Bloomfield Total Health Center

1129 Broad St, Bloomfield NJ 07003-2918

Basic Information

Patient Forms

Full Name

First Middle Last Suffix
Sex __ Male Female __Unknown Date of Birth / /
Primary Phone _ Home _ Mobile _ Work Phone Number
Email Social Security . -
Address Line 1 Address Line 2
City State Zip
Marital Status Maiden Last

Driver’s License State

Driver’s License #

Demographics
Sexual Orientation Gender Identity
Hispanic or Latino? __ Yes _ No __ Decline to Specify Ethnicity
Race Language
Emergency Contact
Relationship to Contact
Full Name

First Middle Last
Primary Phone _ Home  _ Mobile __Work Phone Number
Email
Address Line 1 Address Line 2
City State Zip




Financial Information

Responsible Party
Who will be financially responsible for you? __Myself __Someone Else
If you choose “Someone Else”, please fill out the following:

Relationship to Contact

Full Name
First Middle Last
Primary Phone __Home __Mobile __Work Phone Number
Method of Payment
What will be your method of payment? __Insurance __Self-Pay

If you chose “Insurance”, please fill out the following:

Primary Insurance Policy

Insurance Company Policy Number
Insurance Plan Insurance Phone Number
Group Number

Insurance Company Address Address Line 2
City State Zip

Relationship to Primary Policy Holder

If you are not the primary policy holder, please fill out the following:

Full Name

First Middle Last
Sex __ Male __Female __Unknown Date of Birth / /
Policy ID Number Social Security - -
Policy Holder Address Address Line 2

City State Zip




If you are unable to provide your insurance information, please provide a reason before
continuing:

Secondary Insurance Policy

If you do not have a secondary insurance policy, you can leave this blank.

Insurance Company Policy Number
Insurance Plan Insurance Phone Number
Group Number

Insurance Company Address Address Line 2
City State Zip

Relationship to Primary Policy Holder

If you are not the secondary policy holder, please fill out the following:

Full Name

First Middle Last
Sex __ Male _ Female __Unknown Date of Birth / /
Policy ID Number Social Security - -
Policy Holder Address Address Line 2
City State Zip

Additional Information

Please list your preferred pharmacies in order of preference

Pharmacy Name Pharmacy Address

How did you hear about us? __Bloomfield Total Health Center Website ~ ___ Internet Search

__Patient: ___Other:




Patient Name DOB Date

| Please list all medications you are taking including non-prescriptions (vitamin, herb and supplement):

Name of Drug o Dose
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__Allergies

Tvp of Reactions | Medications
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[ Other surgeries/hospitalizations (please list):
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Patient Name

m
P

Ooooo’ oo

| Ears

oo

DOB

Trauma
N/A

Blindness

Cataracts

Glaucoma

Wears glasses/contacts
N/A

Hearing aids
N/A

l Nose/Sinus

a
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Allergic rhinitis
Sinus Infections
N/A

| Mouth/Throat/Teeth

a
a

Dentures
N/A

' Cardiovasculai

CO000000DO

Aneurysm

Angina

DVT

Dysrhythmia

HTN

Murmur

Myocardial infarction
Other heart disease
N/A

| Endocrine
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Goiter
Hyperlipidemia
Hypothyroidism
Thyroid disease
Type | DM

Type Il DM

High Cholesterol
N/A

Respiratory
Asthma
Bronchitis
COPD-

ooD

Bronchitis/Emphysema

Pleuritis
Pneumonia
N/A

ointestinal
Cirrhosis
Gerd

Ga

Heartburn
Hemorrhoids
Hepatitis
Hiatal hernia
Jaundice
Ulcer

N/A
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Genitourinary

Hernia
Incontinence
Nephrolithiasis

STDs
UTI (s)
N/A
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' Heme/Oncology

O Anemia
O Cancer
a nN/A

Gallbladder disease

Other kidney disease

Skin
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Arthritis
Gout

M/S injury
N/A

Dermatitis

Mole(s)

Other skin condition(s)
Psoriasis

N/A

Epilepsy .
Seizures ;
Severe headaches, |
migraines i
Stroke

TIA f
alric

Bipolar disorder
Depression ;'
Hallucinations, !'
delusions ='
Suicidal ideation |
Suicide attempts
N/A

HIV

STD(s)

Tuberculosis (dz)
Tuberculosis (exposure)
N/A




Patient Name DOB Date

the___ | Broth(s)

Mother

' No Health
’L___Corlcern

Arthritis

| Asthma
| Bleeding d|so_rder I
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CAD <age 55 ‘
| COPD - _ _ .
 Diabetes | I T (N g
| Heart Attack 1 =
‘ Heart Disease
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Marital it_atus 1 a _Marned . O Dpivorced = O Ep_a_r_a_ggd
'~ Alcohol ' Doyoudrink | O Daily , O Never _ O Occasional |
| " alcohol? ‘ ’ _?'
" ' " If yes, what kind? | QO Beer g Q Liquor O Wine |
; i How many drinks ' | |
e _|perday | I, (N I
Tobacco ' Do you currentIy | O Yes .: Q No i N/A
J | use tobacco? _! |
‘  If yes how many ,' ' .
. ‘ years | Quit date i
IL | i e i 4 e i —
iCardlovascular | O Eat healthy 1 O Regular | O Take daily ; Q nN/A
| | meals ; exercise | Aspirin | |
I_ther social history (Please list): —l



New Patient Consent to the Use and Disclosure of Health Information
for Treatment, Payment, or Healthcare Operations

L,
originates and maintains pape

, understand that as part of my health care, Bloomfield Total Health Center, LLC
r and/or electronic records describing my health history, symptoms, examination

and test results, diagnoses, treatment, and any plans for future care or treatment. I understand that this
information serves as:

A basis for planning my care and treatment,

A means of communication among the many health professionals who contribute to my care,
A source of information for applying my diagnosis and surgical information to my bill
* A'means by which a third-party payer can verify that services billed were actually provided, and

* A tool for routine healthcare operations such as assessing quality and reviewing the competence of
healthcare professionals - -

I understand and have been provided with a Notice of Information Practices that provides a more complete
description of information uses and disclosures. I understand that I have the following rights and privileges:

The right to review the notice prior to signing this consent, .
‘The right to object to the use of my health information for directory purposes, and

* The right to request restrictions as to how my health information may be used or disclosed to carry.
- treatment, payment, or health care operations

out .

I'understand that Bloomfield Total Health Center, LLC is not required to agree to the restrictions requested. I
understand that I may revoke this consent in writing, except to the extent that the organization has already take
action in reliance thereon. I also understand that by refusing to sign this consent or revoking this consent, this
organization may refuse to treat me as permitted by Section 164.506 of the Code of Federal Regulations. -

I further understand that Bloomfield Total Health Center, LLC reserves the right . to change their notice and

practices and prior to implementation, in accordance with Section 164.520 of the Code of Federal Regulations.
Should Bloomfield Total Health Center, LLC change their notice, they will send a copy of any revised notice to
 the address I've provided (whether U.S. mail or, if I agree, email). ' o % '

I wish to have the following restrictions to the use or disclosure of my' health information::

I understand that as part of this organization’s treatment, payment, or health care operations, it may become
necessary to disclose my protected health information to another entity, and I consent to. such disclosure for

these permitted uses, including disclosures via fax. I fully understand and accept / decline the terms of this
consent. ' e TET e

Patient’s Signature

Date



Informed Consent to Treatment

I hereby request and consent to the performance of chiropractic adjustments (also known as spinal
manipulations) and other chiropractic procedures, including various modes of physical therapeutic
modalities and diagnostic x-rays on me (or on the patient named below, for whom I am legally
responsible) by Michael M. Credico, DC, Philip T. Casale, DC, and/or other licensed doctors of
chiropractic, physical therapy, acupuncture or massage therapy who now or in the future work at
Bloomfield Total Health Center.

I have had an opportunity to discuss with the doctor of chiropractic named above and/or with other
office or clinical personnel the nature and purpose of chiropractic adjustments and other procedures. I
understand that results are not guaranteed. I understand that the type of treatment used in this office is
a low force treatment that helps reduce the possibility of the below risks, but the information is
provided so that I may make an informed decision.

I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there
are some possible risks to treatment, including but not limited to fractures, disc injuries, strokes
dislocations, and sprains. 1 do not expect the doctor to be able to anticipate and explain all risks and
complications, and wish to rely upon the doctor to exercise judgment during the course of the
procedure which the doctor feels at the time, based upon the facts then known to him or her, is in my
best interest.

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions
about its content, and by signing below I agree to the above-named procedures. I intend this consent
form to cover the entire course of treatment for my present condition and for any future condition(s)
for which I seek treatment

Patient Name (Print) Patient/Parent/Guardian’s Signature Date

DO NOT WRITE IN THIS BOX
Accepted? YES NO Doctor’s Signature




BLOOMFIELD TOTAL HEALTH CENTER OFFICE POLICY
Office visits are scheduled according to the severity of your condition and the plan of care that
our professional staff feels is best for you. Because your condition may require numerous
appointments over the next few weeks or months, we have designed a Multiple Appointment

Program for your convenience. This program minimizes your time in the office and facilitates
your appointments into your daily routine.

The frequency of your treatment schedule is of paramount importance to your results so we ask
that each patient assume the responsibility of strict adherence to the appointment program as it
is designed for optimum results. If for any reason you are unable to keep an appointment we
require that you telephone immediately to reschedule that visit. It is your obligation to make up
a missed appointment within 7 days of cancellation. Also, this office reserves the right to charge
for missed appointments and those appointments canceled without 24 hours notice.

FINANCIAL POLICY

Bloomfield Total Health Center has developed a Financial Agreement in an effort to help you,

our patient, understand our fees and your financial obligations. We want you to know what to

expect at the onset of care so that we may move comfortably forward and focus on what is most
important — YOUR health. A member of our staff will explain your benefits and coverage as well
as your financial obligation for continuing care. We will be happy to answer any questions you
may have in an effort to ensure that you fully understand your policy. Please note that

Bloomfield Total Health Center does not assume ANY responsibility for the accuracy of

information furnished by your insurance carrier or you. This information is only used as a guide

to estimate your out-of-pocket expense and may be subject to change pending notification from
your insurance carrier.

» Assign benefits to Bloomfield Total Health Center. The privilege of insurance
assignment begins when it is determined that your insurance covers Chiropractic and/or
Physical Therapy. We will submit all necessary claim forms and documentation to your
insurance company as a courtesy to you, with the understanding that you will forward to us,
all Explanation Of Benefits (EOB) and payments made to you by your insurance carrier for
the care received at our office. This reduces your out-of-pocket expense, enabling your
entire family to receive care. If payment due to us is sent to you by your insurance company
and you do not forward it to us immediately, the insurance assignment will be discontinued
and the total amount billed to insurance will become due and payable.

» Establish a payment plan with our office. Together, we can calculate a fair weekly out-

: of-pocket payment amount that is within your budget. (Out-of-pocket is the portion of our
services that is not paid by your insurance, such as Deductible and Co-insurance.) Again, if
you have insurance, all necessary documentation will either be submitted to your insurance
company or provided to you.

* Pay by cash, check or credit card at the time of service. An account balance may not
exceed $150. A handling fee of $25.00 will be charged on any returned check.

MEDICARE PATIENTS

Bloomfield Total Health Center has selected to be a participating provider with Medicare. As
such, our office charges the Medicare fee set by law and submits claims to Medicare for you.
-Medicare should reimburse us directly, however, in the event that Medicare sends our payment
to you, Kindly forward the check and the Explanation Of Benefits (EOB) to our office
immediately. The EOB is the statement that Medicare sends to you to explain what portion of
your claim was paid or denied. Please note that examinations, x-rays and structural supports
are not covered. If not covered by a secondary insurance, your Copay and if applicable,
Deductible payments are due at the time that services are rendered.




WORKERS’ COMPENSATION o
New Jersey State law requires that in Workers’ Compensation cases, a written authorization

from your employer must be obtained authorizing Bloomfield Total Health Center to provide
treatment for injuries sustained while working.

MOTOR VEHICLE ACCIDENT PATIENTS :
Prior to the commericement of your care (if possible,) please provide us with your attorney’s
contact information and/or the following items that are required for us to request pre-certification
of your treatment (per New Jersey State law) and to bill your Automobile Insurance company.

- PIP Application - Auto Insurance ID Card(s)
- PIP Claim Number - Auto Accident Police Report
- PIP Claim Adjuster's name & telephone number - Health Insurance |.D. Card(s)

- PIP Policy Declaration Page

If we do not receive this information you will be responsible for payment in full at the time that
services are rendered at our facility.

PERSONAL INJURY / SLIP & FALL CASES -

. We must be notified immediately if you are pursuing a lewsuit due to injuries sustained in an
accidental slip and fall caused by another party’s negligence. Please complete the additional
questionnaire regarding your accident and provide us with a letter of protection from your

attorney. If we do not receive this information you will be responsible for payment in full at the
time that services are rendered at our facility

ALL PATIENTS
It is the goal of this office to provide you with the finest quality health care as affordably as
possible. We will make every attempt to offer you a feasible payment plan. We know you
understand that in the event that Bloomfield Total Heaith Center is forced to turn your accouii

over to a collection agency or attorney for non-payment, you will be responsible for any fees
incurred for the collection of the outstanding balance.

If you have any questions with regard to your health care or any of our policies, please let us
know. We will do our best to answer you as quickly and clearly as possible. We welcome your
referrals and look forward to building a doctor-patient relationship that helps us to reach our
mutual goal of restoring you to glowing health.

We ask that you sign this form as acknowledgement that you understand it and that you accept
full financial responsibility.

Patient or Legal Guardian Signature:

Print Patient Name:

Date:




