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Cook Chiropractic, Inc.

Case Hlstory
Name Date,
Address _ City. State: Zip
Telephane| | Cellf ) Email
Social Security Mo, Driver's Lic # Blrthdate
Age. Sex M F MaritalStatus M 5 W D No. Chlldren Occupation
Emplayer. Employer's Address
City State Zip Telephone| ]
Spouse’s Name Occupation Employer.
Person responsible for this account, : Address
City State fip Telephone| |}
Did scmeone refer you to curoffice? ¥ N Mame Telephone| |
What is your major compiaint?
Cther Complalnts? :
How long have you had this condition? Have you had this ar simllar conditions inthe pasi? ¥ N

What Is it about your conditicn that concoerms you the most?

[s your condition the result of an accident? Y N Desaibe

Is your condition 1he result of an auto accident? ¥ N if “Yes", complete the auto accident section of history form
Is your condition the result of an on the job accldent? ¥ N If “Yes”, complete the work comp section of history form

What activities aggravate your condition?

Is this condition getting progressively worse? Y N Are your symptorns  Constant  Comes and goes  Staying the same

ts this condition Interfering withyour  Work  Sleep  Dally Routine  Other
How long has it been since your really felt good?

List surgical procedures

Are you taking any medications? ¥ N Whatkind?

Any non prescription drugs? Y N Whatkind?

Have you seen other dottors for this condition? MDD DC Do DDS

Doctor’s Name Address

City. State Telephone | | Fax [ |

Xdayst ¥ N When? Physiotherapy? ¥ ©N When? How Many Sessfons?
Resulis Length of Time Under Care
Patient/ Legal Guardian Sfgnature Date:
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PERSONAL INJURY / AUTOMOBILE ACCIDENTS | )Applles | |Does Not Apply

DatecfAccident_ Timeof Day. am. pm,

Nlereyou:| |Drver | JPassenger [ |FrontSeat | |Front Middle [ )Back Seat | |Back Middle [ [Third Row

MNumber of people inyour vehlcdle? Were you wearing seatbelts? [ )Y [ M [ WFullbelt | )laponly
in what town did the accident take place? State Did aitbag deploy { ¥ | N

What directicn were you headed? [ JNorth | |South | JEast [ }West :

Name of strect

What direction was the other vehicle headed? | INorth [ jsouth | |East | WWest

MName of Street

Were you struck from | |Front [ JBack [ )DrversSide { |Pass.5fde [ |FrontPane! | )BackPanel [ )Bumper
Approximate speed of your vehlce Cther vehicle

Were [ ] pofice | [5tate Trocper | none notified? Who was at faull jticketed]? | Wou [ )Other | JYourdriver
Were you ransported by an ambulance from the scene of the accident? | JYes [ jiNo IF 50, where were you
taken? Name of fecility Address, City State

If your were not ranspored by an ambulance, where were you taken after the acddent?
Have you been treated by any doctor since the accident | JYes [ |Na

Mame of Physician Address City State Telephane

What treatrment was given?  Circle : Exam X-Rays LT5can MRl Medication Surgery Sulures [stiiches)
Physical Therapy Chiropracticcare  Other
Did you have complaints BEFORE THIS ACCIDENT? | JYes | |No Describe__
Do you have any birth problems that relate to this accident? | PYes | |No Describe
Do you have previous ilinesses that refate to thls accident? | [Yes { |No Describe
How did you fee! during the accident?
Hovy did you feel immedlalely afterwardy?,
Hovy did you feel [ater that day?
How did you feel the next day?
Do you have any activity restrictlons as a resolt of this injury? Describe
Have you losi time froim work because of this accident? | JYes [ |No Last day worked Restricted Duties| |¥ [ N

Type of Employment,
Present Salary Are you being pald for lostwork ime? { )Y | |N Describe

Slanature Date

WORKER'S COMPENSATION | |Applles | |Does Not Apply

Date Injured Time. [ ]em [pm) Last day worked Areyou offwork? [ jYes [ |No
Are you on restricted work duties? | )Yes | JNo Desaibe
Previous Work Comp injury? | JYes [ JNo Desaibe
Accident reporied to | |5afety Dept { [Supervisor Name Teiephone|[ |
Witnesses? [ JYes | |No Name
What SPECIFIC injured body areas were originally reported and documented?

Injured at-  Address City. State Telephone! ]
Lengih of iime worked there prior to acddent,
Type of work belng done at the ime of the Injury.
Have you been treated by any doctor since the accident? [ J¥es | JNo

Name of Fhysician Address : Clty, State___ Telephone[ |
What treatment was given? Circie:  Exam  X-Rays CTS5can MRl Medication Surgery Sutures [stilches)
Physical Therapy Chlropractic care  Other,
Are your symptoms: Constant - Comes and goes Staying the same Getting worse

In & typlcal work day of faurs, how many hours doyow: Sit, Stand Walk, Bend__ Squat
Crawi Ciimi Reach Kneel Climb, Push/Pull Other,

List any additional comments:

Signature Date
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COOK CHIROPRACTIC, INC, .
Firnancial Policy -

T Thank your| fur choosing Cook ChIraprai:ht, inc. to provide your health care. We are cormmiltted o

groviding yuu the best possible heafthcare. In order to prévent any misunderstandings, and o

‘serve yau better, we ask all pauentsjguarantﬂrs to read and understand our financlal policy. We

wiil gladly answer any questions you may have aboui semcﬂ provided, fees, financial poficy. or

- any ather aspect of yaur care.

i. Payment = due at the-ime’ services are rendered

Forms of payment: cash, most credit and debit -::am‘s and cherks

Inabifity to mzke payment at the time of service may reguire your appoiniment to be
rescheduled

Capays are collected at the time of check in

Deduciiiles, colnsurance and naravered services must be pald at the dme ol service

1. Insurance acceptance and ﬁHng

As a courtesy, we vidll ﬁie fnsuranca ifitisonein wm:h Caok Chiropractic, Inc. is
contracted.

Changesin Insurance should be provided prior to yuur visit. Present your new Instirance
€ard 5o we can | VEriy 1hat we are contracted with that plan.

If you da not informus of & change, and we have not been able to collect fram your
previous Insurance, you will e responsible for any unpaid balances.

Allchargesare your resp orisibily regardless of insurance. Any amount due after
insurance pays is yous resp cnsibllliy and due u pcm noiffication.

3. Medicare members

Since it cah be consldered Medicare fraud to waive deductithes and copa;,rs you -.*.nrl be
billed thete amoun® folfowing Medicare reimburiement.

4. Forms and records :

There will be a $35.00 charge o ill out/complete any forms that are brought Into Cook
Chiropradiic, Inc. This fee will be colfected prior to campleion of forms.

5. Returned Checks

Reiurned checks will fncur a $35.00 fee. The amount of the check plus the fee must be
gald within |10 days of notification by money order, cash, or credit card o preveni furmer
action.

Once ihere hias been a retumed check, we will no longer accept personal cecks.

Unpald checks are filed In counrt anct you wili be required to appear before a judge and
£ay cour Costs.

&, Accaunts tumed aver fo a collection agenqr

L

Accounts with rmo payment activity far 120 days m.éy be wined over (o colfection.
Temporary financial problems may aifecd Hmely paymenl, 10 we encourage
communication of such problems to us at 979-244-2500 so that your accauni caEn be

profreny sanaged.

7. Missed Appolntmeniz

Yaur appointments are booked at Cook Chiropractic inc. according to your condilion and
needs. Fallure to keen your scheduled appoiniments can fesiull in g paor outcome of
axpected reatment resulls. Please notiiy the affice 24 houns In advance if you cannot
keep your appointment. We reserve the right to charge for misied appointments.
Cantinued viofation of this policy may result in dismissal from the cilnic as poor treaiment
resulls are agalnst the standards of Cook Chifropract, Inc.

\We are happy to help you maximize the allowable benefits with your healih insurance plan. I is
yaur responsibifity o know and understand your own insurence benelils, coverage, pre-existing
condfiion clauses, and referral/autharization requirements. We will assist wien possible to help
yau in this ofien challenging endeavor. We locok forward o serving your health care needs.
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COOK CHIROPRACTIC, INC,
Confidentizal Patient Information

Today's Date;

Patient’s Name: Date of Birih:

CONSEMNT TO TREATMENT

Jamithe patient __lam the parentfiegal guardian of the patient ___other,

I hereby authorize such chiropractic care, treatment and diagnostic tests as may be
recommended by Dr. Katherin Cook andfor associate doctors affiliated or employed by Cook
Chiropractic, Inc. to { |myself or | |myminorchild and understand there is no warranty or
quarantee af result or cure. This consent will remaln In effect until 1 withdraw my consent in
writing.

Name of Minor Child ___ Age_ [ |Male [ |Femala [ |Does not Apply

Stgmature __~ Date
Please check the appropriate box : | |Patfent { |Parent i Itegal Guardfan

ACKNOWLEDGEMENT OF RECEIPT OF OFFICE & FINANCIAL POLICY

__tamthe patient __| am ihe parenty/guardizn of the patient __Other.

| aeknowledge that | have recelved the Office and Financial Pollcy for Cook Chlropractic, Inc. and
agree 1o its terms,

Signature of Patient/Parent/Guardian Date

ALUTHORIZATION TO LEAVE RECORDED VOICE MESSAGES

__lamthe patient __| am the parent/guardian of the patient __Other,

I give my penmission for Cook Chiropractic, Inc. physicians and staff to leave messages regarding
office visits and appointments as weil as any ather health care information related to my
treatment at {he phone number{s) listed below:

Home Work Cell PFhone

Signature of Fatfent/Parent/Guardian Drate

A photocopy or faxed copy of these authorizations shall be deemed as valld as the original
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Cook Chiropractic, inc. ACKNOWLEDGEMENT OF RECEIPT OF NOTICE

As required by the Privacy Regulation, I hereby acknowledge that I have received a current copy
of Coak Chiropractic, Inc.s "NOTICE OF PRIVACY PRACTICES.” Revision Date:

As required by the Privacy Regulations, from
Name of Staff Member

Cook Chiropraciic, Inc. has explained the “NOTICE OF PRIVACY PRACTICES™ to my satisfaction.

As required by the Privacy Regulations, 1 am aware that Cook Chiropractic, Inc. has included a
provision that it reserves the right to change the terms of its notice and to make the new notice
provisions effective for all protected health information that it maintains.

Request:

[] 1wish tofile a "Request for Restriction™ of my Protected Health [nformation.

[1 Iwish tofile a "request for Alternative Communications™ of my Protected Health Information.

{1 |wish to object to the following in the “Notice of Privacy Practices™

]

| understand that this office is not required to honor any citanges to the “Notice of Privacy
Practices”.

Signature Date

Print Name

OFFICE USE ONLY

Signed form received by: Date:

Good faith effart to obtzin receipt: {Bescribe)




PARTIAL ASSIGNMENT OF THE CAUSE OF ACTION,
ASSIGNMENT OF PROCEEDS, CONTRACTUAL LIEN, AND AUTHORIZATION

(Agreement)
herehy direct any and all insurance carriers, attormeys, govermmental agencies, companies, individuals, andfor other legal entities
rayers),which may elect, or be obligated to pay proceeds to me for any reason, 10 pay direcily to, and exclusively in the name of, Kalherin
‘ook DY Cook Chiropraciic,Inc. , {or "Office™) in the amount of the full charges ncurred by me at the Office, past or future, including but
at kimited to, charges for ireatment, namative reparis, depositions, testimony, and any other charges incurred by me at the Office ("my
harges™). I further prant & contractual lien to Ketherin Cack, EC/Cook Chiropractic, Inc., with respect {o my charges; however, I understand
1at nothing in this Agreement shall be construed as an elect by Katherin Cook, DCf Cook Chiropractic to claim protection undar eny
tatutory lien law. For the purposes of this Agreement, proceeds shall include, but not be limited to, proceeds from any settlement, judgment,
r verdict, as weli esproceeds relafing to the following insurance coverage: individualfgroup health, disability, worker's compensation,
1edical payments benefits, bodily injury, personal injury protection, lost wages, lost services, no-fault benefits, uninsured end underinsured
10torist coverage, liability covernge, property damage coverage, and malpractice coverage.

further agree that, in the event a payer refuses 1o pay Katherin Cook, DCf Cook Chiropractic, Inc., I hereby assign ta the Office, insofar as
ermitted by law, the following: all of my rights, remedies, and benefits to Katherin Cook DCf Cook Chiropractic, Iuc., as well os anyand all
auses of aciion thet I might bave against such payer to the extent of my charges, the right to prosecute such causes of sction either in my
ame ar in the Offices name, and the right to seitfe or otherwise resolve such causes of action as the Office sees fit.

P.00&/009

i the event that § retain one or more attorneys to represent me in this maiter, I direct each aitomey o issue & letter of protection to Katherin
“aok, DY Cook Chiropraciic, Inc, regarding my charges. Upon issuance, 1 sgree that such letters) of protection cannot be revoked or
aodified without 1he expressed writien consent of the office. I firther direct {and the Office herehy requests) each atiomey to provide
mmediate notice to the Ofice regarding any finds received by the attomey relating to my accident, to prompily pay the Office out af such
unds, and 1o provide a full sccounting of such funds to the Office upon its request.

herehy authorizs and direct Katherin Cook DC/ Cook Chiropractic, Inc.to file my clalm with my health insurance. 1 understand, however,
hat in 1he event that my charges are submitted in their full amount to any other form of insurance or source of payment (e.g. liability,
nedpay, attomeys, elc.), 1 herehy uthorize and direct Katherin Cook DIC/ Cook Chiropractic to-collect any write-offs or discounts, issued by
ry health insurnce, out of the proceeds from the other insurance or source of paymeat.

herehy direct all payers to refease to Katherin Cook DC/ Cook Chiropraciic, Inc. any pertinent information regarding any coverage [ may
wave including, but not limited to, the amount of the coverage, the amount paid thus far, and the nmount of any outstanding claims, I
withorizz this Office ta release any information regarding my freaiment or pertinent to my case(s) ta all payers as defined above to facililale
:0llection under this Agreement,

(FRX)9792444554

- herby direct this Office to file a topy of this Agreement, together with ooy applicable charges, with any or all payers, regardless of whether
1 ¢laim has been estahlished with said payers. I hereby suthorize Kotherin Cook DC/ Cook Chiropractice to endorse/sign my name on: ary
_wnd all checks Hisling me as a payee, which are presented to this Office for payment of nn account relating e me, my spouse, or any of my
< iependents. I further puthorize Ketherin Cook DC/ Cook Chiropractic, Inc to spply any credit balances on charges incurred by me to eny
— yifier putstanding charges still owed by me, my spouse, and my dependents, regardless of whelber these other charges are jelated to my

=ondition.

RCTIC,

[ understard that | remain personally responsible for the total emounts due Katherin Cook DC/ Cook Chiropractic, Inc for their services. This
= Agreement does not constitute any consideration for this Office to await payments and it may demand payments form me immediately upen
= rendering services at itz option. TFthis Office must take ony action to cellect an oulstanding balance on my account, 1 will e responsible for
= sayment and will reimburse Katherin Cook DC/ Cook Chiropractic, Inc. for sl costs of such colleciion effods, including, but not fimited to,
: ill court costs and all siivmey fees.

=

= This Agreement shall not be modified or revoked without the mutual written consent of Ketherin Cook DCfCook Chiropraciic, Ine. Specialty
Group and myself, I hereby revoke any previously signed authorizations, whether executed at this office or any other office 1o the extent that

o tke terms of those suthorizaiions conflict with the terms of this Agreement.

& [ agree that each and every provision of this Agreement s reasonably necessary for the proteciion of the rights and interesis of

~ Katherin Cook DC/ Cook Chiropractic, Inc. and myself. However, should any provision of this Agreement be found to be invalid, illegal, or
= unenforceable, or for any reasen cease 1o be binding on any party hereto, ali siher portions end provisions of this Agreement

% shallnevertheless, remain in full force and eifect.

(]

= Patient Wame (please print)

™' Patient Sipnature Date: ] /

™ Mame of Cusindizl Parent of Legal Guardian {please print)

- Parent Guardian Signature: Date: i {

=
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- AMERICAN RADIOLOGICAL SERVICES

Cook Chimpract]'c,-'!ﬁ'-:;..-.f _{419):269-2140 1800] 442-1202.
Patient: . : Clinic: Cook Chiropractic, /nc.  Film Dater
Age: Sex[]MaIe [] Female Social Secunty# /. / _Date nf Birth:
Patlentﬂddrﬂs I | Clt}r st pr:

X—RAY ASSIGNMENTHGREEMENT

+

1 undersiand that the services of a chiropractic radiologist are being utilized to insure the highest

guality interpretation of my x-rays. | acknowledge that these services are separate from those of
the clinic where [ am receiving care, and that the charges for these services will be submitted to
my insurance carrier, Worker's Compensation carrier or State Bureau, and/or to my attormey in the
case of personal injury.

In the event that | receive payment for these services, | agree to prc}mpthr remit payment to
Amencan Radmlog!cal Services [ARS]

| assign my insurance benefits and rlghts to pa;-..rment to ARS to the extent of their charges, and
authorize them, or their agents, to biil and release information to my insurance company, attorney,
and/or any third-party payer. | autharize my treating physician, insurance company, attorney,
andfor third-party payer to provide ARS or their agents with any information concerning my clalm
thelr sérvices, and/or payment for the services provided,

By miy signature below, 1 ackn owledge that | have read, understand, and agree to the abnve
provision, and | assign my insurance benefits as described above.

Signature ) | Date
Withess Do Date
PATIENT HISTGRY IOFFICE ONLY}

Patlent F'resentatmn

Trauma? [ ] Yes [ ] No if Yes, explain:

Ma!ignancyf []Yes [] No Detalls:

Diagnosis/Concems/Guestions {No ICD Codes, please]




