CONFIDENTIAL Eddy Chiropractic Clinic Inc.

443 Highland Ave
HEALTH INFORMATION Williamstown, WV 26187
Please allow our staff to photocopy your driver’s license and insurance details. 304-375-6000
All information you supply is confidential. We comply with all federal privacy standards.
Please print clearly.
Todaysilatal(MMCDIFIY) Have you consulied a chiropractor betore?
ONo OYes  When?
Whom may we thank for referring you? If so, whom? -
Gender
1T - =S PPV Sy T (PRT e S OMaIe OFemale .................................................
Your Last Name Your Social Security Number
Your First Name Your Middle Name (or Initial) Birth Date (MM/DD/YYYY)
Marital Status
OSingle O Married O Divorced
. = O Widowed O Separaled
Address
City o State/Province ZIP/Postal Code Home Phone Spouse's Name
Emall Address ~ Cell Phone Child's Name and Age
Emergency Contact Phone Child’s Name and Age
Your Occupation _ Child’s Name and Age

Your Employer

May we contact you at work?
S i — OYes OMo 8
RS SR GHCDE Preterred method of contact? =
OHome Phone O Cell Phane 1
OWorkPhone O Email 91
PRIMARY INSURANCE INFO -
=
Insured’s Last Name Birth Date (MM/DD/YY) Insured’s Social Security # = o
Insured's First Name Middle Name {or Initial) E
Who carries this policy? =
SECONDARY INSURANCE INFO Oselt OSpouse O Parent %
N @)
Insured’s Employer Employer's Phone B X
Insured's .ast Name First Name R Middle Iniﬂ N Birth Date Social Security # g
@]
Address =z
PAGE
City State/Province  ZIP/Postal Code Relatlonship to patient S mwm
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1. The symptom(s) that have prompted me 16 seek care today include:

ADDITIONAL INFO

2. And are the resull of {darken circle): O An accident or injury

O Work O Auto O Other

O Aworsening long-term prablem

O Aninterest in: O Wellness O Other

4. Iniensity (How extreme are your
current symptoms?)
0 O-O-O-C-OO-OOCO0N
(B (3 (8) (8 () ()

“Absent’ Uncomfortable  Agonizing

3. Onset (When did you first notice
your current symptoms?)

6. Quality of symptoms (What does 7. Location (Where does it hurt?)
Circle the area(s) on the illustration,

it feel like?)
“0" for current condition
ONumbness “X" for conditions expetienced in the past _
OTingling — —
O stitfness 9. Aggravating or relieving faclors (What makes it befler or worse, such as
Ooull time of day, movements, certain activities, efc.)
; Whal fends lo worsen

Ohching theproblem?

O Cramps What tends 1o lessen

O Nagging the problem? -
O Sharp 10. Prior interventions (What have you done to relieve the symploms?)
QBurming O Prscription medication O Surgery Olee

(O Shoaiing QO Overthecounterdugs O Acupunciure O Heat

O Throbbing O Homeopathic remedies O Chiropractic Other

Ostabbing O Physical therapy O Massage

QO Other

5. Duration and Timing (When did it start and how often do you feel it?) \
O Constant O Comes and goes. How Often?

8. Radiation (Does it affect other areas of your hody? To what areas does the
pain radiate, shoot or travel.)

11, What else should Eddy Chiropractic Clinic know about your current condition?

12. Haw does your current condition interfere with your:

Work or career: ) B

Recreational aclivities:

Household responsihilities:

Personal relationships:

13. Review of Systems
Chiropractic care focuses on the integrity of your nervous system, which conlrols and regulates your entire body. Please darken the circle beside any condition thal you've

Had or currenlly Have and initial to the right.  Are you currently treating with a Primary Care Physiclan

a. Musculoskeleal

Name of Physiclan:

Y N

Had Hava Had Have

Nad Have Had Have

Had Have
O OBackproblems O O Hip disorders

Had Have

O OQO0steoporasis O O Arthritis O OScoliosis O O Neck pain

O OKneeinjuries O O Foot/ankle pain © O Shoulder problems O O Elbow/wrist painQ O TMJ issues O O Poor posture
b. Neuralogical

Had Have Had Have Had Have Had Have Had Have Had Have

O OAnxlety O O Depression O OHeadache O O Diziness O OPins and O ONumbness
t. Cardiovascular neeles

Had Heve Had Have Had Have Hed Have Had Have Had Have

O OHigh blood O O Low blood O OHighcholesterol O O Poorcirculation O O Angina O Okbxcessive

pressure pressure bruising

d. Resplralory

Had Mave Had Have Had Have Had Have Had Have Had Have

O O Asthma QO O Apnea O OEmphysema O O Hayfever [OIN®) Shgrtness O OPneurmonia
o. Digestive aifEat

Had Have Had Have Had Have Had Have Had Have Had Have

O O Anorexiabulimia O O Ulcer O OFood sensilivites O O Heartbum O OcGonstipation O O Diarrhea
I. Sensary

Had Hiva Had Have Had Hava Had Have Had Have Had Have

O Oblurredvision O ORinginginears O O Hearing loss O Ochronicear O Olossotsmell O Olossof taste
0. Skin infection

Had Hava Had Have Had Have Had Have Had Hava Had Hava

O Oskincancer O O Psoriasis O Ofczema O O Acne O OHalr loss O ORash

NONEQ

Iiitials

NONEQ
Imtials
NONEQD
Irillials _____

NONE O

Initlals

NONEQ
Initlals

NONE QO

lnitlals

NONEQ

lftials ...

Height:

Weight:

Eddy Chiropractic Clinic Inc.
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(Continued from previous page)

h. Endocrine
Had Have Had Have Had Have Had Have Had Have Had Have NONE O
O OThyroidissues O O Immune Q OHypoglycemia O O Frequent O O Swollenglands O O Low energy N
disorders infection Inilials
1. Genltourinary
Had Have Had Have Had Have Had Have Had Have Had Have NONE QO
O OkKidney stones O O Infertility O OBedwetling O Ovrrostate issues O O Ereslile O OPMSsymptoms
dysfunction Iilials
| Constitutional
Had Have Had Have Had Hava Had Havs Had Have Had Have NONEQ
O O Fainting QO O Low libido O OPaor appetite O O Fatigue O OS8uddenweight O O Weakness
0ain/loss {circle one) Initials ___
Past Personal, Family and Sacial History
Please identify your past health history, including accidents, injuries, illnesses and treaimenls. Please complete each section fully.
14. lllnesses 15. Operations 16. Treatments
Check he illnesses you have Had in Uhe past or Have now Surgical intervenlions, which may or Check Lhe ones you've received it lhe
Hal Have Had Have may not have included hospilalization Past or are receiving Currently

O O AIDS O O Tuberculosis O Appendix removal Pasl  Currenlly
O O Acoholism O O Typhoid fever O Bypass surgery O O Acupunclure
O O AMergies O O Uicer O Cancer O O Mtibioties
O O Ateriosclerssis O O Other; O Cosmelic surgery O© O Bitthcontrot pills
O O Cancer B O Hlective surgery: A O O Blood transfusions
O O Chicken pox S O O Chemotherapy
O O Dianetes O Fyesurgery O O CGhiropractic care
O O Epilepsy ) O Hysterectomy O O Dialysis
e QO O Glaucoma — O Pacemaker O O Herbs
; O O Goiter — O Spine _ O O Homeopathy
i O O Gt e s B - - O O Hormane replacement
4 O O Heartdisease ........ O O Inhaler
W O O Hepatitis O Tonsillectomy O O Massage lherapy
O O HWPasitive QO Vasectomy O O Physical therapy
O O Malaria O Ofher, N O O Nulritional supplements:
O O Messles B I U
O O wtiple Sclerosis S ———— —
O O Mumps S
O O Plio 17. Injuries .
O O Rheumatic lever Have you ever.., S {‘ﬁfgg?ﬁ%‘[’iﬂiaﬂd
O O Scarlst fever O Had a Iractured or broken bone (O Used a crutch of other support over-the-counter):
O O Sexually ransmitled disease O Had a spine or rerve disorder O Used neck or back bracing o _
O O Stroke O Been knocked unconscious O Receivedatattoo
O Beeninjured in an accidenl (O  Had # body piercing
18. Family History
Some health issues are hereditary. Tell Eddy Chiropraclic Clinic about the health of your immediate family members.
Relative Auge (If living) State of health llinesses Age at death Cause of death
Good Poor Natural lliness
Mother O O - O O
b Father ONO) O O
=] Sister | O O e O O
g Sister 2 ON®; — o O
Brother 1 ONO) O O
Brother 2 OO0 O O
. B O N S _ o O
19. Are there any other heraditary health issues that you know about?
20. Social History
Tell Eddy Chiropractic Clinic aboul your health habils and stress levels.
Alcoholuse O Daily OWeekly  How much? Prayer or meditation? QOYes ONo
Coifeeuse ~ (ODaily OWeskly How much? Job pressurg/stress? OYes ONo
B Tobacco use ODaily OWeekly How much? Financial peace? OYes ONo
g Brercising  ODally OWeekly How much? Vaceinatod? OYes ONo
8 Pain relievers O Dally OWeekly How much? Mercury fillings? QOYes ONo
Softdrinks  ODally OWeekly Howmueh?, .. Recreational dnigs? OYes ONo
Waterintake O Dally OWeekly How much?
Hobbigs:

Please list all
Medications

Eddy Chiropractic Clinic Inc.
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21. Activities of Daily Living
How does this condition currently interfere with your life and ability to function?

Sitting Cy ) > O Grocery shopping ) ¥ ) O
Rising out of chair O ) O '®) Household chores O P, ), B
Standing O O () O Litting abjecls ) @ > O
Walking {) ) O O Reaching overhead {) ) '®; )
Lying down O O =0 O Showering or bathing '@ @ {) O
Bending over —) - O O Dressing myself ) ) > )
Climbing stairs O O O—0 Love life '® 'S O—0
Using a computer —> O O—0 Getting to sleep '®) 'S, O O
Getting in/out of car O——0O0——0 O Staying asleap @, @ () O
Driving 4 cat —— O0—-0O0—"O0O—0 Concentraling { - O—OO0—0
Laoking over shoulder ) ) D, '®) Exercising '® ) O O
Caring for family —0) O O =0 Yard work ) ) O—0
22, What is the major stressor in your life? ~ 23.How much sleep do you average per night? __ Hours
24, What is the type and approximate age of your mattress and pillow? 25, What is your preferred sleeping posilion?

26. Describe your typical eating habits: (O Skip breakfast (O Twomealsaday O Three mealsa day (O Snacking between meals

27. What would be the most significant thing thai you could do to improve your health?

28. In addition to the main reason for your visit today, what addilional health goals do yau have?

Acknowledgements
To set clear expectations, improve communications and help you get the best resulls in the shortest amount of time, please read each statement and initial your agreement,

| instruct the chiropractor to deliver the care that, in his or her professional judgement, can best help me in the
restoration of my health. | also understand that the chiropractic care offered in this practice is based on the best

e available evidence and designed to reduce or correct vertebral subluxation. Chiropractic Is a separate and distinct
healing art from medicine and does not proclaim to cure any named disease or entity.
s | may request a copy of the Privacy Policy and understand it describes how my personal health information is
- protected and released on my hehalf for seeking reimbursement from any involved third parties.

s I realize that an X-ray examination may be hazardous to an unborn child and | ceniiy that to

' the best of my knowledge 1 am not pregnant. Date of last menstrual period (MM/DD/YYYY):

s | grant permission to be called to conflrm or reschedule an appointment and to be sent occasional cards, letters,
~ emails or health information to me as an extension of my care In this office.

e | acknowledge that any insurance | may have Is an agreement hetwaen the carrier and me and that | am responsihle
" forthe payment of any covered or non-covered services | receive.

. To the best of my ability, the information | have supplied is complete and truthful. | have not misrepresented the

presence, severily or cause of my health concern.

*CONSENT TO TREAT A MINOR CHILD

Initials | hearby authorize the doctors and assistants at EDDY CHOROPRACTIC, Inc. to administer
care as deemed nessessary to my (son / daughter)

If the patient is a minor child, print child’s full name:

Signature - Date (MM/DD/YY)

Eddy Chiropractic Clinic Inc.
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CONSENT TO USE AND DISCLOSE OF HEALTH INFORMATION

By signing this form, you are granting consent to Eddy Chiropractic Clinic Inc. to use and disclose your protected
health information for the purposes of treatment, payment and health care operations. Our Notice of Privacy
Practices (NPP) provides more detailed information about how we may use and disclose this protected health
information. You have a legal right to review our Notice of Privacy Practices before you sign this consent, and we
encourage you to read it in full.

Our Notice of Privacy Practices is subject to change. |f we change our notice, you may obtain a copy of the revised
notice by contacting us at (304) 375.6000. You have a right to request that we restrict how we use and disclose
your protected health information for the purposes of treatment, payment, or health care operations. We are not
required by law to grant your request. However, if we do decide to grant your request, we are bound by our
agreement.

You have the right to revoke this consent in writing, except to the extent we already have used or disclosed your
protected health information in reliance on your consent.

Authorization to Leave Messages with Household MeinbersIAnswering Machine

From time to time, it is necessary for representatives of Eddy Chiropractic Clinic Inc. to leave messages for
patients. The purposes of these messages are to notify the patient that the doctor would like to discuss results, or
to ask a patient to call Eddy Chiropractic Clinic, INC regarding an issue or concern, or to cancel/reschedule an
appointment. At no time will a representative of Eddy Chiropractic Clinic discuss your medical circumstances or
condition without your consent. The purpose of this consent is to leave messages with members of your household
or on your answering machine. You have the right to revoke this consent, in writing, except where we have already

made disclosures in reliance on your prior consent.

Preferred phone number to be contacted: ( )

approval to leave a message with detailed information

leave a message with call back number ONLY

Signature Date

Patient Name (Please Print)

HIPAA FORM
If you would like the option of being able to have your spouse, parent, or other individual to discuss your account
with us please fill in the form below and sign. If our office does not have signed permission by you, we will be
unable to honor any request for information from any of these parties. You have the right to revoke this consent in
writing, except to the extent we already have used or disclosed your protected health information in reliance on
your consent.

Names authorized on account (list relationship), if no one is authorized, write N/A below, mark No Consent.

Name: Relationship to Patient:

Name:

Name:

Patient Signature

Patient Name (print please)

Relationship to Patient:

Relationship to Patient:

____ Medical only
___Financial only
Al

_ No Consent

Date




AUTHORIZATION FOR RELEASE OF INFORMATION

Patient Name:
Patient Date of Birth: SS Number: |
| authorize the use and disclosure of the above individual's health information as described below.

The following individual or organization is authorized to make the PHI disclosure.

Physician/Facility

Address

The type and amount of information to be used or disclosed is as follows (include dates where appropriate):

__ All medical records from (date . to (date) All dates of service
__ Most recent history and physical

__Most recent discharge summary

__ Office visits from (date to (date)
__ Laboratory results from (date to (date)
__ X-ray and imaging reports from (date to (date)
__ X-ray and imaging disc from (date to (date)
__ Consultation reports from (date to (date)
__Other

l understand that the information in my health record may include information relating to sexually transmitted disease, acquired
immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information about behavioral or
mental health services, and/or treatment for alcohol and drug abuse.

This information may be disclosed to and used by the following individual organizations:

Eddy Chiropractic Clinic Inc.
443 Highland Avenue, Williamstown, WV 26187
Phone: (304) 375.6000 Fax: (304)375.6043

The use or disclosure for which this request is made is: Review of medical records for diagnosis and/or treatment.

| understand that | may revoke this authorization at any time. | understand if | revoke this authorization | must do so in writing and
present my written revocation to Eddy Chiropractic Clinic. | understand the revocation will not apply to information that has already
been released in response to this authorization. | understand the revocation will not apply to my insurance company when the law
provides my insurer with the right to contest a claim under my policy. This authorization will expire one year from the date signed.

| understand that authorizing the disclosure of this individually identifiable health information (PHI) is voluntary. | can refuse to sign this
authorization. | need not sign this form in order to assure treatment. | understand | may inspect or copy the information to be used or
disclosed. | understand that, if the organization authorized to receive my PHI is not a health plan or health care provider, the released
PHI disclosure of information carries with it the potential for an unauthorized redisclosure, and the information may not be protected by
federal privacy regulations.

| hereby authorize the use or disclosure of my PHI as described below.

Signature of patient or ﬁatient's legal representative (Form MUST be completed before signing.) Date

Printed name of patient's representative:

Relationship to the patient:




Eppy CHIROPRACTIC CMNIC, INC.

Exercise Wellness Center
Dr. Steven L. Eddy
443 Highland Ave., Williamstown WV 26187 » (304) 375-6000 * Fax (304) 375-6043

GOOD FAITH ESTIMATE & FINANCIAL RESPONSIBILITY WAIVER

In this office, our major concern is to assist you in maintaining overall good health. As a patient with insurance
coverage, you should be aware that insurance policies can vary greatly in terms of coverage, limitations,
covered services and referral requirements. We strongly recommend that each patient contact his/her own
insurance company to verify their individual coverages. Per our contract with your insurance carrier, it is
required that you, the patient, be personally responsible for the payment of your deductibles/copays/co-
insurance and charges that may exceed your coverage, prior to receiving treatment.

If at any time you fail to present our office with your current insurance card(s), fail to secure any necessary
referral to be seen in our office, do not have current authorization on record for treatment in our office,
exceed visit limitations, or receive non-covered services, the charges incurred will become your

responsibility.

Please refer to the list below for the pricing of common services offered in our office so that you are aware of
what charges will apply in the event you are responsible. This is not a complete list of services/supplies, pricing
can be obtained from any of our staff should you have further concerns.

SERVICES STANDARD CHARGES CHUSA DISCOUNT PATIENT OPTIONS
{Insurance) (549 enroliment fee) (no enroliment fee - 1/1/22)

Examinations 99202/99212 $90.00/$80.00 $75.00/$65.00 $75.00/$65.00

Detailed Examinations 99203/99213 ' $140.00/$115.00 (Worker's Compensation & Personal Injuries)

X-rays Multiple codes $110.00 and up l $30.00 per view taken $30.00 per view taken

Spinal Manipulation 98940/98941/98942 $50.00/$60.00/$70.00 .$40.00 $40.00

Electrical Stim., 97014 $35.00 $20.00 $20.00

Ultrasound 97035 $35.00 $20.00 $20.00

Cold Laser 97039 $35.00 $20.00 $20.00

Extremity Manipulation 98943 $50.00 $35.00 $35.00

Charges may vary based on your diagnosis determined upon your visit. Our staff will be happy to assist you
with any questions you may have about your insurance benefits.

I have read and agree to receive the care recommended and accept financial responsibility for services
provided.

Patient Signature Date

Witness Signature Date



Form OIC-WC-1 West Virginia Workers’ Compensation
Employees’ and Physicians’ Report of Occupational Injury or Disease

PLEASE PRINT OR TYPE

Insurer: Third-Party Administrator:
1. Name: (Last); (First): (M.I):
2. Address: 3. Telephone: ( ) -

City: State: Zip: 4. Social Security No.: - -
S. Date of Birth: / / [ 6. Sex: OM OF 7. Marital Status:
8. Date of Injury or Last Exposure: / / Time: (Jam. [Jpm. 9. Time You Began Work on Date of
10. Date You Stopped Working Due to Injury: / / Injury: Oam Cpm.
11. Have You Retired? O yes O no If “yes,” what was the date you retired: / /
12. Employer’s Name: Supervisor’s Name:

Address:

City: State; Zip: Telephone: ( ) -

13. Job Title/Description;
14. Body Part(s) Injured:

15. Describe Iow Your Injury Occurred (Specify the cause, what you yere doing, and equipment/objects involved):

16. Did Injury Occur on Employer’s Property? [ Yes [INo Address where injury oceurred:

17. Pleasc Identify Any Witnesses to Your Inj ury:

[ certify that the above is true and correct to the best of my knowledge, I am aware the law provides for severe penalties if I knowingly and with fraudulent intent withhold
facts or make false statements in order Lo abtain or increase benefits to which I am not entitled. By signing this application, I hereby authorize any physician, chiropractor,
surgeon, practitioner or other healthcare provider, any hospital, including Veterans' Administration or governmental hospital, and medical service organization, any
insurance company, any law enforcement or military agency, any government benefit agency including the Social Security Administration, or any other institution or
organization to release to each other, any medical or other information, including benefits paid or payable, perlinent to this injury or disease, except information relative to
the diagnosis, treatment and/or counseling for HIV/AIDS, psychological conditions, and/or alcahol or substance abuse, for which I must give specific authorization. A
Photostat of this autherization shall be as valid as the original.

Employee’s Signature: Date: / /
g el e TR R T T A S L e < P L R e i L ]
TR formation Must Be Completed by Initial

1. Name of Physician/Hospital:
3. Address:

City: State: Zip: Telephone: ( ) -
4. Date of Initial Treatment: / / S. Date Patient May Return to Work: / /
6. Have you advised the patient to remain off worlk 4 or more days?
(] Yes. Indicate dates: from to

(] No. If“no,” is the patient capable of [} Full Duty ] Modified Duty If the patient is capable of returning to modified duty, specify any
limitations/restrictions:

7. Condition is a direct result of: (] Occupational Injury? (] Occupational Disease? ] Non-Occupational Condition?

8. Did this injury aggravate a prior injury/disease? [] Yes []No. If Yes, explain:

9. Description of injury or occupational disease:

10. Body part(s) injured: 11. ICD-10-CM Diagnosis Code(s) in order of severity:

12, Name of physician referred to; 13. If the patient was hospitalized, where?

I certify the statements and answers set forth in this section are true and correct to the best of my knowledge. | am aware the law provides for severe penalties if' I knowingly
certify a falsc report or statement, withhold material fact or statement or knowingly aid or abet anyone attempting to secure benefits to which he or she is not entitled, In
signing this form, T acknowledge | have been informed of my responsibilities under West Virginia’s Workers™ Compensation Law and agree to abide by such in the
administration of services provided thereunder. [ understand the submission of false statements or billing may result in prosecution under state and federal law, [ further
agree to relcase any office notes/test results immediately to the employer or their representative,

Signature: Date: / /




WORKER COMPENSATION INFORMATION

Date
PATIENT INFORMATION
Name Birthdate Soc. Sec.#
Add -
et Street City State Zip
Home Phone ( ) E-mail
Cell Phone ( ) Occupation

Employer Name

Empl dd -
Mployer Address Street City State Zip

Employer Phone ( ) : Injury Verified by (For Office Use)

Contact Person E-mail

WORKER COMPENSATION CARRIER (FOR OFFICE USE)

|

Worker Compensation Carrier

Carrier Address

Street City State Zip
Carrier Phone ( ) Coverage Verified by
Adjuster's Name ' Claim Number

INJURY INFORMATION

Date of Injury Time OAM [OPM Place of Injury
Accident reported to employer? [] Yes [ No Name of person you reported accident to

Give full description of how accident happened

Have you lost time from work? [JYes [ No How much?

Other doctors seen for this condition: Doctor's Name

Diagnosis Were X-Rays taken? [JYes []Ne  OtherTests? []Yes []No
If yes, by whom? Please list test(s) and result(s)

Any previous Worker Compensation injuries? []Yes []No Date(s) of previous injuries

Describe previous Worker Compensation injuries

AUTHORIZATION

| clearly understand and agree that all services rendered to me are charged directly to me and that | am personally responsible for payment in the

event that my claim for Worker Compensation benefits is denied. | understand that filing for Worker Compensation benefits does not relieve me from
my responsibility for the payment of all charges.

Signature of Patient, Parent, Guardian or Personal Representative Date

Pleasa print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient

(Vers.M255504) #20141 — © 2004 Medical Arts Press® 1-800-328-2179



BI-RCP/OO

B

Request for

Return completed form to;

1 : : tr . t Change / Opt-Out BrickSt!r;eotIl\/éu(}:agl;rs\:urance
- S ee Charleston, WV 25332-3151
PN S URANTE
(] Change of Physician (] Opt-Out of Provider Network

1. Claimant's Name:

2 Claim Number;

3. Social Securily Number:

) ! ) Date of Injury:

l'am requesting to: [ Change physiclans to another network provider

O3 Seck treatment with an out-of-network physician

I'am presently being treafed by: '

| am requesting lo changeto; -

Address of requeslad physician (Street, Cty, Stale, Zip):

&8 My reason for changing physicians or seeking trealment out of natwork:

I'have checked with the requested physician to see if he { she will take me as a patient:

[ Yes O No

Claimant's Slgnature

Date

BrickStreet Mutual Insurance  +

P.O.Box 31561

Charleston, WV« 25332-3151




