Patient Information

Thank you for choosing our practice for your chivopractic needs. Please complete this form in ink. If you have any ques-
tions or concerns, do not kesitate to ask for assistance. We will be happy to help.

(Please Print)

Name _ Date SS/HIC/Patient ID#

First Middle Initial Last
Address City : State Zip
Sex: 'd Female \J Male Birthdate E-mail
Home Phone ( ) CellPhone () Work Phone ( )
Do you prefer to receive calls at: d Home J Work 1 Cell d No Preference
Jd Married 3 Widowed 1 Single ' Minor JSeparated ' Divorced J Partnered for years
Patient Emplover/School ___ Occupation
Employer/School Address City _ State _ Zip
Spouse or parent’s name Employer Work Phone ( )
Whom may we thank for referring you to us? )
Person to contact in case of emergency Phone ( ¥

Responsible Party

Name of person responsible for this account

Relationship to patient Phone ( )
Address City State  Zip
Name of employer Work Phone ( )

Insurance Information

Name of insured _ Relationship to patient

Birthdate _ Social Security # Date employed

Name of employer Work Phone ( ) _

Address .Gty State Zip

Tnsurance Co. Phone ( ) Group # Employer #

Insurance Co. Address City  State . Zip__

How much is your deductible? How much have you used? Max. annual benefit?

DO YOU HAVE ADDITIONAL INSURANCE? dNo W Yes IFYES, PLEASE COMPLETE THE FOLLOWING:
Name of insured Relationship to patient

Birthdate ___ Social Security # Date employed

Name of employer ____ Work Phone ( )

Address City State Zip

Insurance Co. Group # Employer #

Insurance Co. Address City  State . Zip__ )
How much is your deductible? How much have you used? Max. annual benefit?
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Symptoms
Reason for visit When did you first notice the symptoms?
Is this condition getting progressively worse?
Where specifically is the problem(s) located?
Which activities are difficult to perform? 1 Sitting [ Standing [ Walking [J Bending J Lying down 1 Other
Type of pain: (A Sharp 4 Dull A Throbbing 4 Numbness [ Aching ' Shooting

[ Burning Q Tingling [ Cramps d Stiffness [ Swelling [ Other
Rate the severity of your pain. (1, mild pain or discomfort, to 10, severe pain): 1 2 3 4 5 6 7 8 9 10
Is the pain constant or does it come and go?
What treatment have you already received for your condition?
(d Medication (1 Surgery (4 Physical Therapy 4 Other
Name and address of other doctor(s) who have treated you for your condition:

Health History

Check only those conditions which are applicable:

IJAIDS/HIV I1 Cataracts [ Hepatitis [ Osteoporosis I Suicide Attempt
11 Alcoholism (3 Chemical Dependency IJ Hemnia [ Pacemaker A Thyroid Problems
2 Allergy Shots I3 Chicken Pox [ Herniated Disc 1 Parkinson's Disease L Tonsillitis

J Anemia [ Depression [ Herpes - U Pinched Nerve L Tuberculosis

A Anorexia [ Diabetes {1 High Cholesterol L Pneumonia U Tumors, Growths
A Appendicitis [ Emphysema [ Kidney Disease 0 Polio [ Typhoid Fever

1 Arthritis [ Epilepsy [ Liver Disease _ [ Prostate Problems {3 Ulcers

[ Asthma [J Fractures ‘A Measles ; I3 Prosthesis I Vaginal Infections
|J Bleeding Disorders A Glaucoma ' Migraine Headaches 11 Psychiatric Care I Venereal Disease
(U Breast Lump 2 Goiter [ Miscarriage {1 Rheumatoid Arthritis 11 Whooping Cough
I Bronchitis 1 Gonorrhea A Mononucleosis L1 Rheumatic Fever 1 Other

2 Bulimia A Gout (1 Multiple Sclerosis A Scarlet Fever

1 Cancer [ Heart Disease [ Mumps . Stroke

Dates of last exams s
(Women) Are you pregnant? [dYes (ANo  Nursing? AYes W No  Taking birth control pills? Yes 1 No
List any types of surgeries which you have had and the dates which they occurred:

Please list all medications you are currently taking:
Allergies:

Daily Habits
What type of exercise do you perform on a daily basis? [d None 4 Moderate 1 Heavy
What do your daily work habits include? (ex: sitting, standing, light labor, heavy labor, computer work)

What vitamins do you currently take?
What kind of other nutritional supplements do you take (lf any)?
Do you smoke? dNo [ Yes How much per day?
How much liquor do you consume on a weekly basis? _
How much coffee or caffeinated beverages do you consume on a daily basis?

Certification and Assignment

To the best of my knowledge, the above information is complete and correct. I understand that it is my
responsibility to inform my doctor if I, or my minor child, ever have a change in health.

I certify that I, and/or my dependent(s), have insurance coverage with

Name of Insurance Company({ies)
and assign directly to Dr. all insurance benefits, if any. otherwise payable to me
for services rendered. I understand that T am financially responsible for all charges whether or not paid by insur-
ance. I authorize the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose such information to the above-
named Insurance Company(ies) and their agents for the purpose of obtaining payment for services and determin-
ing insurance benefits or the benefits payable for related services. This consent will end when my current treat-
ment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent. Guardian or Personal Representative Relationship to Patient
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Daniel A. Breninghouse, B.S., D.C.
2440 Bristol Road
Bensalem, Pennsylvania 19020
(215) 891-9955

FINANCIAL ARRANGEMENTS POLICY

Patients without insurance: If you do not have chiropractic benefits, you may pay at

the time of service, or you may arrange a payment plan with the receptionist. For your
convenience, we accept Visa and Mastercard.

Patients with insurance:

1. As a courtesy to our patients, our office will accept insurance assignment in
order to help you meet your financial obligation for your treatment.

2. We also will process all claims related to your treatment. Therefore, it is
necessary for you to sign our "Assignment of Benefits" form.

3. After processing your claims for services rendered, we will wait up to 120 days
for payment from your insurance company. If the insurance company does not pay within
120 days, you are responsible for your bill. At the time of payment, we will provide you
with a statement in order for you to te-submit to your insurance company.

4. Your deductible must be met in this office before co-payment can be accepted.
Your co-payment is due at the end of cach visit.

5. Ifyou discontinue care for any reason, your total account balance is due and
payable immediately. If and when your insurance company sends us monies for services
you have paid for, the monies will be reimbursed to you.

6. Your insurance policy is an agreement between you and your insurance
company. Our office can only verify if your insurance has chiropractic benefits. Our
verification does not guarantee that the carrier will pay for all charges. You are
ultimately responsible for payment of all services rendered.

7. Itis our desire to make chiropractic care affordable to everyone. Our charges
are within the range considered "usual and customary" by most insurance companies.

However, some carriers determine their own fee schedules, which may be more or less
than our fees.

Please sign below as an acknowledgment that our policy was explained to you and that
you accept full responsibility for all services rendered.

Thank you and welcome to our practice!

Patient Signature Date



HIPAA Notice of Privacy Practices

Neshaminy Valley Chiropractic, P.C.
2440 Bristol Rd.
Bensalem, PA 19020
(215) 891-9955

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) 1o carry 0w
treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. Ii also
describes your rights to access and control your protected health information. “Protected health information™ is information
about you, including demographic information, that may identify you and that relates to your past, present or future physical or
mental health or condition and related health care services.

1. Uses and Disclosures of Protected Health Information

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside ol our
office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health
care bills, to support the operation of the physician’s practice, and any other use required by law .

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and
any related services. This includes the coordination or management of your health care with a third party. For example, we
would disclose your protected health information, as necessary, to a home health agency that provides care o you. For
example, your protected health information may be provided to a physician to whom you have been referred to ensure that the
physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services, For

example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed 1o the
health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business
activities of your physician’s practice. These activities include, but are not limited to, quality assessment activitiecs. employee
review activities, training of medical students, licensing, and conducting or arranging for other business activities For
example, we may disclose your protected health information to medical school students that see patients at our oflice. In
addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your
physician. We may also call you by name in the waiting room when your physician is ready to see you. We may usc or disclose
your protected health information, as necessary, to contact you to remind you of your appointment,

We may use or disclose your protected health information in the following situations without your authorization. These
situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight:
Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral
Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers' Compensation:
Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretan

of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section
164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity
to Object unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s
practice has taken an action in reliance on the use or disclosure indicated in the authorization.



Your Rights
Following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information, Under federal law, however, you may no
inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a

civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits
access to protected health information.

You have the right to request a restriction of your protected health information. This means you may ask us not 10 use or
disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. Y ou
may also request that any part of your protected health information not be disclosed to family members or friends who may be
involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the
specific restriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. I physician believes 1t 1s in your best interest 1o
permit use and disclosure of your protected health information, your protected health information will not be restricted. You
then have the right to use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an alternative
location. You have the right t tain a pape f this noti
this notice alternatively i.e. electronically.

5, upon request, even if you have agreed to accepl

You may have the right to have your cian amen ur protected health information. [f we deny your request lor
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and
will provide you with a copy of any such rebuttal.

You have the ri to receive an accounting of certain disclosures we have

information,

ade, if any, of your protected health

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the nght 10
object or withdraw as provided in this notice.

Complaints
You may complain to us or to the Secretary of Health and Human Services i’ you believe your privacy rights have been
violated by us. You may file a complaint with us by notifying our privacy contact of your complamt. We will not retaliate

against vou for filing a complaint.

This notice was published and becomes effective on/or before April 14, 2003.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information. If you have any objections to this form, please ask to
speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number,

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

Print Name: Signature Date




