Compensation___  

Health Insurance___ Automobile Ins. Policy___
Email address___________________________________  Would you like our newsletter by email?   Yes No
How did you hear about our office?

Yellow Book
    Referral         Sign           Dex
          Internet
      Radio
Staff
      Patient Referral

Other ____________________________________________ 
Emergency contact ___________________________ Phone# ________________ Relationship_____________
Name of Medical Doctor _____________________________
Would you like us to send your medical doctor a report?     YES

NO
Have you had x-rays taken anywhere in the last year?
YES

NO


If so, Where? _______________________________________
FEES ARE PAYABLE AT THE TIME X–RAYS, EXAMINATIONS AND TREATMENTS ARE RECEIVED UNLESS OTHER ARRANGEMENTS ARE MADE IN ADVANCE.  X-RAYS REMAIN THE PROPERTY OF THIS CLINIC. 

I HEREBY GIVE PERMISSION FOR TREATMENT.

SIGNATURE OF PATIENT__________________________________ DATE___________
PROMISE TO PAY FOR HEALTH CARE GOODS AND SERVICES AND GRANT OF SECURITY INTEREST IN HEALTH CARE INSURANCE RECEIVABLES, ACCOUNTS, PROCEEDS AND RELATED DEPOSIT ACCCOUNTS


In consideration of the health care goods, services, care and treatment provided to the patient, the undersigned, whether signing as patient or responsible person, agrees to pay Better Health Chiropractic on demand all charges for goods and services provided in accordance with its regular rates on the dates provided not covered by insurance.  To secure payment of all amounts due Better Health Chiropractic for health care goods, services, care and treatment provided to the patient, the undersigned, whether signing as patient or responsible person, hereby grants to Better Health Chiropractic a security interest in and lien upon all health care insurance receivables, accounts, and any other insurance benefits or payments to which the undersigned or patient is entitled or receives, together with the deposit accounts into which the cash proceeds from such receivables, accounts, benefits or payments are deposited when paid, which relate to or arise from the condition or incident for which the patient seeks treatment.

Signature of Patient________________________________________ Date____________________

DIRECTION TO PAY INSURANCE BENEFITS DIRECTLY TO BETTER HEALTH CHIROPRACTIC AND ASSIGNMENT OF INSURANCE BENEFITS


The undersigned, whether signing as patient or responsible person, understands and agrees that the undersigned is responsible to Better Health Chiropractic for any remaining balance in accordance with its regular rates on the dates provided not covered by insurance.  The undersigned promises to pay to Better Health Chiropractic any and all health care, medical and other insurance benefits which the undersigned or patient receives which relate to or arise from the health care which the patient receives from Better Health Chiropractic.  The undersigned hereby assigns to Better Health Chiropractic any and all health care, medical and other insurance benefits payable from any source or policy of insurance (including, but not limited to, health insurance such as Medicare, Medicaid, or Blue Cross & Blue Sheild, worker’s compensation insurance, automobile insurance, accident or general liability insurance, and all others) insuring the patient or any other person responsible for the patient’s care or the patient’s health problems, injury or symptoms, with such benefits to be paid directly to Better Health Chiropractic to be applied to the charges for goods and services provided to the patient.  The undersigned authorizes the release of any health care, medical or other information necessary to process the insurance claim.  This shall serve as a long-term authorization card.  This agreement, authorization and assignment shall apply to all health care goods, services, care and treatment provided by Better Health Chiropractic to the patient until it is revoked in writing.

Signature of Patient__________________________________________Date_______________________

Better Health Chiropractic

1955 LaPorte Road

Waterloo, IA 50702

FORM: NOTICE OF PRIVACY PRACTICE SUMMARY

This summary discloses how heath information about may be use.  A full notice of your privacy rights has also been provided to you.

Better Health Chiropractic, Inc uses health information about you for treatment, and to obtain payment for treatment with your authorization as required by the state of Iowa, for administrative purposes, and to evaluate the quality of care that you receive.  

Better Health Chiropractic, Inc will not disclose your information to others unless you tell us to do, or unless the law authorizes or requires us to do so.  

Better Health Chiropractic, Inc may use your information to provide appointment reminders, information about treatment alternatives or other health-related issues; we may mail you reminder postcards, birthday postcards, and newsletters.

Better Health Chiropractic, Inc may disclose your information for public health activities, research, and health and safety governmental function in order to comply with workers compensation laws and regulations.  You as the patient have a right to: request, restriction of the uses and disclosures of your health records, review and retain a copy of your health record, request communication of your information by alternative means oat alternative locations, revoke your authorizations and request  an accounting of your disclosures of your health records.

You may complain to the Privacy Officer Robyn Crawford and to the Department of Heath and Human Services if you believe your privacy rights have been violated.  You will not be retaliated against for filing a complaint.

Better Health Chiropractic, Inc must maintain the privacy of protected health information, provide you with notice of its legal duties and privacy practices with respect to your health information, abide by the terms of the notice, and notify you if it was unable to agree to the requested restriction on how your information is used to disclosed, accommodate reasonable  requests you may make to your written authorization to use or disclose your health information for reasons other than those listed above and permitted under law.  

If you have any questions or complaints please contact Roby Crawford at (319)232-2166. 


Patient Signature





Date
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