Health Iﬂ!

CHIROPRACTIC CENTER

Chiropractic Health Questionnaire

Pieasa complete this questionnake. Your answers wil) help us delermine if chiropractic can help you. If we do not sinceraly believe
your condition will respond satisfactorily, we will not aceapt your case, THANK YQU,

Name: 5SS Taday's Dale; I {
Address; City; State: Zip:

What you prefer to be called: Age: Birthdate: ! / O Male O Female
Home Phone; Marital Status: OS OM OD OW Spouse:

Handedness: Height: Weight: Number of Children:

Employar: Occupation:

Work Phone; E-mall address; Referred by;

Have you ever besn freated by a Chiropracior before? [1Yes O No  If yes, please explain;

The reason for this visit is a result oft O work O sports [ auto O fraurma O chronie O other,
Explain what happened:

What Is your major complalnt?
When did condition begin? ! ! Have you had this or simflat conditions [n the past? [ Yes O No
Is this condition gatling warse? [ Yas [JNo OO Constant &I Cames and Goes

Is this condition Interfering with your: O work O sleep O dally routine  [f 8o, pleasa explaln:

Have you been treated by a Madieal Physiclan for this condition? £ Yes LI No [f so, whera?

Name and address of primary physlcian
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ins. Company Name; Phone #;

Address: City: State; Zips
Policy and Group #s: Insured's 83 #:

Insured’s Name: Relation;

Date of Birth; / / Instrad's Employer:

Plaase Inform fmnt desk of 2™ Ingurance source.
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Chirapractic Health Quastionnaire page 2

Arg you currently taking any medicatlon? O Muscle Relaxants [ Blood Thinners O Insulin 1 Stimulants
O Tranqullizers [0 Pain Klllers 0 Other(s)__

Have you ever had any of the following diseases or medical conditions?

3 Arthritls O Asthma £1 Sinus Troubla O Joint Replacement 3 Allergies

[ Tuberculosis 1 Diabetes O Epllapsy 3 Thyroid Trouble L1 High/Low BF

3 Emphysenma O Uleer f Golitis [l Gancer 3 Polin O Rheumstic Fever

B Emofional Disorders [ Bone Fracture O Muitiple Sclerasis O Prostate Trouble O Kidnoy Diseass

O Hiv + O Heart Altack O Stroke [ Hepalitis 0O Anemia

O Neck Pair 0O Low Back Pain [ Headachas OSTD's O Jeint Pain
Please list any other notable conditlons that you had / have
Family history of any of the previous or other? [3 Yes {please note ) ONo
What are your habits?

Smuoking [1 Never [0 Occ O Moderately [ Excessively

Alcahol B Never O Oce O Moderately [ Excessivaly

Recreafional Drugs E Never 0 Occ [0 Moderately [0 Excessively

Exefcise [ Never [J Oce 00 Moderately L1 Excessively

List any pravious surgeries/hospitalizations and dates

List any past seripus accidents and dates

Are youwearing any: I Hesl lifts O lnner soles E3 Arch Supports What Is the age of your matiress?

For Women: Are you taking birth control? O Yes CONo  Are you pragnant? [1 Yes (How manymo._____) LI No
Date of your last period? Are you under {he regular care of an OB/GYN? I Yes [0 No
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1 will be paying today by:
3 Cash O Check [ Credit Card

O MasterCard [ Visa L Discover 3 AMEX

Acct. No.

Exp. Date
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(initlal}) | hereby authorize assignment of my
insuranca rights and bensfits directly to the provider far
services renderad.
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We invite you to discuss with us any questions regarding eur services. The best health services are based on
a friendly, mutual understanding between provider and patient.
«  authorize the steff to perform any necessary services needed during diegnosls and treatment. ] also authorize the
provider to release any information required to process any insurance claims.
+ | understand and agree that health and aceident polisies are an arrangement between an insurance carrier and
myself. Furthermore, | understand that this Chiropractic Office will prepare any necessary repotts and forms to assist
-me in making collection from the insurance company, and that any amount authorized io be pald direclly to this
Chiropractic Office will be credited to my account vpon receipt. However, | clearly understand and agree that all
servicss rendered fo me are charged diractly to me and that | am personally respansible for paviment. 1also
understand that If | suspend or terminate my care and treatment, any fees for professional services rendered me will
ba immediataly due and payable.

Patient’s Signatura Date ! I

Guardian or Spouse’s Signature Dats / /
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CHIROPRACTIC CENTER

468 ITURFFVILLE - CROSS KEYS ROAD
SEWELL, NJ 08080

Medication List

DR. THEODORA C. CARAWAY 856.218.2677

856.218.2679




Health IE!

CHIROPRACTIC CENTER

Assignment of Benefits Agreement

I hereby authorize my insurance company to make payment of medical benefits to Health First Chiropractic
Ganter for medical services rendered to me. 1also authorize the release of any medical or other Infarmation
necessary to process this claim.

Signature Dats / { a

MEDICARE PATIENTS

| authorize the release of any medical or other Information necassary to process this claim. | also request
payment of governmental benefits elther to myself or to Health First Chiropractic Center,

Signature Date ! /
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CHIROPRACTIC CENTER

Medical Records Release

Date i {

To:

You are hereby requesied and authorized fo disclose, make avallable and furish all information, records, x-
rays, reporis or coples thereof relating to my examination, consultation, confinemsnt or treatment to:

Dr. Theodora C. Caraway

Health First Chiropractic Genter, L
468 Huriville ~ Cross Keys Road
Sewell, NJ 08080

And permit him to inspect and make copies or abstracts thereof.

Patient's Signafure
Datg
Patlent's Name (please print)

Date(s) of Trealment;




Health IEI

CHIROPRACTIC CENTER

468 FIURFFVILLE, - CROSS KEYS ROAD
SEWFLL, NJ 08080

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION 1S IMPORTANT TO U'S,

OUR LEGAL DUTY

We are required by applicable federal and state law to malntain the privacy of your health information. We are also required to glve you
this Notlce about our privacy practices, our legal dutles, and your rights concerning your health Information. We must follow the privacy
pr:lcﬁoes that are desctibed in this Notice while it is in effect. This Notice takes effect 4-14-2003, and will remain In effect untll we
roplaca It

Wo resorve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitied by
applicable law. We reserve the right to make tha changes In our privacy praclices and the new lerms of our Notice effactive for al
health Information that we malntaln, including health Information wa created or recaived before we made the changes. Before wa make
g significant change in our privacy practices, we will change this Notice and make the new Notice available upon request.

You may request a capy of our Notiee at any ime. For mora Infarmatlon about our privacy practices, or for additlonal coples of this
Notice, please contact us using the information [isted af the end of this Notice,

Wa use and disclose health information about you for freatment, payment, and healthcare operations. For example:
Treatment: Wa may use or disclose your heaith information to a physician or other health care provider providing treatment to you.
Payment: We may use and disclose your health informetion to obteln payment for services wa provide fo you,

Healthcare Dpetations: We may use and disclose your health Information in connection with otr healthcare operations. Heafthcare
operations Incdlude qualty assessment and Improvement activities, reviswing the competence or qualifications of healthcare
professionals, evaluating practitioner and provider performance, conducting fralning programs, accraditation, eartificatlan, leansing or
credentialing activities.

Your Authorkzatlon: In addition to our use of your health Informatlon for freatment, payment or healthcars operatlons, you may giva us
wrlttan autherlzatlon to use your healih Information or (o disclose it to anyona for any purpose. [f you give us an authorization, you may
revoke it in writing at any Bme. Your revocation will not affect any use or disclosures permittad by your authorlzation while it was in
effact. Unlass you give us a written authorlzation, we cannot use or disclose your heallh Information for any reason except thosa
described In this Notice. .

To Your Family and Friends: We must discloss your healih information ta you, as described in the Patlent Rights section of thia
Notice. We may disclkose your health information to a famiy member, friend or other person lo the extent necessary lo help with your
haalthcare or with payment for your healthoars, but only if you agree that wa may do so.

Peorsons [nvolved In Care: We may usse or disclose health Information to notify, or assist in the notification of including idantifying or
locating) a famiy membar, your personal representative or another persan responslble for your care, of your location, your gensral
condition, or death. If you are present, then prior to use or disclosure of your health information, we will provide you with an opportunity
to object ko such uses or disclosures. In the event of your incapacity or emergency clrcumsiances, we will disclose health Information
based on a detesmination using our professicnal judgment disclosing only health infermation that Is directly relevant to the person's
involvement In your healthcare, We will also use our professional Judgment and our expesience with common practice to make
reasonable inlerenices of your best Interest in allowing a person o plck up filled prescriptions, medical supplles, x-rays, or athar similar
forms of heslth Information.

Marketing Health-Related Services: We will not use your health nformation for marketing communications without your written
authorization.

Required by Law: We may use or disclose your health information when we are required to do sa by law.




Abusa or Neglect: Wa may discloss your healih Information io appropyiate authorites If we reasonably beliave that you are a possible
victim of abuse, neglect, or domestlc viclence or tha possible victim of other crimes. We imay disclose your health information to the
axient necessary to avert a serious threat to your health or safety or the health or safety of others.

National Securlty: We may disclose to milllary autharities the health information of Armed Forces personnsl under certain
chroumstances. We may disciose to authorized federal officials health information required for lawful intelligence, counterintelligence,
and other national secrity activities. We may disclose to comectional institution or law enforcement offictal having lawful custody of
protected health Information of inmate or palient undar cartain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as
valcemall messages, posicards, or (etters).

PATIENT RIGHTS

Accass! You have the right to look at or get coples of your health Information, with limited exceptions. You may request that we provide
coples in a format other than photocoples. We will use the format you reques! unless we cannot practicably do so. (You must make a
reguest in writng to obtaln access to your health information. You may obtaln a form to request access by using the contact information
listad at the end of this Notice. We will charge you a reasonable cost-based {fee for expenses stich as coples and staff time. You may
also request access by sending us a letter to the address at the end of this Notlee. [f you request caples, we will charge you 80,25 for
each page, $10.00 per hour for staff time to lacate and copy your health infotmation, and postage if you want the copies malled to you.
If you request an alternative fonmat, we will charge a cost-based fee far providing your heaith information in that format. If you prefer,
we will prepare a summary or an explanation of your health information for a fee. Contact us using the Information listed at the end of
this Netice for a full explanation of our fee struclure.)

Disclosure Accounting: You hava the right to recelve a list of instances in which we of our business associates disclosed your health
information for purposes, other ihan treatment, payment, healthcare oparations and certain ofher activities, for the last 8 years, but not
before April 14, 2003. If you request this accounting more han once In a 12-month perlod, we may charge you a reasonable, cost-
based fee for responding to these additional requesis.

Restriction: You hava the right to request that we place additional rastrictions on our use or disclosure of your hagllh information. Wa
ara not required fo agree {o thasa additianal restrictions, but if we do, we will abide by our agreement (except in an emergency).

Alternative Communication: You have the right fo request that we communicste with you about your health information by altemative
means of to alternative focations, {You must make your request in writing.} Your request must specify the alternative means or location,
and provide satisfactory explanation how payments will be handied under the alternative means or location you request.

Amendment: You have the right to request that we amend your health Information. {Your request must be In writing, and it must
sxplaln why the Informatlon should ba ameanded.) Ws may deny your requast under certaln circumstances.

Electronic Notice: If you receive this Notice an our Web sle or by electronic mall {e-mail), you are enfilfed io recelva this Notlce In
writtan form.

QUESTIONS AND COMPLAINTS
1f you want mare Information about our privacy practicas or have questions or concems, please contact us.

It you are concerned that we may have violated your privacy rights, or you disagres with a dacision we made about access to your
health information or in response fo a request you mads lo amend or restrict the use or disclosure of your health information or to have
us communicate with you by altemative means or at allernative locations, you may complain fo us using the cantact information listed at
the end of this Nolice. You also may submit a wrilten complaint to the U.S. Department of Health and Human Services. Wa will pravide
you with the address to file your complaint with the U.S. Depariment of Health and Human Services upon request,

We support your right fo the privacy of your health information. We will not retaliate in any way i you choose to file a complaint with us
or with the U.S. Department of Heslth and Hutnan Services.

Contact Officer;  Theodera C. Caraway, DC
Talaphone: 856-218-2677

Fax 856-218-2679
E-mai:
Address: 468 Hurffville-Cross Keys Road, Sulte # 3, Sewell, NJ 08080

L
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CHIROPRACTIC CENTER

468 HURFFVILLE - CROSS KEYS ROAD
SEWELE, NJ 08080

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY
PRACTICES

**You May Refuse {o Sign This Acknowledgement**

1, , have recelved a copy of this office’s Notice of Privacy Praclices.

{Signature}

{Date}

For Office Use Only

We attempted fo oblain writtan acknowledgement of recelpt of our Notice of Privacy Practices, but acknowledgement
could not be obfained bacause:

0 Indlvidual refused to sign

~

0 Communications barriers prohiblted obtalning the acknowledgement

0 An emergency situation pravented us from oblaining acknowledgement

0 Oiher (Please Spacify)
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CHIROPRACTIC CENTER

468 HURFEVILLE - CROSS KEYS ROAD
SEWFLI, NJ 08080

CONSENT FOR USE AND DISCLOSURE OF HEALTH
INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: E-mafl;

Patient Number: Soclal Security Number.:

SECTION B: TO THE PATIENT-PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purposa of Consent: By signing this form, you will consent lo our use and disclosura of your protected health information to carry out
treatment, payment activities, and healthcare aperations.

Nolice of Privacy Practices: You have the right {o read our Notice of Privacy Practices before you decide whether to sign this Consent.
Our Notice provides a description of our treatment, payment, activities, and healthcare operations, of the uses and disclosures we may
make of your protected haalth information, and of ather important matters about your protected heallh information. A copy of our Notice
accompanlas this Consent. We encourage you fo read it carefully and completely before slgning this consent.

We resaive the right bo change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy practices,
we will issue ravisad Notice Privacy Practices, which will contaln tha chenges. Those changes may apply to any of your protected
haalth Infermation that we maintaln.

Yau may obiain a copy of our Notica of Privacy Practicas, including any revisions of our Notice, at any time by contacting

Cantact Person: Theodora C. Caraway, DC
Telephona: B858-218-2877 Fax 856-218-2679
Address: 485 Hurffville-Cross Keys Road, Sufta # 3, Sewell, NJ 08080

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to
tha Contact Person listed sbove. Please undarsiand that revocation of this Consent will not affect any action we took in reliance on this
Consent before wa recelved your revocalion, and that we may decling to treat you or to continue Yreating you if you ravoke this
Consent.

1, . Have had full opperiunity to read and consider the contants of this Consent
form and your Netice of Privacy Practices. | understand that, by signing this Consent form, | am giving my consent to your use and
disclosure of my protected heatih information to carry out freatment; payment activities and heath care operations.

Signature: Date:

If this Consent is signed by & personal representative on hehalf of the patlent, complete the following:

*

Parsonal Reprasentative’s Name:
Relationship to Patlent;

YOoH ARE ENTITLED TGO A COPRY OF THIS CONSENT AFTER YOU SIGN iT.
Include complated Consent In the patlent's chart
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CHIROPRACTIC CENTER

[tjf! ITURPFVIELE - CIO5S KEYS ROAD
SEWELL, NJ 08080

Appoinfment Cancellation — No-Show Policy
Effective January 1, 2022

Jue &

Thank you for trusting your chiropractic care to Heaith First Chiropractic Center, our job is.{o help you
reach your goals and achieve your maximum potential in chiropractic treatment. In order for us to
help you reach your goals when you schedule an appointment with Health First Chiropractic, we set
aside enough time to provide you with the highest quality care. Should you need to cancel or
rescheduled an appointment please contact our office as soon as possible, and no later than 12
hours prior to your scheduled appointment. This gives us iime to schedule other patients who tay b
in pain and walting for an appointment. Please see our Appointment Cancellation/No Show Policy
below:

» Any established patient who fails to show or cancelsfreschedules an appointment and has not
contacted our office with at least 12 hours nofice will be considered a No Show and charged a
$25.00 fee. This applies to Healthcare, Self-pay and Personal Injury Patients zalike. If you are a
Personal Injury Patient be aware that your attorney will be notified of ali missed appointments, and
repeated cancellations/no-shows without reschedules may result in termination of all treatment by
your insurance carrier.

« Any established patient who fails to show or cancels/reschedules an appointment without 12 hours
notice a second fime will be charged a $35.00 fee.

¢ Any established patient who fails o show or cancals/reschedules an appointment without 12 hours
notice a third time will be charged a $50 fee and may be dismissed from care. )

» Any hew patlent who fails to show for their initial visit will not be rescheduled.

« The fee is charged fo the patient, not the insurance company, and is due at the time of the
patient's next office visit.

1

» As a courtesy, we provide reminder text messaging for appointments, however, this is just a
courtesy, you are rasponsible for the appointment you have scheduted. Our office is not responsible
for “glitches"Aallures In software or communications. If you do not recelve a reniinder text message,
the above Palicy will remain in effect. We understand there may be times when an unforeseen
emergency occurs, and you may not be able to keep vour scheduled appointment. if you should
experience extenuating circumstances, please contact our office and we may be able to walve the Nc

D THEODORA U Caawiay 8aG.218.9677
BSG.218.2679




Show fee. You may contact Health First Chimpractii: Center 24 hours a day, 7 days a week at the
number below. Should it be after regular business hours Monday through Thursday, or a weekent
you may leave a message. Thank you far trusting your healthcare to Health First Chiropractic

t have read and understand the Medical Appointment Canceilation/No Show Policy and ag:
10 itg terms. - - :

Patient Signature . . Date

PRI
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-

DR TIEODORA O, CAIAWAY ’ q506.218.9677
$36.218.2674




