


Health History

What treatment have you already received for your condition? [] Medications [] Surgery  [] Physical Therapy
[] Chiropractic Services [ None [] Other

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

Date of Last: Physical Exam Spinal 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 [OYes []No Diabetes [OYes [[JNo Measies [Yes [JNo Arthritis [OYes [No
Alcoholism [1Yes [[1No Emphysema [JYes [[JNo Migraine Rheumatic Fever []Yes []No
Allergy Shots [lYes [INo Epilepsy [lYes [JNo  Headaches [1Yes [INo  scarlet Fever CIYes [INo
Anemia [1Yes [JNo Fractures [1Yes [1No Miscarriags Sheadt S‘?rxaunaslxin d
) e
Anorexia [JYes [INo Glaucoma [JYes [JNo Mononucleosis []Yes LINo TR CJYes [No
Appendicitis [JYes [INo Goiter [OYes [No MuEpieSderosis [1Yes [INo Stroke [lYes [JNo
Arthritis [IYes [JNo Gonorrhea [IYes [JNo Mumps CYes [I1No o . e Attempt [IYes [No
Asthma [dYes [JNo Gout ClYes [No —Osteopofcse [iYes [INo Thyroid Problems []Yes []No
Bleeding Heart Disease  []Yes [No Facemaker [lYes [INo L iitis [Yes []No
Disorders [JYes [No Hepatitis [Yes []No Pgl:kmsons e LT Tiktemiiioulk: ClYes [JNo
Breast Lump OOYes [ONo  porni ClYes [N G = 2
A ernia es o Pinched Nerve [1Yes [N Tumors, Growths []Yes []No
Bronchitis [lYes [ONo perniated Disk Ye N = Y L
; erniated Dis [IYes [INo . [JYes [JNo Tphoid Fever  [lYes [1No
Bulimia [JYes []No SURERN B 9
Herpes [1Yes [1No Polio ClYes [N Ulcers [1Yes []No
bacmgd LiYes LINo  High Blood = F Vaginal Infections []Yes []No
e ClYes [1No Prasaiire [IYes [JNo Prostate Problem [JYes []No W: < > "
Chemical High Cholesterol [JYes [JNo Prosthesis [ClYes [INo ooping Cough [1¥es [1No
Dependency ~ [1Yes [INO  Kidney Disease []Yes [INo Psychiatric Care [JYes []No e
Chicken Pox [OYes [ONo |jver Disease [IYes [JNo Rheumatoid [OYes [JNo
EXERCISE ' WORK ACTIVITY HABITS
[] None [] Sitting [[] Smoking Packs/Day
[] Moderate [[] Standing [] Alcohol Drinks/Week
[ Daily [] Light Labor [[] Coffee/Caffeine Drinks Cups/Day
[] Heavy [[] Heavy Labor [[] High Stress Level Reason
Are you pregnant? []Yes []No Due Date
Injuries/Surgeries you have had Description Date
Falls
Head Injuries
Broken Bones
Dislocations
Surgeries
Medications Allergies Vitamins/Herbs/Minerals

Pharmacy Name

Pharmacy Phone ( )




Assignment of Benefits Form

Sente & Ferraro Chiropractic and Physical Therapy
224 Midland Ave

Saddle Brook, NJ 07663

P: 973-478-2212

F: 973-478-2123

Date:

Patient:

Employer:

Claim Group:

SS#/1D#=:

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

Sente & Ferraro Chiropractic and Physical Therapy
224 Midland Ave
Saddle Brook, NJ 07663

If my current policy prohibits direct payment to doctor, [ hereby also instruct and direct you to make out the check
to me and mail it as follows:
Sente & Ferraro Chiropractic and Physical Therapy
224 Midland Ave
Saddle Brook, NJ 07663

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
ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not exceed my
indebtedness to the above mention assignee, and [ 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.

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

[ authorize doctor to initiate a complaint to the insurance commissioner for any reason on my behalf.

Dated at this day of 20

Signature of Policyholder

Witness

Signature of Claimant, if other that Policyholder




Chiropractic Physician

Authorizations a'nd Releases

NAME ' CASE #
Consent for Treatment
I the undersigned, hereby authorize Dr. and whomever he/she may designaie s r:s. nes

assistani(s) to perform diagnostic lests, including but not limited to radiographs, and to administer trealmenl as is necessary.
|. also. certify thal no quarantee or assurance has been made lo the results that may be obtained.
I understand and agree that health and accidentinsurance policies are an arrangement between an insurance carrier and myself. Furthermcre i unazrsiar:

that thus office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that my amount aulnorzea to e
paid directly lo this office will be crediled to my account upon receipt. | permit this office to endorse remitiances for the conveyance of credi: 1o my accoun!.
HOWEVER, | CLEARLY UNDERSTAND AND AGREE THAT ALL SERVICES RENDERED TO ME ARE CHARGED DIRECTLY TO ME AND THAT | AM

PERSONALLY RESPONSIBLE FOR PAYMENT.

Patient’s Signature i Date /) Witness

Authorization to Release Medical Information

| authonze Dr. lo release any medical information pertinent to my treatment plan to 0f ar authanzss

representauve for review. This authorization for release of information shzll-remain valid for the term of my coverage under my cument policy | cem:¥, 0zt 2
insurance information given o this clinic is correct and complete. | also know that | am entitied to receive a copy of this authorization form

Patient's Signature ’ Date_ /| |/ Witness
" Request For Payment of Benefits To Provider of Care

| hereby authorize the Insurance Company/Insurance Administrator to pay by check znaigr .2 7=
mailed directly lo:

the expense benefils allowable and otherwise payable lo me under my current policy, as payment loward the total charges for professiona services rercze2

have agreed lo pay, in a curenl manner, any balance of said applicable charges. | agree thal this office be given power of attorney 1o endorse!sign my r.zme
any and all drafts for payment of my bill.

Patient's Signature Date___ |/ / Witness
Attorney Representation and Protection of Balance
, the undersigned palient am directing my attomey, , lo pay any outstanding oils oLt i

sefiilementand, in etfect, protecting any such balance. | hereby make and declare the instructions herein conlained to be imevocable. | fully understanc ina: i am
directly responsible for all medical bills and this agreement is made solely for the doctor's additional protection and consideration of his awating pa,;men:
further understand thal such payment is not contingent on any settlement, judgement or verdict by which | may evenlually recover said fee. | have been a2
that «f my attomey does not wish to cooperate in protecting the doctor’s interest, the doctor will nol await payment but, will require me 10 make s3; men:
curent status.

Patient's Signature Date / / Witness
Consent For Treatment of Minor
! hereby acthonze Dr. _ = and whomever he/she may designars 25 =<~z
assistant(sj, o perform diagnostic tests, including but not limited to radiographs, and to administer trealment as he/she deems necessarny 10 My ez vawas < »

ove) - (ched's name)

Guardian's Signature

X-Ray / Medical Records Release

I have requested the release of records of pasars name) WhiCh gre 5 527
the records al oty

Date / / Witness

)

I heredy requesi and autnorize you, your employees and agents lo fumish to the person(s) listed below or anyone designated in writing by them al: 252:€5 2"

T8 S
recorcs an2lepens, inctuding copies of x-rays and photostatic copies, abstracts or excerpts of all records and any other informalion they may recues: r2:2: 13
10 any examinaton, treatment or opinion conceming any condition that| mayhave had in the past, now have, or may have in the future
Plegse izraars s 0

Name; (ADoress)




