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General Information 

Full Name (First, MI, Last):  DOB:   Gender:   M    F 

Mailing Address:   Married: □ Yes □ No 

City:   State:   Zip:   

Home Phone:   Cell Phone:    

Email:   

Occupation:  Work Phone:   

Emergency Contact Name & #:    

Are you here for: □ Chiropractic □ Acupuncture / Dry Needling  □ Functional Medicine 

Have you seen a chiropractor before? □ No □ Yes Have you had acupuncture before?  □ No □ Yes  

If you were referred please put their name:   

Assignment of Benefits (ONLY if you have insurance) 

Insurance Provider:   Member ID:   

Name of Insured (Name on Card):   DOB:   

OFFICE USE:  

 

 

I request that payment of authorized insurance benefits, including Medicare, if I am a Medicare beneficiary, be 

made on my behalf to Hanft Family Chiropractic, Inc. and / or Johnson Chiropractic & Holistic Health Center, 

LLC for services provided to me by that organization. 

I authorize the release of any medical or other information necessary to determine these benefits or the 
benefits payable for related equipment or services to the organization, the Health Care Financing 
Administration, my insurance carrier, or other medical entity if requested.  The original authorization will be 
kept on file by the organization. 

I understand that I am financially responsible to the organization for any charges not covered by health care 

benefits.  It is my responsibility to notify the organization of any changes in my health care coverage.  In some 

cases, exact insurance benefits cannot be determined until the insurance company receives the claim.  I am 

responsible for the entire bill or balance of the bill as determined by the organization and/or my health care 

insurer if the submitted claims or any part of them are denied for payment.  I understand that by signing this 

form I am accepting financial responsibility as explained above for all payment for products received.   

By signing this document, I also acknowledge that I have received a copy of the organization’s Notice of 

Privacy Practices.  This acknowledgement is required by the Health Insurance Portability and Accountability 

Act (HIPAA) to ensure that I have been made aware of my privacy rights. 

 

Name of person signing below (print):   

Signature:   

Relationship to insured:    Date:   
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Present Complaint and Health History 

 

  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

List ALL Past Medical History conditions:  

□ Arm □ Asthma □ Back Pain □ Broken Bones □ Cancer 

□ Chest Pain □ Diabetes □ Headaches □ Heart Attack 

□ High Blood Pressure □ Leg Pain □ Neck Pain □ Osteoporosis 

□ Other:   

List your Family History:  

□ Arthritis □ Asthma □ Back Pain □ Cancer □ Depression 

□ Diabetes □ Epilepsy □ Genetic Spinal Condition □ Heart Problems 

□ Heart Attack □ High Blood Pressure □ Multiple Sclerosis 

□ Neurological Problems □ Parkinson’s □ Polio □ Prostate Problems 

□ Stroke □ Other:   

List all known medicine, supplement, and environmental allergies or 

intolerances:   

  

  

List or attach a list of ALL prescription or over-the-counter 

medications and supplements you have taken within the last 6 

months:   

  

  

List any surgeries: The Year and Body Location:  

  

  

  

  

Describe the nature of your symptom(s) and 

mark the location on the diagram below:  

□ Aching □ Burning 
□ Dull, achy □ Numb 

□ Pins & Needles □ Sharp 

□ Shooting □ Stabbing 

□ Throbbing □ Tightness 

□ Other:   

  

 

 

 

What is your SINGLE major reason for seeing us today?  Date current symptom(s) began:   

□ Neck Pain □ Headaches □ Other:   Have you had this condition in the past?  □ Yes  □ No 

□ Back Pain: ○ Upper ○ Mid ○ Low    

How did this begin (falling, lifting, etc.):   

Was it: □ Sudden □ Gradual □ Work Relate □ Auto Accident: Date of Accident:   

How is your condition changing? □ Getting BETTER □ Getting WORSE □ No Change 

 

How often are your symptoms present:  □ Constantly (76 – 100% of the day)  □ Frequently (51 – 75% of the day)  

 □ Occasionally (26 – 50% of the day) □ Intermittently (0 – 25% of the day) 

 

What is your average pain level since on-set?  0 ------------------------- 5 ------------------------- 10  

 No Pain Unbearable 

 

What aggravates / increases your symptoms:   

What helps / relieves your symptoms:   

What have you been unable to do:   

What other treatment have you received:   
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PATIENT TREATMENT AGREEMENT FORM &  

CLINIC PAYMENT POLICY – OUT OF POCKET PAYMENT & INSURANCE PROCESSING POLICY 

INFORMED CONSENT: 

 DEPENDING UPON YOUR CONDITION, YOU WILL REQUIRE A UNIQUE AMOUNT AND TYPE OF CARE DESIGNED SPECIFICALLY FOR YOUR CONDITION.  
AS WITH ALL HEALTHCARE TYPES, FOLLOWING THE PRESCRIBED TREATMENT PLAN AS RECOMMENDED BY THE DOCTOR OF CHIROPRACTIC DOES 

NOT CONSTITUTE NOR GUARANTEE A CURE.  

 CHIROPRACTIC IS A CONSERVATIVE AND LOW RISK HEALTH CARE CHOICE.  MOST COMMON SIDE-EFFECTS CAN INCLUDE SOME MINOR SORENESS, 
SIMILAR TO THAT WHICH IS FELT FROM EXERCISING.  A VERY RARE SIDE-EFFECT IS VERTEBROBASILAR INCIDENT (VBI) OR STROKE FROM CERVICAL 

ADJUSTMENT.  THE RISK IS REPORTED IN THE SCIENTIFIC LITERATURE AS BEING 1:1 MILLION TO 1:4 MILLION ADJUSTMENTS.  THE LIKELIHOOD OF 

THIS OCCURRING IS JUST AS COMMON AS IF YOU WERE TO GET YOUR HAIR WASHED AT A HAIR-SALON, OR IF YOU TURN YOUR HEAD TO LOOK BACK 

AS YOU BACK OUT OF YOUR DRIVEWAY.  RECENT RESEARCH SHOWS THAT A VISIT TO A CHIROPRACTOR’S (D.C.) OFFICE IS JUST AS SAFE AS A VISIT 

TO AN M.D.’S OFFICE IN THIS REGARD.  FURTHERMORE, IT HAS BEEN DECIDED THAT TREATMENT DOES NOT CAUSE VBI, RATHER, PATIENTS 

REPORT TO EITHER AN M.D. OR D.C. FOR SYMPTOMS OF A VBI WITHOUT KNOWING THEY ARE HAVING THIS SYNDROME IN THE FIRST PLACE SINCE 

IT MIMICS THE SYMPTOMS OF MIGRAINE HEADACHE OR NECK PAIN.   OTHER POSSIBLE RARE COMPLICATIONS FROM CARE INCLUDE FRACTURE, OR 

SPRAIN / STRAIN OF THE AFFECTED BODY REGIONS. 

 OTHER COMMON METHODS OF TREATING NEUROMUSCULOSKELETAL PROBLEMS SUCH AS TAKING TYLENOL, IBUPROFEN, ASPIRIN, AND NAPROXEN 

HAVE A SIGNIFICANTLY HIGHER RISK OF AN ADVERSE EVENT AS COMPARED TO CHIROPRACTIC CARE (3200:1MILLION VS. 1:1MILLION).  SPINAL 

SURGERY ALSO POSSESSES A SIGNIFICANTLY HIGHER RISK AS COMPARED TO CHIROPRACTIC AS WELL (15,600:1 MILLION VS. 1:1 MILLION). 

 BY SIGNING THIS FORM, YOU ARE AWARE OF AND ARE TAKING RESPONSIBILITY FOR ANY RISKS OR BENEFITS, AND ARE STATING THAT YOU WOULD 

LIKE TO BEGIN CARE HERE AT OUR CLINIC. 

CONSENT TO PRIVACY PRACTICES: 

 YOUR HEALTH INFORMATION IS CONSIDERED TO BE PROTECTED AND CONFIDENTIAL.  UNDER FEDERAL LAW (HIPAA), OUR CLINIC MUST KEEP 

YOUR PROTECTED HEALTH INFORMATION (PHI) CONFIDENTIAL AND CAN ONLY USE IT WITHIN CERTAIN GUIDELINES, WHICH MAY BE SUBJECT TO 

YOUR PRIOR APPROVAL.  OUR CLINIC WILL USE YOUR PHI IN ORDER TO FORMULATE AN APPROPRIATE DIAGNOSIS AND TREATMENT PLAN, MAKE 

ANY NECESSARY REFERRALS; COLLECT PAYMENT FROM YOUR INSURANCE COMPANY, ATTORNEY, YOURSELF, OR ANY OTHER NECESSARY 

COLLECTIONS AGENCY, OR INDIVIDUAL.  OF COURSE, YOU MAY LIMIT HOW WE USE AND TO WHOM WE DISCLOSE YOUR PHI TO.  YOU MUST PUT ANY 

EXCEPTIONS IN WRITING AND GIVE TO OUR FRONT DESK STAFF.  BY SIGNING THIS FORM, YOU ARE AGREEING TO OUR PRIVACY PRACTICES.  YOU ARE 

ALSO GIVING OUR OFFICE THE ABILITY TO CONTACT YOU BY ANY MEANS NECESSARY, INCLUDING BUT NOT LIMITED TO: MAIL, EMAIL, TELEPHONE, 
FAX, ETC.  IF YOU WOULD LIKE A COPY OF OUR CLINIC’S “PRIVACY PRACTICES POLICY”, PLEASE ASK ANY OF OUR STAFF AND THEY WILL PROVIDE 

YOU WITH ONE. 

SCHEDULING, ATTENDANCE & PAYMENT POLICY; INSURANCE AND OUT-OF-POCKET: 

 ANY APPOINTMENT YOU MAKE IS RESERVED SPECIFICALLY FOR YOU.  ARRIVING MORE THAN FIVE MINUTES LATE TO AN APPOINTMENT WILL 

RESULT IN YOUR APPOINTMENT BEING TREATED AS A “WALK-IN”, AND YOU WILL BE SEEN AT THE NEXT AVAILABLE TIME. 

 IF YOU WILL BE UNABLE TO BEEN SEEN AT YOUR SCHEDULED APPOINTMENT TIME, YOU ARE REQUIRED TO CALL AND INFORM OUR CLINIC AT LEAST 

FOUR HOURS BEFORE YOUR SCHEDULED APPOINTMENT TIME TO CANCEL OR RESCHEDULE. FAILURE TO DO SO WILL RESULT IN A NO-CALL-NO-
SHOW, AND WE RESERVE THE RIGHT TO CHARGE YOU THE FEE EXPECTED AT TIME OF SERVICE.  

 PAYMENT IS EXPECTED IN FULL AT THE TIME OF SERVICE.  FEES ARE NOT NEGOTIABLE. ACCOUNTS THAT ARE DUE PAST 30 DAYS WILL INCUR A 

$10 LATE FEE AFTER EACH 30 DAYS.  AFTER 90 DAYS, THE AMOUNT WILL BE TURNED INTO COLLECTIONS.  ACCOUNTS IN THE COLLECTIONS 

PROCESS WILL ACCRUE 15% INTEREST PER ANNUM UNTIL COLLECTED FULLY.  THE PATIENT IS ALSO RESPONSIBLE TO PAY COURT COSTS, 
ATTORNEY FEES, AND ANY OTHER FEE ASSOCIATED WITH THE COLLECTIONS PROCESS IN ADDITION TO THE FEES OF THEIR DELINQUENT ACCOUNT.  
IF YOUR HEALTH INSURANCE, CAR INSURANCE, PERSONAL INJURY SETTLEMENT, WORKER’S COMPENSATION INSURANCE, PAYMENT OR 

SETTLEMENT AMOUNT, ATTORNEY, OR ANY OTHER PAYING ENTITY FAILS TO PAY OUR CLINIC COMPLETELY FOR SERVICES RENDERED, YOU ARE 

STILL RESPONSIBLE TO PAY ALL OF THE DIFFERENCE DUE.  WE HAVE NO CONTROL OVER WHAT YOUR INSURANCE COMPANY OR OTHER PAYING 

ENTITY WILL OR WILL NOT PAY, AND OUR CLINIC WILL NOT BE HELD RESPONSIBLE AS SUCH.  YOUR SIGNATURE INDICATES YOUR AGREEMENT WITH 

THESE POLICIES AND CLAUSES. 

 PAYMENT IS REQUIRED FOR YOUR AMOUNT OWED AT TIME OF SERVICE.  

 OUR CLINIC WILL GLADLY SUBMIT INSURANCE CLAIMS ON YOUR BEHALF FOR SERVICES RENDERED.  HOWEVER, IN THE EVENT YOUR HEALTH 

INSURANCE OR OTHER PAYING ENTITY DOES NOT COVER OUR SERVICES, YOU (THE PATIENT) WILL BE REQUIRED TO PAY, IN FULL, ANY AMOUNT NOT 

COVERED.  IT IS YOUR RESPONSIBILITY TO KNOW YOUR OWN INSURANCE BENEFITS, AND OUR CLINIC DOES NOT ASSUME RESPONSIBILITY IN THE EVENT 

WE ARE GIVEN INCORRECT INSURANCE BENEFIT QUOTES FROM AN INSURANCE COMPANY.  THE ACT OF OUR OFFICE LOOKING UP HEALTH INSURANCE 

BENEFITS IS A COURTESY TO YOU, OUR PATIENT, BUT IS NOT A REQUIREMENT.  
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PATIENT TREATMENT AGREEMENT FORM & 

CLINIC PAYMENT POLICY - OUT OF POCKET PAYMENT & INSURANCE PROCESSING POLICY (CONTINUED) 

 

 IF YOU (THE PATIENT) ARE MEETING YOUR DEDUCTIBLE ON YOUR INSURANCE PLAN, YOU WILL BE ASKED TO PAY THE FULL AMOUNT OF YOUR VISIT 

AT THE TIME OF SERVICE. IF WE ARE EVER IN DOUBT OF THE DEGREE OF INSURANCE COVERAGE PRESENT, YOU (THE PATIENT) WILL BE REQUIRED 

TO PAY THE FULL AMOUNT DUE ON THE SAME DATE OF SERVICE.  

 IF YOUR INSURANCE CLAIM IS DENIED, YOU WILL BE ASKED TO PAY THE OUTSTANDING BALANCE ON YOUR ACCOUNT. IF YOU BELIEVE THE SERVICES 

SHOULD HAVE BEEN APPROVED AND PAID FOR BY YOUR INSURANCE YOU MAY REQUEST THAT WE RESUBMIT YOUR CLAIM(S).  IF CLAIMS ARE 

RESUBMITTED AND APPROVED BY YOUR INSURANCE YOU WILL BE REIMBURSED OR CREDITED BACK FUNDS, IF AND WHEN THOSE DATE(S) OF 

SERVICE ARE PAID FOR BY YOUR INSURANCE. 

  IN NO INSTANCE SHALL OUR CLINIC EVER BE REQUIRED TO RESUBMIT A PREVIOUSLY DENIED CLAIM IF WE EXPECT THE RESUBMITTED CLAIM WILL 

ALSO BE DENIED.  

 WE ARE IN-NETWORK AND / OR ARE PARTICIPATING PROVIDERS WITH MOST, BUT NOT ALL INSURANCE PLANS.  BEING AN IN-NETWORK / 

PARTICIPATING PROVIDER MEANS THAT WE WILL ACCEPT THE CONTRACTED AMOUNT ON CONTRACTED COVERED SERVICES AS PAYMENT IN FULL 

IN ADDITION TO ANY REQUIRED COPAYS / COINSURANCE PAYMENTS.  HOWEVER, IN THE EVENT A SERVICE IS NOT COVERED OR IS NOT A 

CONTRACTED SERVICE, YOU (THE PATIENT) ARE OBLIGATED TO PAY OUR CLINIC IN FULL FOR SERVICES RENDERED AT OUR CLINIC’S TYPICAL FEE 

SCHEDULE.  IF INSURANCE IS BILLED AND DOES NOT PAY FOR SERVICES RENDERED, YOU (THE PATIENT) WILL BE REQUIRED TO PAY THE AMOUNT 

OUTSTANDING THAT WAS BILLED TO INSURANCE. 

 FOR PATIENTS WITH MEDICARE COVERAGE, ONLY EIGHTY PERCENT (80%) OF MEDICALLY NECESSARY CHIROPRACTIC SPINAL ADJUSTMENTS ARE 

REIMBURSED AFTER MEETING YOUR MEDICARE DEDUCTIBLE.   ALL OTHER CLINIC SERVICES MUST BE PAID FOR OUT OF POCKET.   IF YOU ARE A 

MEDICARE PATIENT WITH A SECONDARY INSURANCE, THERE IS NO GUARANTEE THE SECONDARY INSURANCE WILL COVER THESE OTHER SERVICES; 

IF NONPAYMENT BY THE INSURANCE COMPANY(S) SHOULD OCCUR IT IS YOUR (THE PATIENT’S) RESPONSIBILITY FOR THE REMAINING AMOUNT.  IF 

MEDICARE DOES NOT FORWARD A CLAIM TO YOUR SECONDARY, IT IS YOUR (THE PATIENT’S) RESPONSIBILITY TO CONTACT MEDICARE TO ENSURE 

THAT THE CLAIM IS FORWARDED.  

 

B Y  S I G N I N G  B E L O W ,  I  A M  A C K N O W L E D G I N G  T H A T  I  H A V E  R E A D ,  U N D E R S T A N D ,  A N D  A G R E E  W I T H  A L L  T H E  

S T A T E M E N T S ,  P O L I C I E S ,  A N D  P R O C E D U R E S  L I S T E D  A B O V E .  

PATIENT NAME PRINTED:   DATE:   

PATIENT SIGNATURE:   

IF SIGNING FOR A MINOR 

GUARDIAN NAME & RELATIONSHIP PRINTED:    

GUARDIAN SIGNATURE:   DATE:   

 

 


