
We orne 
Patient Information 

Date _ 

SS/HIC/PatientID # _ 

Patient Name 
Last Name 

J=irst Name Middle Initial 

Address, _ 

City _ 

State _ Zip _ 

E-mail _ 

Sex 0 M 0 F Age _ 

Birthdate _ 

o Married 0 Widowed o Single o Minor 

o Separated o Divorced o Partnered for years 

Occupation _ 

Patient Employer/School _ 

Employer/School Address _ 

Employer/School Phone (-----J _ 

Spouse's Name _ 

Birthdate _ 

SS# _ 

Spouse's Employer _ 

Whom may we thank for referring you? 

Phone NUDlbers 
Home Phone (---l _ 

Cell Phone (---l _ 

Best time and place to reach you _ 
IN CASE OF EMERGENCY, CONTACT 
Name _ 

Relationship _ 

Home Phone (---l _ 

Work Phone (---l 

Insurance 
Who is responsible for this account? _ 

Relationship to Patient _ 

Insurance Co. _ 

Group # _ 

Is patient covered by additional insurance? 0 Yes 0 No 

Subscriber's Name _ 

Birthdate _ SS# _ 

Relationship to Patient _ 

Insurance Co. _ 

Name of Insurance Company(ies) 

Dr, all insurance benefits. 
if any, otherwise payable to me for services rendered. I understand that I am 
financially responsible for all charges whether or not paid by insurance. I 
authorize the use of my signature on all insurance submissions. 

The above-named doctor may use my health care information and may disclose 
such information to the above-named Insurance Company(ies) and their agents 
for the purpose of obtaining payment for services and determining insurance 
benefits or the benefits payable for related services. This consent will end when 
my current treatment plan is completed or one year from the date signed below. 

Signature of Patient, Parent, Guardian or Personal Representative 

Please print name of Patient, Parent, Guardian or Personal Representative 

Date Relationship to Patient 

Accident Irifozm at.Io'n 
Is condition due to an accident? 0 Yes 0 No
 

Date _
 

Type of accident 0 Auto 0 Work 0 Home 0 Other
 

Towhom have you made a report of your accident?
 
o Auto Insurance 0 Employer 0 Worker Compo 0 Other 

Attorney Name (if applicable) 

Patient Condition 
Reason for Visit 

When did your symptoms appear? _
 

Is this condition getting progressively worse? 0 Yes 0 No 0 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) _ 

Type of pain: 0 Sharp 
o Burning 

0 Dull 
0 Tingling 

o Aching 
o Swelling 

0 Throbbing 0 Numbness 
0 Cramps 0 Stiffness 

o Shooting 
o Other 

I-low often do you have this pain? _ 

Is it constant or does it come and g

Does it interfere with your 0 Work 

o? 

0 Sleep 0 Daily Routine 0 Recreation 

_ 

Activities or movements that are painful to perform 0 Sitting 0 Standing 0 Walking 0 Bending 0 Lying Down 
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Health History 

What treatment have you already received for your condit ion? 0 Medications o Surgery o Physical Therapy 

o Chiropractic Services o None o Other 

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

Date of Last: Physical Exam Spina l X-Ray Blood Test 

Spinal Exam Chest X-Ray Urine Test 

Dental X-Ray MRI, CT-Scan, Bone Scan 

Place a mark on "Yes" or "No" to indicate if you have had any of the following : 

AIDS/HIV DYes DNo Diabetes DYes DNo Measles D Yes D No Arthrit is DYes DNo 

Alcoholism D Yes D No Emphysema DYes D No Migraine Rheumatic Fever DYes DNo 

Allergy Shots D Yes D No Epilepsy D Yes D No Headaches D Yes DNo Scarlet Fever D Yes D No 

Anemia 

Anorexia 

DYes 

DYes 

DNo 

D No 

Fractures 

Glaucoma 

DYes 

DYes 

D No 

o No 

Miscarriage 

Mononucleosis 

DYes 

D Yes 

o No 

D No 

Sexually 
Transmitted 
Disease DYes o No 

Appendic itis DYes DNo Goiter DYes o No Multiple Sclerosis D Yes D No 
Stroke DYes DNo 

Arthritis DYes DNo Gonorrhea DYes DNo Mumps D Yes D No 
Suicide Attempt D Yes DNo 

Asthma DYes DNo Gout DYes D No Osteoporosis DYes D No 
Thyroid Problems D Yes DNo 

Bleeding Heart Disease DYes D No Pacemaker D Yes o No 
Tonsillitis D Yes D No 

Disorders 

Breast Lump 

Bronchitis 

Bulimia 

Cancer 

Cataracts 

Chemical 
Dependency 

DYes 

D Yes 

D Yes 

DYes 

DYes 

DYes 

D Yes 

D No 

D No 

D No 

o No 

D No 

D No 

D No 

Hepatitis 

Hernia 

Herniated Disk 

Herpes 

High Blood 
Pressure 

High Cholesterol 

Kidney Disease 

D Yes 

D Yes 

D Yes 

D Yes 

D Yes 

D Yes 

D Yes 

D No 

o No 

D No 

D No 

D No 

D No 

D No 

Parkinson 's 
Disease 

Pinched Nerve 

Pneumonia 

Polio 

Prostate Problem 

Prosthesis 

Psychiatric Care 

D Yes 

D Yes 

D Yes 

D Yes 

D Yes 

D Yes 

D Yes 

D No 

D No 

D No 

D No 

D No 

D No 

D No 

Tuberculosis 

Tumors, Growths 

Typhoid Fever 

Ulcers 

Vaginal Infections 

Whooping Cough 

Other 

D Yes 

D Yes 

D Yes 

D Yes 

D Yes 

D Yes 

D No 

D No 

DNo 

D No 

D No 

D No 

Chicken Pox D Yes DNo Liver Disease D Yes D No Rheumato id D Yes D No 

EXERCISE 
o None 

o Moderate 

o Daily 

o Heavy 

Are you pregnant? 

Falls 

Head Injuries 

Broken Bone

Dislocations 

Surgeries 

s 

HABITSWORK ACTIVITY 
o Smoking PackslDayo Sitting 

o Alcohol DrinkslWeeko Standing 

o Coffee/Caffeine Drinks CupslDayo Light Labor 

o High Stress Level Reason 

D No Due Date 

Injuries/Surgeries you have had Description Date 

o Heavy Labor 

DYes 

Medications Allergies 

Pharmacy Name _
 

Pharmacy Phone (~ _
 



- ----- - - - - ---

Assignment of Benefits Form
 

Sente & Ferraro Chiropractic and Physical Therapy 
224 Midland Ave 
Saddle Brook, [\;J 07663 
P: 973-478-2212 
F: 973-478-2123 

Date: _ 

Patient: _ 

Employer: _ 

Claim Group: _ 

55#/10#: _ 

[ hereby instruct and direct Insurance Company to pay by check made out and 
mailed co: 

Sente & Ferraro Chiropractic and Physical Therapy 
2H 'Iidland Ave 

Saddle Brook, :'-IJ Oi663 

If my current policy prohib its direct payment to doctor, [ hereby also instruct and direct you ro make out the check 
co me and mail it as follows: 

Sente & Ferraro Chiropractic and Physical Therapy 
224 Midland Ave 

Saddle Brool<, xr 07 663 

For the professional or medical expense benefits allowable and otherwise payable to me under my current insurance 
policy as payment toward the total charges for the professional services rendered . THIS IS A DIRECT 
ASSIG0iMENT OF MY RJGHTS AND BENEFITS l.JNDER THrS POLlCY. This payment will not exceed my 
indebtedness to the above mention assignee, and I have agreed to pay, in a current manner, any balance of said 
professional services charges over and above this insurance payment. 

A photocopy of this Assignment shall be considered as effective and valid as the original. 

I also authorize the release of any information pertinent to my case to any insurance company, adjuster, or attorney 
invol ved in this case. 

I authorize doctor to initiate a complaint co the insurance commissioner for any reason on my behal f. 

Dated at this day of 20 

Signature of Policyholder 

Witness 

Signature of Claimant , if other that Policyholder 



Authorizations and Releases
 

NAME CASE# _
 

I. theundersigned. hereby authorize Dr. and whomever he/she may cesrqnaieas r : s :,,~ ' 

ass.sianus) toperlorm diagnostic tests, indudingbutnotlimited toradiographs, and 10 administer treatment asisnecessary. 
I. also.certify thainoguarantee orassurance has been made totheresults thai may beobtained. 
I understand and agree thathealth and accident insurance policies are anarrangement between aninsurance carrierand myself. Funherrnore i ~n:E,'S::: C ~ 

that ints office will prepare anynecessary reports and forms toassist mein making collection from the insurance company and that myamount aumor.zso to: e 
paid Olreclly 10 thiS office will be credited tomyaccounl upon receipl.l permilthis office toendorse remittances for the conveyance of crec ii 10 my ac c o'_~ : 
HOWEVER,I CLEARLY UNDERSTAND AND AGREE THAT ALLSERVICES RENDERED TO ME ARE CHARGED DIRECTLY TO ME AND THAT I AM 
PERSONALLY RESPONSIBLE FOR PAYMENT. 

Patient's Signature Date __'__'__ Witness _ 

I aulhonze Dr. to release any medical infoimation pertinent 10 my treatment plan to or ar 2..:'~: r : -:: 
representa tive lor review. This authorization forrelease of information shallremain valid torthe term of mycoverage under mycurrent pOlicy : :e:-: :~ , ' '12 : ~ • 

insurance Information given tothis clinic iscorrect and complete . Ialso know that Iam entitled toreceive acopyofthisauthorization form 

Patient's Signature Date __'__'__Witness _ 

I hereby authorize the Insurance Company/Insurance Administrator to pay by cnecx 20 c fer : .: >7 

rnaueo ouecuy 10 -;:-----.,,-_-,---_--,--,---,__--,---,-__---.,,- ----:--;: --:-:_----:--,---,-----:--:-_--;-_---;-_,..----,- _ 
theexpense oenefus altowable and otherwise payable tomeunder mycurrent policy, aspaymentloward the total charges (or professional serv.ces ' f: ''::: ·e.: 
haveagreed topay,inacurrent manner,any balance ofsaid applicable charges, Iagree thaithis office begiven power ofattorney 10 ercorse.s.c« r.1y r·2i'".,: .:: 
anyand all orans lorpayment ofmybill. 

Patient's Signature Date __/__/__ Witness _ 

I. the undersigned patient am directing my attomey, , to pay any outstand ing :;liis C'. : 8: ,..-" 
settlement and , In eHect, protecting anysuch balance. Ihereby make and declare the instructions herein contained tobe irrevocable .llully uncersianc na: :a,;, 
directly responsible torall medical bills and this agreement is made solely for the doctor's additional protection and consideration of hrs awa:!:,; pa frne ," 

fU!l~er understand thatsuch payment isnot contingent onany settlement. juoqernent orverdict bywhich I may eventually recover said fee . Ihave Deer 2': ,'S e: 
Inall! myanomey does notwish to cooperate in protecting the doctor's interest, the doctor willnolawait payment but, will require me 10 make ~a! "...,,:r: ::- c 
current status . 

Patient'sSignature Date __/__/__ Witness 

I hereby acinonze Dr. and whomever he/she may deslgna:", 25 -so --:' 
ass.stanusj, topertorm diagnostic tests, including butnotlimited toradiographs, and \0 administer treatment ashe/she deems necessary tomy.-.:.;.o" "'~'"'-"''; , 
.::"C l (chId""."..,I _ 

Guardian's Signature Date__'__'__ Witness _ 

Ihave requested the release of records of (pol«>r ......, wrucn c-e 2 ;;2'- : . 
the records at:_C'l) _ 

I herebyrecues: and autnorize you. your employees and agents tofumish tothe person(s) listed belowor anyone designated inwriting Dy tnerr. al; :0;:" ,,5:::' 

recorcs 2, : : e ~G " s , Inauding copies ofx-rays and photostatic copies, abstracts orexcerpts ofallrecords and anyother inlorma lion theymay recces: le,a: T; 
toanyexarrunauon . treatmentoropinion conceming anycondilion that Imayhave had inthe past.now have.ormay have inthe future 
~ !e ese ::r'" s.c :"1 ':5:0 ~ ~ ~ ~; iAOC reu J 

--­ - - - - - - -­ - - -- -­ - - - -­ - - --­ -- _ . - - - ­ - - ­ -­ - -


