ABoUT You S

Today’'s Date: / d o FileE . § i
| Patient Name: B —
S T i “ _ INSUR ANCE. INFO
= What You Prefer To Be Called: 0 Male Q Female iy
: _ _| Primary Insurance
Birthdate: / / Age: __55%
. | Co. Name: _ _
Mailing Address: b
Address:
i oy STATE ) ZIP , —
_ Home Phone #: ( ) = P SE i %;%ﬁﬁ
. Work Phone #: (. ). Ext_ | |Phone#: (_ ) :
| Cell Phone # ( ). | Insured's ID#;___
| E-mail Address: || Group # (Pian, Local, or Policy #: 5
Referred By: ; Insured’s Name:
- Employer: How Long?___ - | Relation:___ _Date of Birth: / /.
Employer’s Address: Insured’s Employer: ]
: - | Secondary Insurance i
CITY STATE ZIP | |
Occupation: Co. Name:
Status: U Minor O Single O Married 0 Divorced 0 Separated O Widowed | | Address:_ .
Spouse’s Name: ' :
CITY STATE ZIP
i 2 ? :
Do yéu h“ave children? QO \.’e“s ONo  How many? Phone # ( ).
: Insured’s 1D#: =
Group # (Plan, Local, or Policy #):
N N Insured’s Name: _
: Accol i 4 | Relation: _ Date of Birth: / / -
Person u!t|mately responsible for account ( Insured g Empioyer B ;
Name:_ ; __ B L L ammeeEE e e

Relation:
i Billing Address:

CITY STATE zZIP ( £ 1
| S5 Whom shcuid we contact?_ .
 Drivers License #: | Relation; .
Work Phone #: ( ) _ |6™ [ Home Phones:( | )
.| Payment method: 1 Cash QO Check :
Work Phone £ (=~ )
- .
[ Credit Card - Enter card # above (if accepted) " Uetl Bhore il ) Lk

Who is your Medical Doctor? =

| hereby authorize assignment of my insurance . . ST
mitils  rights and benefits directly to the provider for |« | Medical Doctor's Phone # ( )
services rendered. | fully understand | am solely responsi- Sl - =
ble for any balance not paid by my insurance company

(if offered at this office).

I_I;_/.\b CONTINUE. ON BACK. 2
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e REASON FOR. VISIT
Reason for today’s visit: J Emergency O New injury O OId injury U Chronic pain O Wellness

).
e[ Are you in pain: dYes L No Rate your pain with the following scale: dscomon 55355 &

" | Did your injury occur during: 1 Work O Sports/play 1 Auto Accident Routine/Household activity

7 8 © dointense

-/ When did your condition/accident occur? /|  / Where did your injury occur?
Please explain what happened:

' Is your condition getting worse? 0 Yes [ No O Constant O Comes and goes.

Is your condition interfering with your: L Work O Sleep or U Daily routine? If so, how:

| Has this or something similar happened in the past? '
U Yes O No Explain:

- Using the adjacent body charts, please circle
| all affected areas.
Have you been treated by a Medical Physician for this

condition? UYes ONo If so, where?

right left left

Have you ever been treated by a Chiropractor? Yes ONo
Clinic or Dr's name:
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Clinic phone#:
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UPDATE_

® i i i i ,_
Are you taking any of the following medications? O Nerve pills LI Pain killers(including aspirin) [ Muscle relaxers 5
[ Blood Thinners [ Tranquilizers O Insulin Other(s)
: Do you have or have you had any of the following diseases, medical conditions or procedures? §
Y N Heart Attack / Stroke Y N Heart Surg./Pacemaker Y N Heart Murmur Y N Congenital Heart Defect Y N Mitral Valve Prolapse S
Y N Artificial Valves Y N Alcohol / Drug Abuse Y N Venereal Disease Y N Hepatitis Y N HIV+/AIDS / ARC . B i
Y N Shingles Y N Cancer Y N Frequent Neck Pain Y N Glaucoma Y N Anemia / Diabetes 3
Y N High/Low Blood Pressure Y N Psychiatric Problems Y N Rheumatic Fever Y N Severe / Frequent Headaches Y N Kidney Problems e
m Y N Ulcers / Colitis Y N Fainting/Seizures/Epilepsy ¥ N Sinus Problems Y N Emphysema / Asthma Y N Tuberculosis H
= | YN Difficulty Breathing Y N Chemotherapy Y N Lower Back Problems Y N Artificial Bones/Joints/implants Y N Arthritis f_;
.| Please list any surgeries with dates and/or any other serious medical condition(s) not listed above: e §
* | List any past serious accidents with dates: N >§—
Please list anything that you may be allergic to: _ )
Family Health History: s
Do you take Supplements or Vitamins? O Yes 1 No Do you exercise? d No U Yes __ hours per week 3
Do you smoke? U No 1 Yes How much? How long? - a3
Are you wearing: 1 Shoe lifts O Inner soles O Arch supports  Are you dieting: UNo QYes Since: /  / g
. For woman: Are you taking Birth Control? O Yes O No g
Are you Nursing? U Yes L No Are you Pregnant? Q No O Yes If s0, how many weeks? 5

friendly, mutual understanding between provider and patient.

B Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been
made with the business manager. If account is not paid within 90 days of the date of service and no financial

any other expenses incurred in collecting your account.

B | authorize the staff to perform any necessary services needed during diagnosis and treatment. | also authorize the
provider to release any information required to process insurance claims.

B We invite you to discuss with us any questions regarding our services. The best health services are based on a

arrangements have been made, you will be responsible for legal fees, collection agency fees, interest charges and

(OFFICE USE)

: dio ]

initials - T Daid

B | understand the above information and guarantee this form was completed correctly to the best of my knowledge ; ETenE . e
and understand it is my responsibility to inform this office of any changes to the information | have provided. el - Lepine
Signature __ Date f Lieinhl e
I Adult Patient 13 Parent or Guardian 11 Spouse Comments J

Frst Impression Forms, Inc. 1-800-99FORMS FORM # 2MCA1 Copyright ©2ooﬂ



GARCIASPINE CENTER
DR. HERB GARCIA
1304 EAST MAIN STREET SUITE A
EASLEY, SC 29640
864-859-5026

PRIVACY FORMS (BRIEF EXPLANATION)

CONSENT FORM

Reguired by the government, We may have to share your health information with other doctors,
|insurance companies, or with members of our staff to run our practice;

You have the right to tell us not to send your records to certain peaple or insurance companies
and that you can make changes to this consent form at anytime,

If you have no questions, please sign below:

Signature of Patient . Auwthorized Signature

Date Date

INTMENT REWINDERS & HEALTH CARE INFORMATION AUTHORIZ

We need to get permission to call you with appointment reminders o¥, if we need to contact you
with information about your treatment or other health information. We want io make sure it'’s
OK to leave you messages on your answering machine or sent you meil,

You always have the right to change your mind abowt your auihorization and if vou do not wont
to sign this it will not gffect your treatment or the effort we make to get your claims paid.

{f you have no questions, please sign below:

Patient Signature Authorization Signature

Date ' i s Date

PLEASE READ AND SIGN REVERSE SIDE ALSO —5 |



AUTH @IQEA TIONS AND RE&E&SES

NAME: ___ e CASE#_______DOB

(‘GﬁSEW FQR TMW EN . _
1, the undersigned, » patient in this office hereby anthorize Dr. . (and whomever he/she may desig-
Hate as hisfher assistant (s} to administer rentment as he/she deams ﬁpp?ﬁprlﬂfe '

1, also, certify that no guarantee or assurance has been frade o the results that may be obiained.

1 understand and agree that health and aceident insuranse ;:sehsms are an arangement b ?::em cen an insurance carrier and mysseif, Furrharmm, I
understand that this office will prepare any necessary reports and forras to assist me in making collection {rom the insurance company and that
any amount suthorized te be paid directly to this office will be eredited to iy account upon receipt. I permit this 6ffice to endorse romittances
for the conveyance of ¢redit fo my account. However, I clearlv understand and agyee that eﬁl SETViCes re fiﬁfﬂﬁ o e m ﬁﬁai‘-=§!*
rectly to me nnd that T nersanaﬁ*g responsible for pavment.. el
P‘at;em 5 Sigmmr& Date S Wimess

A UTH QRXB"ATI QN T@ RELEA,SE MBI EAI, i NF ORWTIQN
1 authovize the releass of any medical information pecessary to progess my insurance claim (s) and also certify thar zll insurance information
given to the clinic is correet and complete.

Patient’s Signature: ______ Dawe ; Wir:{zess

REQUEST FOR PAYMENT OF BENEFITS TO PR@?‘?E&EK OF QARF
[ hereby authorize the Insurance Company/Insurance Administrator to pay by check, and for it ot be. mxles:i di-
rectly o
The expense benefits allowable ﬁnd ﬁﬁ}&ﬁ%’iﬁﬁ payabtﬁ to me under my current policy, as pa};‘meﬂ‘“ toward the total ciuarges for pmfs&smai
services vendered, 1 lave agreed to pay, Ina current manney, my balance of said professional charges. [ agree that this office be given power
of artomey to endorsefsign my name on any drafts for payment of my Bill. A photocopy of this agreement shail be considered as effective
and vaiid as the original

Patient’s Signature: o Date - | Witness : i
ATTORNEY REPRE. S‘EN?‘ATIQNM PROTECTION OF BALANCE
1, the pndersigned patient am direetion my Attorney, ,to pay any outstanding bills out of my setitement

and, in offecy, protecting any such Balenee. I fully undersiand ﬂmt Tam dmctiy :espanszbie for all medical bills and fhis agreement is made

solely forthe doctor’s additienal protection and considsration of his awaiting payment. I further understand that such payment is not contin-
gent on any setilement, gadremmt or verdict by which I may eventually recover said fee. T have beens advised that if my Attorney does ot

.v;sh to cooperata in protecing the doctor’s interest, the doctor will not await payment but, will require me to make payment on a gurrent

i status,
Pationt Signature: Date ) Wilness

C{B‘NQS?” NT FOR TREAT MEN T OF MINOR

I hereby authorize | ., D.C,, and whomever he/she may designate as histher assistant (s), te administer
chirepractic care 25 he/she deems necessary to oy (indicate relationship of child)
Patient Signaturs! : _ Date P : Witness _

X-RAY/ MEDICAL RECORDS RELEASE
{ have requested the relesse of w-rays and/or records of 5 ; {patient’s name) which area part of
the records at {clinic). In consideration of the foregoing, 1 bereby release and forever dis-
charge the afore said doctor from any dnd all responsibiliny or liability of any kind, nature or chardcier whatsogver arising from any andall
responsibility or liability of any ind, naturs or character whatsoever wrising from said treamment. I haréby acknowledge receipt of said resords

or reguest that thess records by sentto

{panz)
{ address)

Patient’s Signature: _ Date Witness




