SPINE AND REHABILITATION CENTER OF MORRIS, LLC
210 Malapardis Road, Suite 203
Cedar Knolls, NJ 07927
Phone: (973) 359-4400
Fax: (973) 359-4414

BASIC PATIENT INFORMATION
Name: Date of birth: / /
Address: City: State: Zip code:_
Home#: - - Cell#: - - SSN#: - -
Age: ___ Birth Sex: Male / Female Race: White/Black African American/Asian/American

Indian Alaska Native/Hawailan Pacific isiander/Decline Ethnicity: Latino / Not Latino / Decline

Preferred Language/s: Marital Status: MS D W

Email: Occupation: Employer:
Employer Address: Phones: - -
Spouse: Employer- Occupation:
Emergency Contact: Phone#: - -

Please circle which type of coverage that is applicable in this case:

Major Medical insurance / Medicare / Worker's Comp / Auto Insurance / None

Primary Insurance name:

How did you hear about our office? :

Secondary Insurance name:

Patient Signature:




PATIENT INTAKE FORM

Date: / /
Patient Name:

, . -
Date of birth: J /. Height: Weigh

1. Is today’s problem caused by: [] Auto Accident ) Workman's CPmpensaﬁon
2. Indicate on the drawings below where you have pain/symptoms:

4

3. How often do YOu experience your symptoms?
O Constantly (76-100% of the time)
O Frequentiy (S1-75% of the time)
0 Intermittently (1-25% of the time)

O Oceasionally {26-50% of the time)
4. How would you describe the type of pain?
0 Sharp 0O Numb
0O Duil 0O Tingly
3 Diffuse O Sharp with mation
O Achy [ Shooting with motion
[ Buming (3 Stabbing with motion
0 Shooting O Electric like with motion
O stiff O Other:
5. How are your Symptoms changing with tme?
O Getting worse
[ Staying the same
O Getting better

6. Using a scale of 0-10 (10 being the worst), how would you rate your problem? (Please circle)
01 2 3 4 5 6 7 8 9 10

O Notatall Cla fittie bit O Moderately  COquite abit  Extremely
8. How much has the problem interfered with Your sacial activities?

0 Notatall A little bit O Moderately OQuite a bit O&xremely

O Neurologist 3 Primary care physician
O ER physician 0 Orthopedic 3 No one
O Massage therapist O Physical therapist 0O Other:

10. How long have you had this problem?

11. How do you think your problem began?
s —_

12. Do you consider this Problem to be severe? [Jyes O Yes, at times [ No




Occupation:
16. How would you rate your overall health?

0 Excellent 0 Very Good O Good 0 Fair 0 Poor
17. What type of exereise do you do?

D Strenuous O Moderate O ught 0 None
18. indicate if you have any immediate family members with any of the following:

3 Rheumatoid Arthritis O wpus

O Heart Problems a As

19. For each of the conditions listed below, place a check in the
past. If you presently have a condition listed below,

PAST PRESENT

“past” column if you have had the condition in the
place a check in the “present” column.

PAST PRESENT PAST PRESENT
0 ) Neck pain D [ Heart Avtack D Dmm
O O Upperback pain O Dhestran 0 O frequent urinati
O [Otowbacksain 0 Qaes [0 [ oermatitis/Eczemashasn
{0 [ Shoutder Pain O ([JKdneyStones 0O [OAtergies
(m] Dﬂhowlunpe:mm’ah O Dﬁdnevﬂisomers 0O Dbepressinn
O [QWrsteain [0 [J%adderintection O []Svstematic tupus
0O [JHandpain O [ Painful Urination O [JEtriepsy
0O [QOdHierain O [J\ossofBladder Contral O [QHivaps
O O Yoper egrain O [J°Prostate problems O Oother:
0O [J#neerain 0O [Avtnomal weight Loss
D Dieeare 0 Ghen e —
O O soint Painssutiness O ([ uver/Gali Bladder Disorder 8 Bmwm
0O [ Arthritis O [ GeneraiFratigue 0O [JPregnancy
0 [ Rheumatoid arthritis [0 [ Muscular incoordination
O D cancer 0O [Oviswaldisturbances
B Emmcr O [ Dizziness
Asthma Chronic Sinusitis

O O orue/aicohol Dependency 0o
20. List all prescription medications you are currently taking:
21. lst all Wer-the-coumrmedinﬁomvouatewnenﬂytaklng:
22. ust afl surgical procedures you have had:
za.wtﬂtacﬁviﬁesdovoudoatwork?

O sit: | Most of the day O Haif of the day | A little bitt of the day

SStand: O Most of the day O Half of the day 0 Alittle bit of the day

Dgoﬂ::te;owork: g Most of the day 0o Half of the day 0 A iittle bit of the day

n the phane: Mast of the da i

20 Wt ofw:s:k? y O Half of the day DAﬁtﬂebltofthenhy
ZS.HaVevouevetbeenhospltanzed? O no 0 ves if yes, why?
26. Have you had significant pasttrauma? [Jno O ves if yes, what?
27. Anything else pertinent to your visit today?
Patient Signature; Date: J /

mmmammwnm-mmmmmm-mmmm-sm



PATIENT OFFICE AGREEMENT
INSURANCE: . )
As a courtesy to our patients, we will verify your benefits and filc insurance claims on your behalf to the carvicr(s) that you have
provided cur office. H if your i changes or terminates throughout your care, we ask that &5 a cOuresy yau
‘ provide us with updated and current information as soon as possible.
INSURANCE PAID TO PATIENT (BCBS PT's only}): . ) ) )
As a non-participating provider, Horizon Blue Cross & Blue Shield will sendﬁ!emsmgneepaymemsduged.ymyoumtlnnme
of insured or subscriber. Youunhsmndﬂmhisyommsibilitywmdmseormtyourpaymmﬂm 14 calendar days.
FINANCIAL RESPONSIBILITY:

Patient deductibles, co-insurances and/or the agreed office payment(s) are due prior to services being recsived. For your
convenience we accept cash, personal check, Visa, MasterCard and Discover as forms of payment.

*Renwrned check(s) fee is $30.00*
AUTO ACCIDENT PATIENTS:
Paﬁmtswhohaveelemdmnmmtheirhealm insurance o serve as their

secondary coverage, will be respansible for the 20%
Co-Pay for each visit in addition to the selected plan®s deductible. Shouldyoubereprmt:dbyananomq.dmﬁ.meials
responsibility will come out of the case's settlement. if any. lfforanymdtcmseisdmppedbymcwnngmor
there is no settlement. the patient is fully responsible for the plan’s deductible and 20% Co-Payment.
LEGAL FEES;

lundﬂsmndandagteethatmuld&bunuwmfcmywmmbesmtm»a&hdmeoﬂecﬁon.smhasm
meyoragmcyﬁoreoﬂeeﬁmorsuitlﬁllberespmﬁhlempayfwau reasonable attorney fees and collection costs.

AND IPEMENT;

lMdumdmdmthnshuldmyhmmmpmymmhmviadmly(s)aqdmlamrsponsibletopay
ﬁorthesupplyandlm'rennnd\ewpply(s)orequiwnmtwithin7&ysofbcingadvisedofthcm. Should ! fai) to do the same. |
will be financially responsihie.

ASSIGNMENT OF INSURNACE BENEFITS;
llmdﬂshndlhatl will be assigning my medical benefits to this clinic. | hereby authorize and direct my insurance carriex(s),
mcludm.g Medicare, privneilmnneenndanyodluheldvmedialpm missuepaymand:ck(s)dimﬂyto Spine and

Rdtabﬂm?ﬁonCmomerisLLC,formediulsavicsmduedmmysdfmdlmmy regardless of my insurance
benefits_ if any. 1 undusundﬁnlmmponsib)efwuyamommmcedbymcinsmm(s).

AUTHORIZATION FOR TREATMENT:
1 herebyamhonze

to any proposed procedure or therapeutic course. | intend this
course of treatment for my present condition andfonnyﬁmnecondiﬁon(s)forwhld: I seek

treatment.

@HMQTION:

Ihaebymfymatlhavemdach of the above statements, hamhadeanhaphinedtometomyssﬁsﬁcﬁon, and have been

offered a copy of this parient agreement. 1 further cextify that lmﬂnpuﬁmtordulyauthoﬁndbyﬂnepaﬁmtmmmem

ofdnsmmwAphmmpyofdﬁsduummhnthemeeﬁeahasmoﬁgiml

PATIENT SIGNATURE RELATIONSHIP TO PATIENT DATE SiGNep

PATIENT NAME-PLEASE PRINT WITNESS SIGNATURE DATE SIGNED



SPINE AND REHABILITATION CENTER OF MORRIS, LLC
210 MALAPARDIS ROAD, SUITE 203
CEDAR KNOLLS, NJ 07927
PHONE: (973) 350-4400
FAX: (973) 359-4414

OFFICE POLICY REGARDING INSURANCE CHECKS
=225 I KEGARDING INSURANCE CHECKS

Dear Patients:

This letter is to inform you that you may be directly receiving checks from your insurance carrier
for the treatments that you have received in our office. It is your responsibility that you forward
these checks and any cor

espondence that is included into our office, In the event that you

withhold and cash the checks You are ultimately responsible for the amount, as well as any
balance of your account,

By signing this letter you agree and acknowledge to all terms stated above.

Signature

Date



Spine and Rehabilitation Center of Morris, LLC
210 Malapardis Road, Suite 203
Cedar Knolls, NJ 07927

HIPAA HEALTH INFORMATION CONSENT FORM

Wewﬂmmhowh:wymn?aﬁmﬂemhhfmﬁan@m)ispingtobeuedin
this office and your rights concerning those records. Before we will begin any healthcare
mmmmymwme&!ﬂmfmmMm
undustanr.landagteev;i;hhowmreeordswinbemed. ifyou would like to have a
Patient Health Information we encourage you to read the HIPAA NOTICE thn?:w
available to you at the front desk before signing this consent.

1 ‘I‘hnpmunmdemands and agrees to aflow this chiropractic office to use their
Pmﬁeﬂ&lnfmmaﬁm(rm)hﬂnpmposeofmm.paymm.mm
olauatlons,andeoordmma of care. As an example, the patient agrees to allow this
chlmgﬂcoﬁeetoubnﬂ;ﬁgn&ed PHI t the Health Insurance Company (or
companies) provided to us by the patient for the purpose of payment Be assured that
this office will limit the release of all PHI 0 the minimum needed for what the
infurance compenies require for payment.

2, mmm_ﬁeﬁghttoexmninemﬂobminaeopyofhismhuownhed&

) ;::gvenwﬂnpanan in this office.

: .paﬁanmypmvideawﬁmmtombeomamyﬁmedmmg' care.
This would not effect the use of those records for the care given prior to the writteny
wqueamrewokemanhnwouldqsplytomymgivenaﬁerﬂwmqwhabm

possible vioiatmus of these policies and procedures.
1 Ifthepauqnlefmesmsignthiscommforthepmpouofuam.paymor

wmmﬁons.thephyﬁdmsmﬂ:mpimhweﬂwﬁﬂntomﬁxsetogive

! have read and understand how my Patient Health Informati agree
to these policies and procedures. o L be sed end |

Patient Signature Dare



