Who is responsible for this account?

SS/HIC/Patient ID #

Relationship to Patient

Patient Name

Insurance Co.

Last Name
Group #
First N Middle Initial . - .
et vame adie Infta Is patient covered by additional insurance? []Yes [ No
Address
Subscriber's Name
City
Birthdate SS#
State Zip
Relationship to Patient
E-mail
Insurance Co.
Sex OM [OF Age
Group #
Birthdate ASSIGNMENT AND RELEASE
[] Married [ Widowed [ Single [ Minor I certify that |, and/or my dependent(s), have insurance coverage with
and assign directly to
[ Separated [] Divorced [] Partnered for years Name of Insurance Company(ies) lg J

Occupation

Dr.Steven JN ChlerChle’ DC all insurance benefits,

Patient Employer/School

if any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. |

Employer/School Address

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

Employer/School Phone ( )

Spouse’s Name

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.

Birthdate

Signature of Patient, Parent, Guardian or Personal Representative

SS#

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

Spouse’s Employer

Whom may we thank for referring you?

Date Relationship to Patient

PHONE NUMBERS

Home Phone ( )

ACCIDENT INFORMATION

Is condition due to an accident? [] Yes [] No

Cell Phone ( )

Date

Best time and place to reach you

Type of accident [] Auto [[JWork [JHome []Other

% IN CASE OF EMERGENCY, CONTACT
‘ Name
N " .
Relationship
Home Phone ( )

Work Phone ( )

To whom have you made a report of your accident?
[J Auto Insurance [] Employer []Worker Comp. []Other

Attorney Name (if applicable)

MR

Reason for Visit

PATIENT CONDITION

When did your symptoms appear?

Is this condition getting progressively worse? [] Yes

[J Sharp [ Dull
[JBurning [JTingling [] Cramps

Type of pain:

How often do you have this pain?

. 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)

[ Throbbing [] Numbness [] Aching
[] Stiffness

[ONo [JUnknown

[] Shooting
[J Swelling [] Other

Is it constant or does it come and go?

Does it interfere with your [[] Work

[J Sleep  [] Daily Routine

Activities or movements that are painful to perform [] Sitting [] Standing [] Walking [ Bending [] Lying Down

[] Recreation

(Vers.C25SS04)
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What treatment have you already received for your condition? [] Medications  [] Surgery [J 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 [JYes [No Diabetes [JYes [JNo Liver Disease [JYes [JNo Rheumatic Fever [JYes [ No

Alcoholism [JYes [ No Emphysema [JYes [ No Measles [JYes [JNo Scarlet Fever [JYes []No

Allergy Shots [JYes [JNo  Epilepsy [(JYes [JNo  Migraine Headaches []Yes [JNo  Sexually

Anemia [JYes [ No Fractures [JYes [ No Miscarriage [JYes [ No Er;r;sar:étted [JYes [No

Anorexia [JYes []No Glaucoma [JYes [ No Mononucleosis [JYes [1No Stroke [JYes []No

Appendicitis [JYes [INo  Goiter [JYes []No Multiple Sclerosis [ Yes [ No Suicide Attempt ClYes [JNo

Arthritis [OYes [JNo  Gonorrhea [OYes [JNo  Mumps [JYes [JNo Thyroid Problems  []Yes [JNo

Asthma [JYes [ No Gout []Ye; [ No Osteoporosis [OYes [ No Tonsillitis ClYes [No

Bleeding Disorders []Yes [ No Heart Disease OYes [JNo Pacemaker JYes []No Tuberculosis [JYes [1No

Breast Lump [OYes [JNo  Hepatitis [JYes [JNo  Parkinson’s Disease []Yes [JNo Tumors, Growths  []Yes []No

Bronchitis [JYes []No Hernia Yes []No Pinched Nerve [JYes []No Typhoid Fever [JYes [No

Bulimia [OYes [JNo Herniated Disk [JYes [ No Pneumonia [JYes [JNo Ulcars [JYes []No

Cancer [JYes [ No Herpes [JYes []No Polio [JYes [JNo Vaginal Infections []Yes [JNo

Cataracts [JYes [ No High Blood Prostate Problem []Yes [ No Whooping Cough  [JYes [CIN
ooping Cou es o

Chemical el [IYes [1No Prosthesis [JYes [JNo b3 .

Dependency [JYes [JNo  High Cholesterol [JYes []No Other

Psychiatric Care [JYes []No

Chicken Pox [JYes []No Kidney Disease JYes [ No Rheumatoid Arthritis [] Yes [ No
EXERCISE WORK ACTIVITY HABITS

[C] None [] Sitting (] Smoking Packs/Day
[[] Moderate (] Standing (] Alcohol Drinks/Week
[] Daily (] Light Labor (7] Coffee/Caffeine Drinks Cups/Day
[] Heavy [CJ Heavy Labor [[J High Stress Level Reason

Are you pregnant? [JYes [JNo Due Date

Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

mm AMINS /HERBS /MINERALS

Pharmacy Name

Pharmacy Phone ( )




Steven J.N. Chierchie, D.C.
Windsway Professional Center
44210 Middle Road/PO Box 400

Southold, NY 11971-0400
PH: 631-765-5151 Fax: 631-765-1162

Federal Tax ID#: 474642878

www.drstevenchierchie.com

PATIENT MISSED APPOINTMENT POLICY

We are committed to fully assist you with your Health Care needs and thus, you are expected to
attend all of your appointments. We are reserving this time specifically for You. If you need to cancel

or reschedule an appointment, please do so 4-hours pl‘iOI‘ to your appointment time.

A $50.00 fee will be charged for sessions missed without such prior notification. This fee will be

due prior to your next treatment (insurance is not responsible for this fee). All cancellations and no
shows are documented in our system as part of your record. We understand there are occasional
emergency situations and we appreciate your consideration of our time. In instances of repeated non-
compliance with scheduled visits, we reserve the right to discontinue care.

By signing below, you agree to this policy.

Signature

Date




Steven J.N. Chierchie, D.C.
Windsway Professional Center
44210 Middle Road/PO Box 400

Southold, NY 11971-0400
PH: 631-765-5151 Fax: 631-765-1162

Federal Tax ID#: 474642878

www.drstevenchierchie.com

RECEIPT OF NOTICE OF PRIVACY PRACTICES
WRITTEN ACKNOWLEDGEMENT FORM

L have read a copy of STEVEN CHIERCHIE, D.C.s

Print Patient Name

NOTICE OF PRIVACY PRACTICES.

Signature of Patient Date



INFORMED CONSENT TO CHIROPRACTIC ADJUSTMENTS AND CARE

THIS NOTICE DESCRIBES WHAT A PATIENT MAY EXPECT AS IT PERTAINS TO CHIROPRACTIC TREATMENT IN THIS OFFICE
AND INDICATES THE PATIENT’S CONSENT TO SUBMIT TO A COURSE OF CARE. PLEASE REVIEW IT CAREFULLY

O Chiropractic Care and Treatment. | have and have had an
opportunity to discuss with the chiropractic doctor, or other office or
clinical personnel named below, the nature and objective of
chiropractic care, the physical examination and other diagnostic tests
and procedures used by chiropractors including any necessary
orthopedic, neurological, laboratory tests, imaging studies (X-rays,
CT scans, MRIs, etc) and other procedures; chiropractic care and
treatment protocols, including chiropractic adjustments,
manipulation, mobilization and other therapies utilized by this
office/practice in the care of may condition. Taken together, these
procedures and protocols will be referred to as the office/practice’s
“chiropractic examination and treatment methods.” Furthermore, it
also has been communicated to me and | understand that every
patient reacts differently to care, and that treatment results and
outcomes cannot be guaranteed.

O It also has been explained to me that if any tests were performed
outside of this office/practice (e.g., laboratory or other diagnostic
procedures), that the doctor or other staff member or clinician will
notify me of the results at my next scheduled appointment.

O Nature of Chiropractic Treatment. | have been informed that,
on occasion, some patients experience increased discomfort
following chiropractic care and treatment. Chiropractic physical
examination and treatment may involve bending, twisting,
mechanically challenging your joints and testing your muscle
strength, and it can possibly lead to temporarily feelings soreness or
pain. During treatment, the doctor may use his or her hands or
mechanical devices to move, adjust, manipulate your joints and
mobilize soft tissues (e.g. muscles, ligaments). A "crack” or "pop"
sound is often produced in some of the joint manipulation
procedures and is caused by a separation of the smooth joint
surfaces in much the same way a suction cup produces a popping
sound when it is removed from glass or other smooth surface.
Although a popping sound is not necessary, it is often a natural
effect of joint movement.

O Permission for Physical Contact. It has been explained to me,
and | understand that, in the course of various chiropractic
examination procedures and treatment methods, the doctor of
chiropractic or other clinical staff may have to examine and
physically contact portions of my body. | understand that any
contact of an intimate or sexual nature is illegal, unethical, never a
part of chiropractic professional examination or treatment, and is
prohibited. Nevertheless, | also realized that some chiropractic
procedures may require that the doctor or clinician contact me in
some physically sensitive areas — such as during a procedure known
as a “lumbar roll” where the doctor may contact with my rump (the
posterior, superior spine of the Ilium) to adjust my sacroiliac joint,
or some other similar or analogous procedure. | understand,
however, that before any sensitive contact or procedure occurs the
doctor or other clinical staff member will explain to me ® what is to
be done, @ how it will be performed, ® why it will be performed,
@ that | may refuse that particular test or procedure, or
alternatively that | may request that another member of the staff be
present for my safety and protection, and finally, ® that | will be
given the opportunity to signal the doctor or clinician when I am
ready to receive the test or procedure. | also agree that if | ever
have any guestions, doubts or misgivings about the appropriateness
of such contact | can discuss my concerns with the doctor, or other
office or clinical staff member. If for any reason | am reluctant to
discuss these concerns directly with my doctor or clinician, or if | feel
unsatisfied with the explanation given, | agree to seek a
professional, third-party consultation from another licensed
chiropractor mutually agreed upon by me and my chiropractor or
clinician, or alternatively, | may contact the New York State
Chiropractic Association (518-785-6346) or the state licensing
agency — the New York State Education Department, State Board for
Chiropractic (518-474-3817 X190). The doctor, clinician and | agree
to these stipulations to ensure that no misunderstandings or

uncomfortable feelings arise as a result of physical contact between
me and the doctor or other office/practice clinician. Finally, it is my
understand that | _may revoke this permission at any time by a
mutual exchange of written acknowledgments indicating that
permission for any further physical contact by the doctor or other
staff member with my person is prohibited. After having the
foregoing information explained to me | hereby request, consent and
submit to the office/practice’s chiropractic examination and
treatment methods performed as explained to me.

O Risks of Chiropractic Care and Treatment. | understand and
have been informed that there is risk of side effects and
complications anytime a doctor, provider or other clinician is asked
to intervene in a healthcare encounter with a patient. | have been
informed by the office/practice of the following: that although the
risk of serious complication from chiropractic treatment is rare and
unlikely, nonetheless, rare events ranging from relatively minor
muscle soreness, aches, sprains and strains, to injuries to the spinal
discs, nerves and cord, or an occasional fracture or dislocation in
compromised patients with certain concomitant diseases and
illnesses have been reported in the scientific literature; that
cerebrovascular accidents, such as a stroke, have also been
reported; that these are generally attributed to an underlying defect
in a vertebral or basilar artery known as a spontaneous dissection
and that these have been estimated to occur in one-to-a-million to
one-in-forty-million cases of chiropractic, osteopathic, physical
therapy and medical manipulation; about the same probability of
stroke from turning your head or having your hair washed in a salon
(“beauty parlor stroke’). In some of these instances, however, these
dissections were not proximate in time or location to the treatment
rendered, and consequently, it cannot be said with any certainty that
the specific treatment caused the stroke, aggravated an underlying,
pre-existing condition, or the treatment given was totally unrelated
to the resulting stroke.

O It was explained to me and | do not expect the doctor to be able
to anticipate all the potential risks or complications. Nor do | expect
that the doctor or other clinician to provide me assurances that | will
not experience a negative outcome. Nonetheless, | wish to rely on
the doctor to exercise his or her best professional judgment during
the course of the chiropractic examination and treatment, which the
doctor feels is in my best interest, based upon the facts as then
known at the time.

O It was explained to me that the most common and likely side
effect of treatment will be muscular stiffness or soreness, described
by some as akin to the ache people experience after exercising the
first time in a long time; and that these effects are often transient
and temporary. | was instructed that if | experience any increased
discomfort following treatment, that | should apply ice to, and rest
the affected area. | was also told that if | become concerned about
any post-treatment discomfort or, | should develop of any new or
unrelated symptoms, | should call the number listed below for
emergency attention available twenty-four (24) hours a day. | also
understand that if for some reason | am unable to reach or contact
that doctor, that | should telephone my personal, primary care
doctor or present myself to the nearest hospital emergency room.

O Consent. By initialing each paragraph above in conjunction with
the doctor, or other office or clinical personnel, acknowledge that I
have read and understood the above consent and have had the
opportunity to ask questions about its content and meaning. By
signing below | agree to submit to the above named chiropractic
examination and treatment methods. | intend this consent form to
cover the entire course of treatment for my present condition and for
any future conditions for which | seek examination and treatment
from the office/practice indicated below.

Signature Date

Steven ].IN. Chierchie, D.C., 44210 Middle Road/PO Box 400, Southold, NY 11971-0400
PH: 631-765-5151 Fax: 631-765-1162
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12

EE"'

o o [T T]
1. MEDICARE MEDICAID TRICARE CHAMPVA HEALTH o BLKL OTHER | 1a. INSURED'S I.D. NUMBER (For Program in Item 1)
I:](Msdicare#) D(Mediceid#) D (ID#/DoD#) D (Member ID#) I___] (ID#) D D(ID#)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

3. PATIENT S BIHTH DATE SEX
MM
! l

I L

4. INSURED’S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

Self[:] Spouse[:] Chi|d|:| OtherD

7. INSURED'S ADDRESS (No., Street)

CITYy STATE

ZIP CODE TELEPHONE (Include Area Code)

( )

8. RESERVED FOR NUCC USE

CITY STATE

ZIP CODE TELEPHONE (Include Area Code)

C )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

c. RESERVED FOR NUCC USE

10. IS PATIENT'S CONDITION RELATED TO:

11. INSURED'’S POLICY GROUP OR FECA NUMBER

a. EMPLOYMENT? (Current or Previous)

YES NO

a. INSURED'’S DATE OF BIRTH SEX
M Y

| DD
|
i i

ol FL

b. AUTO ACCIDENT?

D YES

PLACE (State)

b. OTVHER CLAIM ID (Designated by NUCC)
|
|

[Invo
¢. OTHER ACCIDENT?

[Jves [no

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC)

Sign, date & sign only

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
l:l YES D NO If yes, complete items 9, 9a, and 9d.

PATIENT AND INSURED INFORMATION ——— > |<— CARRIER—>

below.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

14, DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) | 15. OTHER DATE  DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM | DD | YY l | | MM | DD | YY MM | DD | YY MM | LYY
; : QUAL. | S ; 1 ! FROM | ! TO ! f
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
| sl il et s et o el ] MM | DD | YY MM, DD,  YY
! 17b.| NPI FROM | ; TO ! i
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES

[Jves [ Jno l

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) oo T | 22, RESUBMISSION
nd.| CODE ORIGINAL REF. NO.
5 [ — Bl o (— D. | \
23, PRIOR AUTHORIZATION NUMBER
3 F. _ a.l H. e
I J. | K. | O
24, A.  DATE(S) OF SERVICE B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, TS R J; >
From To PLACE OF| (Explain Unusual Circumstances) DIAGNOSIS opvs: P oy RENDERING o
MM DD YY MM DD YY |SERVICE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Plan | QUAL. PROVIDER ID. # :
1 i i | i i | | l L | i i | | I B e e E
|| || . | NP S
Z
2 ! I I [ | I I I e R i =
e
A T S O S B T T | A e
=
3 e b gy S BB it i
| I | | | | | |
o
AT N TS T R [ I N N I BV 5
4 ! I I | | I | | e e e 29
I T N N (R A g ] l A S
<
5 ! I | I | | | | e Wi i ey e e i o
N O I (N I . A 2
1>
Giten ehOiche R Sy Gl D T
| | | I | | | | et B
I O S A I A L | [w &
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. pCCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
| |
0] e Lo |s s | |
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse .
apply to this bill and are made a part thereof.) 2
SIGNED DATE & i ki {b' ‘L
rrEET
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 (02-12)
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