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Paul Rosasco, D.C. ( 
827 S. Burlington Blvd., Burlington, WA 98233 ( Phone (360) 757-4101 ( Fax (360) 757-4808

CONFIDENTIAL PATIENT INFORMATION
Name__________________________________________ Date of Birth _______________________Age_________

Address__________________________ City_______________________ State______________     Zip__________

Sex_____________ Marital Status______________________ Phone (cell) ________________
Phone (home) ________________ Phone (work) ___________________________
Email Address: ___________________________________

Occupation_______________________________________ Employer ____________________________________

Were you referred to our office, by whom?_________________________________________________________
Have you ever received Chiropractic Care? __________________  If so, when? ____________________________

Name of most recent Chiropractor _______________________________________________________________

Is your visit due to an accident? ______YES ______NO (if YES, please see receptionist)
1. Reasons for seeking chiropractic care:
______________________________________________________________________________________

2. Previous interventions, treatments, medications, surgery, or care you’ve sought for your complaint(s): ____________________________________________________________________________________________________________________________________________________________________________________
3. Past Health History:

A. Previous Injury or Trauma:  __________________________________________________________________________________
B. Have you ever broken any bones? Which? ___________________________________________________________________________________
C. Allergies:  __________________________________________________________________________________
D. Medications:
Medication





Reason for taking __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
E. Surgeries:
Date                

            


              
Type of Surgery

____________________________________________________________________________________________________________________________________________________________________________
I have read the above information and certify it to be true and correct to the best of my knowledge, and hereby authorize this office of Chiropractic to provide me with chiropractic care, in accordance with this state's statutes.  

Patient or Guardian Signature ____________________________
Date_____________________
PAIN QUESTIONNAIRE
Symptom 1 _______________________________________

· On a scale from 0-10, with 10 being the worst, please circle the number that best describes the symptom most of the time:  1  2  3  4  5  6  7  8  9  10

· What percentage of the time do you experience the above symptom at the above intensity:    
 5 10 15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100

· When did the symptom begin?  _____________________________________________________________

· Did the symptom begin suddenly or gradually?  (circle one)

· How did the symptom begin?  ________________________________________________________

· Describe the quality of the symptom (circle all that apply):

· Sharp, dull, achy, burning, numbing, shooting, tightness, throbbing, stabbing, diffuse, tingling, other (please describe):  ____________________________________________________________
· What makes the symptom worse?  (circle all that apply):

· Movement, applied pressure, prolonged sitting, coughing/sneezing, other (please describe):  ________________________________________________________________________________

· What makes the symptom better?  (circle all that apply):
· Rest, medication, movement, ice,  heat, other (please describe): ____________________________
Symptom 2 _______________________________________

· On a scale from 0-10, with 10 being the worst, please circle the number that best describes the symptom most of the time:  1  2  3  4  5  6  7  8  9  10

· What percentage of the time do you experience the above symptom at the above intensity:    
 5 10 15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100

· When did the symptom begin?  _____________________________________________________________

· Did the symptom begin suddenly or gradually?  (circle one)

· How did the symptom begin?  ________________________________________________________

· Describe the quality of the symptom (circle all that apply):

· Sharp, dull, achy, burning, numbing, shooting, tightness, throbbing, stabbing, diffuse, tingling, other (please describe):  ____________________________________________________________

· What makes the symptom worse?  (circle all that apply):

· Movement, applied pressure, prolonged sitting, coughing/sneezing, other (please describe):  ________________________________________________________________________________

· What makes the symptom better?  (circle all that apply):
· Rest, medication, movement, ice,  heat, other (please describe): ____________________________

Symptom 3_______________________________________

· On a scale from 0-10, with 10 being the worst, please circle the number that best describes the symptom most of the time:  1  2  3  4  5  6  7  8  9  10

· What percentage of the time do you experience the above symptom at the above intensity:    
 5 10 15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100

· When did the symptom begin?  _____________________________________________________________

· Did the symptom begin suddenly or gradually?  (circle one)

· How did the symptom begin?  ________________________________________________________

· Describe the quality of the symptom (circle all that apply):

· Sharp, dull, achy, burning, numbing, shooting, tightness, throbbing, stabbing, diffuse, tingling, other (please describe):  ____________________________________________________________

· What makes the symptom worse?  (circle all that apply):

· Movement, applied pressure, prolonged sitting, coughing/sneezing, other (please describe):  ________________________________________________________________________________

· What makes the symptom better?  (circle all that apply):
· Rest, medication, movement, ice,  heat, other (please describe): ____________________________

INSURANCE
(Please provide the front desk with a copy of your card)
Do you have insurance? ______YES ______NO 
Primary Insurance: _____________________Employer:_______________________________________
ID#________________________________ Group #___________________________________________
Insured Name:​____________________ Insured DOB:_________________________________________

Address: __________________________________City/State/Zip:_______________________________
Do you have a secondary insurance? ​​​_______YES ​​​​​_______NO      

Secondary Insurance: ___________________Employer:_______________________________________
ID#___________________________________ Group #________________________________________
Insured Name:​________________________ Insured DOB:___________________ __________________

Address:__________________________________City/State/Zip:________________________________
I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  Furthermore, I understand that the Doctor’s Office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to the Doctor’s Office will be credited to my account on receipt.  However, I clearly understand and agree that all services rendered me are charge directly to me and that I am personally responsible for payment.  I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered me will be immediately due and payable. 
I hereby authorize the Doctor to examine and treat my condition as he deems appropriate through the use of Chiropractic Health Care and I give authority for these procedures to be performed.  It is understood and agreed the amount paid the Doctor for x-rays is for examination only and the x-ray negative will remain the property of this office, being on file where they may be seen at any time while a patient in this office.  The patient also agrees that he/she is responsible for all bills incurred at this office.  The Doctor will not be held responsible for any pre-existing medically diagnosed conditions nor for any medical diagnosis.

Patient or Guardian Signature ____________________________
Date________________________
TERMS OF ACCEPTANCE

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working towards the same objective.

Chiropractic has only one goal.  It is important that each patient understand both the objective and the method that will be used to attain it.  This will prevent any confusion or disappointment.

Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of vertebral subluxation.  Our chiropractic method of correction is by specific adjustments of the spine.

Health:  A state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity.

Vertebral Subluxation:  A misalignment of one or more of the 24 vertebra in the spinal column which causes alteration of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express its maximum health potential.

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation.  However, if during the course of a chiropractic spinal examination, we encounter non-chiropractic or unusual findings, we will advise you.  If you desire advice, diagnosis or treatment for those findings, we will recommend that you seek the services of a health care provider who specializes in that area.

Regardless of what the disease is called, we do not offer to treat it.  Nor do we offer advice regarding treatment prescribed by others.  OUR ONLY PRACTICE OBJECTIVE is to eliminate a major interference to the expression of the body’s innate wisdom.  Our only method is specific adjusting to correct vertebral subluxation. 

I, ______________________________________, have read and fully understand the above statements.



(print name)

All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my complete satisfaction.  

I therefore accept chiropractic care on this basis.

Patient or Guardian Signature ____________________________
Date________________________
HIPAA NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy describes how we may use and disclose your protected health information (PHI) to carry our treatment, payment or health care operations (TPO) for other purposes that are permitted or required by law.  “Protected Health Information” is information about you, including demographic information that may identify you and that related to your past, present, or future physical or mental health or condition and related care services.

Use and Disclosures of Protected Health Information:

Your protected health information may be used and disclosed by your physician, our staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, pay your health care bills, to support the operations of the physician’s practice, and any other use required by law.

Treatment:  We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services.  This includes the coordination or management of your health care with a third party.  For example, we would disclose your protected health information, as necessary, to a home health agency that provides care to you.  For example, your health care information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you.

Payment:  Your protected health information will be used, as needed, to obtain payment for your health care services.  For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations:  We may disclose, as needed, your protected health information in order to support the business activities of your physician’s practice.  These activities include, but are not limited to, quality assessment activities, employee review activities, training of medical students, licensing, marketing, and fund raising activities, and conduction or arranging for other business activities.  For example, we may disclose your protected health information to medical school students that see patients at our office.  In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician.  We may also call you by name in the waiting room when your physician is ready to see you.  We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment.

OTHER PERMITTED AND REQUIRED USES AND DISCLOSURES WILL BE MADE ONLY WITH YOUR CONSENT, AUTHORIZATION OR OPPORTUNITY TO OBJECT UNLESS REQUIRED BY LAW.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

Patient or Guardian Signature ____________________________
Date________________________
FINANCIAL POLICY
Welcome to Cascade Health Care.  We are here to give you the best care available and we are pleased to discuss our professional fees with you at any time.  Your clear understanding of our Financial Policy is important to our professional relationship.  Please ask if you have any questions about our fees, Financial Policy or your responsibility.

FULL PAYMENT IS DUE AT THE TIME OF SERVICE.  We accept cash, check, Visa, MasterCard, AND American Express. 
**MINORS ACCOMPANIED BY AN ADULT**

The adult accompanying a minor, and his/her parent (or guardians), are responsible for full payment at the time of service.  MINORS NOT ACCOMPANIED BY AN ADULT will be required to bring a note signed by the parent or guardian giving this office permission to treat the minor.

YOU ARE RESPONSIBLE FOR THE TIMELY PAYMENT OF YOUR ACCOUNT.  If you are a patient without insurance coverage or without proof of insurance, all fees are expected at the time of service. This amount may not be the total charge associated with your visit. Payment in full at the time of service is also required for patients who live out of state. Accounts exceeding 90 days will be considered delinquent (see below for questions of delinquent accounts.)

DELINQUENT ACCOUNTS. 

Patients with overdue accounts may be referred to an outside collection agency.  An account that is referred to collection will result in termination of services from our office.

SPECIAL PAYMENT ARRANGEMENTS/FINANCIAL HARDSHIP* 
We understand there are times you may not be able to pay your bill in full. It is your responsibility to contact our billing department to discuss possible payment arrangements. Delinquent accounts are turned over to a collection agency. Failure to maintain the financial accounts in good standing may result in termination of medical care for the patient and all family members on the same account. 

RETURNED CHECKS/REJECTED CREDIT CARD 

There will be a $30.00 charge for checks or credit card charges that are returned due to non-sufficient funds (NSF), closed accounts, etc.

INSURANCE 

We participate with most major medical insurance plans. It is our expectation that you provide us with your current address, phone number, photo ID, and a copy of your insurance card each visit. This enables us to accurately bill charges on your behalf. If a special form must accompany your billing form please provide that form to enable our billing staff to send it in with your insurance claim.  As a convenience to you, we can accept assignment for partial payment in the event you are pre-approved for our extended payment plan or you provide a credit card with authorization to bill that account if payment isn’t received within 90 days.  Please be aware that co-pays are due prior to your adjustment. You will receive a paper statement each month for any balance due on your account, including amounts for any service billed to your insurance.
You are financially responsible for all charges whether or not paid by insurance. Insurance coverage is a contract between you and your insurance carrier; it is not a guarantee of payment for services. We cannot accept responsibility for non-covered insurance claims or for negotiating a disputed claim. If your insurance does not cover some or all of the charges incurred during your visit, you will be billed directly for the balance. Please be aware of what is covered by your plan, prior to your visit. If your insurance plan requires a referral, the referral must be provided prior to seeing the physician. 

I HAVE READ AND UNDERSTAND THE ABOVE INFORMATION.
Patient or Guardian Signature ____________________________
Date________________________
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