PATIENT INFORMATION

Date

SS/MIC/Patient 1D ¥

: Laast Mame

First Marme Midcile indad

State Zip
E-mail

Sex. (OM [ Age
Birthdate
O Married Owidowed [ single O mincr
O separated O Diverced O partnered for
Ocoupation

years

Pavent Employer/School

EmployerSchool Address

Employer/School Phone | ]

Spouses Name

Birthdate

INSURANCE .

Who is responsible for this account?

Relationship to Patient

Insurance Co.
TD¢#
Is patient covered by additional insurance (= ONo
Subscribers Name

Birthdate 554
Relationship to Patient

Insurance Co.
Group # .
ASSIGNMENT AND RELEASE
I corify thar |, and/or my dependentfs), have insurance cowverage with
and assign directly 1o
HName of Insurance Companyies)
[+73 all nzurance benefits, i any.

otherwise payabie (o me for senices rendered. | understand that | am financially
respomiible for alf charges whether or not paid by insurance. | authorize the use of
iy signatune on all inmurance submissions.

The above-named doctor may use my health care information and may disciose
such information o the above-named Insurance Company(les) and thedr agents for
the: puirpose of ablaining papnent for services and determining insurance benefits
or the bemefits payatile for related sefvices. This cofdent will end when my ourrent
treatment plan i3 completed or one year from the date signed below.

S5#

Spouset Employer

Shgnature of Fatient, Farent, Guardan o Personal Represcrtative:

Pleass print rome of Patient. Parend. Guardian or Personal Reprocentative

Whom may we thank for referring you?

Date Refationship to Pabent

PHONE NUMBERS

Hun'i!"F1:-bm1E|‘ | Cell Phone | 1

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT
MName Relationship

Home Phone | ) Work Phone | |

ACCIDENT INFORMATION

Is condition due to an accident? ] Yes [ Mo Date
Type of accident [JAute [JWork [JHome [JOther

To whom have you made a repont of your accident?
[0 Auto Insurance [ Employer [ Worker Comp. [ Other

PATIENT CONDITION

Reason for Visit

When did your symptoms appear?

Is this condition getting progressively worse? [JYes [MNo [ Unknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 (least pain) to 10 [severe pain)

[ Throbbing [ Mumbness ] Aching ] Shooting
O Buming [ Tngling [J]Cramps [] Sriffmess

Type of pain:  [] Sharp [] Dun

How often do you have this pain?

[] Sweling [] Other

Is it constant or does it come and got?

Does it interfere with your [ JWork [ Sleep  [CDally Routine

[ Recreation

Attorney Mame (il applicabie]
51

AcTivities of movements that are painful to perfarm [ Siming [ Standing [ Waking [ Bending [ Lying Down
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HEALTH HISTORY. e
What treatment have you already received for your condition? [] Medications  [JSurgery  [] Physical Therapy

[Clchiropractic Services [ None

DDH'IH
Name and address of other doctor(s) who have treated you for your condition

Drate of Last:  Physical Exam Spinal X-Ray Bliood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Szan, Bone Scan

Place a mark on ~Yes™ or "No” to indicate if you have had any of the following:
AIDS/HIV Cves [ONo  Chicken Pox Clves CIMo  Liver Disease C¥es ClMo  Rheumatoid Athriis [ Yes [0 Ne
Alcehalism COYes CONo Diabetes Cves [ONe Measles OYes QMo Rheumatic Fever []Yes [JNo
Allergy Shots [IYes CJNo  Emphysema CiYes CINo _Migraine Headaches [JYes (Mo  Scarlet Fever Oves CONe
'Anemia []Yes [OMa Epllepsy COves CONe  Miscarriage OYes [ONo  Swoke OYes ONo
Anorexia Elves CONo  Fractures Oves [ONo  Mononucieosis [O¥es [ONo Suidde Attempt Oves ONo
Appendicits ClYes [INo Glaucoma Clves CINe Multple Scierosis [JYes [JNo  Tnyroid Problems [ Yes [JNo
Arthrits OYes ONo Goiter CyYes ONe  Mumps Clves [INo  Tonsillitis OYes [JNo
Asthma ClYes CINe Gonarrhea Cves CINo  Osteoporosis Cives ClNo  Tuberculosis Oves ONo
Bleeding Disorders [JYes [JNo  Gout [OYes [JMNo Pacemaker Oyes Mo Tumors, Growths [ Yes [J Mo
Breast Lump [Oves CINo Hean Disease Clves QMo  Pakirsons Obease [CYes [l No  Typhoid Fever Oves ONo
Bronchitis COyes CONo Heparrs [OYes [ONo Pinched Nerve [0 ¥es TITMo  Lhcers Oves O No
Bulimia OYes ONo Hemia Oves ONo Pneumonia [Yes [INo Vaginal Infections [ Yes [JMNo
Cancer OvYes [ONo  Hemnlated Disk COyes (ONo Polio ClYes [JmMo Venereal Disease [JYes [JNo
Cataracts Oves CONoe Herpes [¥es [INo Prostate Problem [JYes [JNo Whooping Cough [JYes [JNo
Chemical High Cholesterol  [JYes [JNo  Prosthesis OYes [INo Other
ol Oves Ono Kidney Disease OYes [JMNo  Psychiatric Care Oves ONo
EXERCISE WORK ACTIVITY HABITS
[ none > [ sitting [ smoting Packs/Diay.
O Moderate O standing O Alcohol Drinks ek
O Daily O ugnt Laber [ Coffee/Caffeine Drinks Cups/Day
O Heavy CIHeavy Labor [ High Stress Leved Reason
Are you pregnant? [ ]Yes [|Ne  Due Date
InjuriesSurgeries you have had Description Date =

Falls =

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS —

Pharmacy Name

Pharmacy Phone |

J




Family
Chiropractic

b 'Wetredy

Insurance Patients

Regarding Payment of Benefits

We ask that you read and sign this form to acknowledge your understanding of our patient financial
policies. Patient financial responsibilities: * The patient (or patient’s guardian, if minor) is ultimately
responsible for the payment regarding the treatment and care. We will bill insurance for you,
however *Copays are due at time of service. *Coinsurance, deductibles non-covered items &
covered charges insurance has denied are due upon receipt of billings Denied covered charges will
be resubmitted once due to time constraints.

Insurance verification is a courtesy and not a guarantee of payment.

| have requested medical services from Family Chiropractic & Wellness on behalf of myself and/or
my dependents, and understand that by making this request, | become fully financially responsible
for all charges incurred during the authorized treatment.

| further understand that fees are due and payable on the date that services are rendered and agree
to pay all such charges incurred in full immediately upon presentation of the appropriate
statement. A photocopy of this assignment is to be considered as valid as the original.

| give my permission to pay Kristie Pszczola, P.C. directly all insurance benefits, payable to me for
services rendered.

Print Patient Name:

Signature:

Parent or Guardian must sign if patient is under 18 years of age.

Signature: Date:

Dr. Kristie Pszczola
131 Mirramont Lake Dr Woodstock GA 30189
4500 Hugh Howell Rd Ste. 470 Tucker GA 30084



Family
Chiropractic

b 'Wetredy

Patient Financial Agreement

Patient Name:

Member ID:

Guarantor Name:

Relationship to Patient:

Under your health plan, you are financially responsible for co-payments, co-insurance, and deductibles for
covered services, as well as those services that exceed benefit limits. You are also financially responsible for
all non-covered services if applicable under your health plan.

The services or products listed below may not be covered according to your health plan. Your
acknowledgement below indicates that you have been advised of this information and that you agree to pay
for the listed services or products.

Cancellations: Please inform us at least 24 hours before your chiropractic or massage appointment. Any
cancellations under a 24-hour notice will be assessed as a cancellation fee.

Procedure Codes Description
99202 New Patient Exam (15 -29 Minutes)
99203 New Patient Exam (30 - 44 Minutes)
98941 Adjustment
98943 Extremity
97110 Therapeutic Exercise
97112 Neuromuscular Re-education
97140 Manual Therapies
97530 Therapeutic Activities
97012 Traction
97032 Muscle Stim
97035 Ultrasound
97124 Massage Therapy
S8948 Attended Laser Therapy
EXTRA Payment Processing Fee
EXTRA Supplemental Products
Guarantor Signature: Date:

Dr. Kristie Pszczola
131 Mirramont Lake Dr Woodstock GA 30189
4500 Hugh Howell Rd Ste. 470 Tucker GA 30084
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Family
Chiropractic
b Wellnesy
Text or Email Permission Form
l, give my permission for Family Chiropractic and Wellness to

text &/or email me for the purpose of appointment reminders and special events.

Signature Date

Dr Kristie Pszczola
131 Mirramont Lake Dr Woodstock GA 30189
4500 Hugh Howell Rd Ste 470 Tucker GA 30084
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