BPabent #

Patient Information

o Ifymhnveutympm&ﬁeemdn (Phnerzt) .

wad@mymmprmﬂ (= I:mﬂy
Describe your cuxrent pain/ symptorms: o Snrpm / stabbing

=

o Numbness

- 2 Daming

Since it began, is your problen: O Improving
What makes the problem better? 0 Nothing _ _

O Sitting ' ' ' rcis
Gn)m'updmymdlﬂy.cﬁnﬁﬁ? O Yes D.Yq,,ﬁ&ldp ' Notat all
Do you exercise? O Yes, almost daily
Describe your job requirements: O Mainly sitting
Can you perform your work activities? = O Yes, all of them
Describe your stress level: 2 Naone to'mild

CONTINUED ON BACK



What treatment(s) have you had for this omdmm in the Im‘?(mrgu'y medlcanm, injections, therapy, chiropractic) _

Haveymhadx-mys,mlurotbetmﬁﬁsomﬁﬁdi;‘ : Whmwﬁsmmf?

lemnkue(s)ofnymymchmfmﬂsdmwnbdowmdnmpk hchﬂedegcofpmmgscakofl(chmfuﬂtolo '
(extreme pain) : - -

Fru:Si:!c

bux" meldgeofﬂmmnmmymﬂmhtypeofmmiﬂuqyymmm

Condition Past Present Condition Past Present. Condlﬂnn Past Present
Neck pain O O Muscular incordinations U U Swelling, stiffiess of join(s) O O
Hand pain (R__L_) O O Arthritis -0 D  Rheumatoid arthritis a [
Wristpam(R__ L ) O O Heartburn/indigestion O ] Angina O 0O
Upper back pain O 0O Generalfatigne O O Depression O O
Lower back pain 0 0  Dematitis/exzema/rash 0O O Asthma O O
Paininupperleg(R_ L ) O 0] Chronic cough O O Emphysema Ry O O
Painm lower leg(R_ L ) u O Chronic sinusitis a U Difficulty in swallowing 0 a
Pammankleorfoot(R__L_) [ o Emuﬂmst ] O Diabetes | O O
Headaches 0 O Jaw pam 0 0 - Tionitus (ear noises) O O
Visual disturbances 0 0 Dizziness. i ] Bladder infection O 0
Frequent urination O O Painful urmation 0 0 Prostate problems N0 0
Kidney stones O 0O Kidney disorders O O l.mofb%cmuul O O
Constipation/ iregularbowel 0O O Trritable bowel 0 O Colitis O O
Hepatitis a 0 O 0 Aortic aneurysm o 0O
Chest pains 0O. O . Highbloodlrme O O Rq:dhutbem O O
Stroke (date_ ) O . Loss of ‘appetite o ul 0
Anorexia / Bulimia g O isordér o O .
HIV / AIDS 4 d O O -
e O O .
Famtmg O 0 O
Tobacco, frequency 0o 0. 0 O
, &m&:mlm . U 0 s O
'Mmol.type 0 O -0 O |
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Dr. David Hackbarth, DC
Dr. Joshua Secraw DC




CHIROPRACTIC ' Dr. Joshua Secraw, DC
Center, S.C. Dr. Kristin Wahl, DC

Y Menomonie Dr. David Hackbarth, DC

MARKETING AUTHORIZATION

From time to time our practice works with marketing organizations to make you aware of products or services that
you may have an interest in purchasing. Your chiropractors and members of the practice staff may need to use your
health information, including your name, address, phone number, and your clinical records for the purpose of

marketing products and services from Menomonie Chiropractic Center to you. We are specifically requesting
authorization to market the follow products and/or services to you.....

Kids wall, referral board, testimonials, birthday cards, patient appreciation day, food drives,
Christmas family, Valentine’s Day referral, community services, and promotional information.

You may restrict the individuals or organization to which your health care information is released, or revoke your
authorization to us at any time; however, your revocation must be in writing and mailed to us at our office address.
We will not be able to honor your revocation request if we have already released your health information before we
receive you request to revoke your authorization. If you were required to give your authorization as a condition of

obtaining insurance, the insurance company may have a right to your health information if they decided to contest
any of your claims.

Information that we use or disclose, based on the authorization you are giving us, may be subject to re-disclosure by
the organization listed above, and may no longer be protected by the federal privacy laws.

You have the right to refuse to give us this authorization. If you do not give us the permission, it will not affect the
treatment we provide to you or the methods we use to obtain reimbursement for your care.

Y ou may inspect or copy the information we use to contact you for marketing purposes at any time (164.524). Our
practice and staff will receive direct or indirect remuneration from our marketing activities.

This notice is effective as of November 13, 2001. This authorization will expire seven years after the date on which
you last received services from us.

I authorize you to use or disclose my health information in the manner described above. I am also acknowledging
that 1 have received a copy of this authorization.

Patient name printed Date
Patient Signature Authorized Provider Representative
Personal represenfati*_v; Printed Personal Representative Signature

3120 Schneider Ave. E. Suite 5 Menomonie, WI 54751
Phone 715-232-8858 Fax 715-232-8868



CHIROPRACTIC Dr. Joshua Secraw, DC

Menomonie Dr. David Hackbarth, DC
| E Center, S.C. Dr. Kristin Wahl, DC

APPOINTMENT REMINDERS AND HEALTH CARE INFORMATION
AUTHORIZATION

Your chiropractor and members of the practice staff may need to use your name, address, phone number,
and your clinical records to contact you with appointment reminders, information about treatment
alternatives, or other health related information that may be of interest to you. If this contact is made by
phone and you are not available a message will be left on your answering machine or with the person
answering the phone. Text message may be sent if you desire. By signing this form, you are giving us
authorization to contact you with these reminders and information to leave messages on you r answering
machine or with individuals at your home or place of employment.

You may restrict the individuals or organization to which your health care information is released, or
revoke your authorization to us at any time; however, your revocation must be in writing and mailed to us
at our office address. We will not be able to honor your revocation request if we have already released

your health information before we receive you request to revoke your authorization. If you were required
to give your authorization as a condition of obtaining insurance, the insurance company may have a right
to your health information if they decided to contest any of your claims.

Information that we use or disclose, based on the authorization you are giving us, may be subject to re-
disclosure by the organization listed above, and may no longer be protected by the federal privacy rules.

You have the right to refuse to give us this authorization. If you do not give us the authorization, it will
not affect the treatment we provide to you or the methods we use to obtain reimbursement for your care.

You may inspect or copy the information we use to contact you to provide appointment reminders,
information about alternatives, or other health related information at any time

This notice is effective as of November 13, 2001. This authorization will expire seven years after the date
on which you last received services from us.

[ authorize you to use or disclose my health information in the manner described above. | am also
acknowledging that | have received a copy of this authorization.

—r——

Patient name printed - gy Date
W Authorized Provider Representative
mr_epresentatm Personal Representative Signature
W m sign

3120 Schneider Ave. E. Suite 5 Menomonie, WI 54751
Phone 715-232-8858 Fax 715-232-8868



Menomonie Dr. David Hackbarth, DC
CHIROPRACTIC ' Dr. Joshua Secraw, DC

Center, S.C. Dr. Kristin Wahl, DC

CONSENT FOR USE OR DISCLOSURE OF HEALTH INFORMATION

Our Privacy Pledge

We are very concerned with protecting your privacy. While the law required us to give you a copy of our privacy
notice, please understand that we have, and always will, respect the privacy of your health information.

There are several circumstances in which we may have to use or disclose your health care information.

e We may have to disclose your health information to another health care provider or a hospital if it is
necessary to refer you to them for the diagnosis, assessment, or treatment of your health condition.

e We may have to disclose your health information and billing records to another party if they are potentially
responsible for the payment of your services.

e We may need to use your health information within our practice for quality control or other operational
purposes.

Along with this consent form, your will be given a copy of our privacy notice that describes our privacy policies in
detail. You have the right to review that notice before you sign this consent form. We reserve the right to change

your privacy practices as described in that notice. If we make a change to our privacy practices, we will notify you
in writing when you come in for treatment or my mail.

Your right to limit uses or disclosures

You have the right to request that we do not disclose your health information to specific individuals, companies, or
organizations. If you would like to place any restrictions on the use or disclosure of your health information, please

let us know in writing. We are not required to agree to your restrictions. However, if we agree with your restrictions,
the restriction is binding on us.

Your right to revoke vour authorization

You may revoke any of your authorizations to us at any time; however, your revocation must be in writing. We will
not be able to honor your revocation request if we have already released your health information before we receive
you request to revoke your authorization. If you were required to give your authorization as a condition of obtaining

insurance, the insurance company may have a right to your health information if they decided to contest any of your
claims

[ have read your consent policy and agree to its terms. | am also acknowledging that | have receive a copy of this
consent form and a copy of your privacy notice (Notice of Privacy Practices for Protected Health Information).

Patient name printed Date
Patient Signature | o Authorized Provider Representative
Personal representative Printed Personal Representative Signature

3120 Schneider Ave. E. Suite 5 Menomonie, WI 54751
Phone 715-232-8858 Fax 715-232-8868



CHIROPRACTIC Dr. Joshua Secraw, DC

Menomonie Dr. David Hackbarth, DC
| E Centes, S.C. Dr. Kristin Wahl, DC

WISCONSIN CHIROPRACTIC ASSOCIATION AUTHORIZATION

Y our chiropractic and members of the practice staff may need to disclose your name, address, phone
number, billing information, and your clinical records to the Wisconsin Chiropractic Association (WCA).
This disclosure will be made if we need the WCA'’s assistance to receive reimbursing your services or, we

need the WCA’s assistance because the party responsible for reimbursing your services has improperly
processed your claim.

By signing this form you are giving us authorization to send the WCA this information. You are also
giving the WCA authorization to re-disclose your information to the party responsible for the payment of

your services, the WCA’s legal counsel, and state or federal agencies that may be asked to intercede on
your behalf.

You may restrict the individuals or organization to which your health care information is released, or
revoke your authorization to us at any time; however, your revocation must be in writing and mailed to us

at our office address. We will not be able to honor your revocation request if we have already released
your health information before we receive you request to revoke your authorization

Information that we use or disclose, based on the authorization you are giving us, may be subject to re-
disclosure by the organization listed above, and may no longer be protected by the federal privacy rules.

You have the right to refuse to give us this authorization. If you do not give us the authorization, it will
not affect the treatment we provide to you or the methods we use to obtain reimbursement for your care.

Y ou may inspect or copy the information that we may send to the WCA at anytime (164.524).

This notice is effective as of November 13, 2001. This authorization will expire seven years after the date
on which you last received services from us.

| authorize you to use or disclose my health information in the manner described above. I am also
acknowledging that | have received a copy of this authorization.

Patient name printed- . Date
Patient Signature Authorized Provider Representative
Personal representative Printed - Personal Representative Signature

3120 Schneider Ave. E. Suite 5 Menomonie, WI 54751
Phone 715-232-8858 Fax 715-232-8868



MENOMONIE CHIROPRACTIC CENTER

CONSENT TO TREATMENT WITHOUT X-RAYS

[ hereby request and authorize Menomonie Chiropractic Center to render treatment to
me without x-rays.

I agree to hold Menomonie Chiropractic Center harmless and release them from any
claim for damages resulting from such treatment.

PATIENT SIGNATURE: DATE:

WITNESS SIGNATURE: DATE:

PARENT/GUARDIAN SIGNATURE:
(Applies only if patient is under the age of 18)



Menomonie Chiropractic Center
Clinic Policies

L. D cass: --
Payment is due ot the thwme of service. A 10% cash discount will be giver on all non-insurance accounts that pay thewr

account in full at the time of service. If payment i fuil cannot be made and you choose 10 make payments on vour
account. no discount will be given. F‘mc:ﬁ arrangemenis should be made with billing personnel or vour doctor.

2. [ INSURANCE

As a courtesy to our patients, our clinic will bill vour insurance company for vou. Pleasc remember. an insurance
contract is between the patient and the patient's insurance company: iherefore, it is the responsibility of the patient ©
keep the account current. A co-payments and/or deductibles must be paid a1 the time of service.

3. [0 PERSONAL INJURY:

Patients involved in LITIGATION (law suits) arc. as others. responsibie {or their services here at the clinic. Pavmen is
dize at the fime of service, unless (1) an atlornegy is involved in the case and a doctor's lien has been executed. and/or
(2) an insurance company is making consisieni payments on your account, in which case a waiver must be signed to
inform the insurance company that payments should be seni directly 10 our office. Although a3 doctor's lien waives

pstient’s payments until their case is settled. we recommend that all patients make consisient payments on their

accounts, in the event a seitiement is nol made. Interest will de applied ai 1.5% on accounts in which monthly pavments
are not being made.

4. ] WORKER'S COMPENSATION:
Payment is due at the time of service until injury is declared a work injury by the employer and their insurance
cwrrier. All payments'will be resmbursed as soon as the injury is declared worker's compensation.

5.  [J MEDICARE:

AS a courtesy 10 you. our patient, our clinic wili bill Medicare for vou. Medicare does noi pay for vour examinaiion or
your x-rays. but they Go require you have an examination and X-ravs before you are wreated by the doctor. If you re

10 accept these procedures. Medicare wali not pay for vour reatments. Medicare also does not cover “Mainienance™
type care. Therefore. if your meatment extends over 12 visiis. without a new injury. we are forced iC reguire vou to pas
cash a1 the time of your visit. If Medicare or your supplementat msurance should cover more than 12 visits. our clinic
will reimburse you for the payments that you have made. If you do not have a supplemental insurance carricr. we
require that you pay your co-payments a the time of service. If vou do have a supplemental insurance. our office wouid
be happy to bill them for you. after we have received your Medicare pavment. 4ay non-covered services by Medicare
or supplemental insurance will be your responsibifity.

& Dy'mBMrM_MEu.?Odays,aLf % interest rate will be applied to ALL

accounts with a cash balance. Any collection fees on delinquent accounts will be added 10 the patient’s
bill.

7. Dltkwmdmedmemmntpddwthcdoctorfqu-uysisforuwysisonly-m
the x-ray will remain the property of this office. being on file where they may be seen at any time and
remain a permanent part of your records. Copses may.be obtained for a reasonable copy charge.

Ptymmws — _'."per'

My signature is an -ncklowlulgmelit that | have read the policies above and agree to abide by them.

Patient Signsture _ BRI e Date_s

Guardian Signature




