= WELCOME

D ‘ PATIENT INFORMATION
A' Date Who is responsible for this account?

l. SS/HIC/Patient ID # Relationship to Patient
/’/. Patient Name Insurance Co.
Last Name
[/

INSURANCE

Group #
Fliskieme il el 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 [JM [JF Age
Group #
Birthdate ASSIGNMENT AND RELEASE
. [] Married [] Widowed [] Single ] Minor | certify that I, and/or my dependent(s), have insurance coverage with

and assign directly to

[] Separated [] Divorced [] Partnered for years Name of Insurance Company(ies)

Occupation Dr. all insurance benefits,
. if any, otherwise payable to me for services rendered. | understand that | am

Patient Employer/School financially responsible for all charges whether or not paid by insurance. |

authorize the use of my signature on all insurance submissions.
Employer/School Address

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
for the purpose of obtaining payment for services and determining insurance

Employer/School Phone ( ) 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.

Spouse’s Name
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
X PHONE NUMBERS ACCIDENT INFORMATION

Home Phone ( ) Is condition due to an accident? [] Yes [ ] No

Cell Phone ( ) Date

Best time and place to reach you Type of accident [J Auto [JWork [JHome []Other
IN CASE OF EMERGENCY, CONTACT

Name

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

Relationship

Attorney Name (if applicable)
Home Phone ( )

Work Phone ( )

PATIENT CONDITION

Reason for Visit

When did your symptoms appear? 6

Is this condition getting progressively worse? []Yes [JNo []Unknown

c\‘ 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)

Type of pain: [] Sharp ] Dull [JThrobbing [] Numbness []Aching  [] Shooting
[JBurning [JTingling [] Cramps [] Stiffness [] Swelling [] Other

How often do you have this pain?

Is it constant or does it come and go?
Does it interfere with your [JWork [ Sleep  [] Daily Routine  [] Recreation
Activities or movements that are painful to perform [] Sitting [] Standing []Walking [] Bending [] Lying Down
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HEALTH HISTORY

What treatment have you already received for your condition? [] Medications  [] Surgery  [] Physical Therapy

[] Chiropractic Services [1 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 [OYes []No Diabetes [OYes [ No Liver Disease [OYes [INo Rheumatic Fever []Yes []No
Alcoholism [lYes []No Emphysema [JYes [1No Measles [OYes [1No Scarlet Fever [JYes [1No
Allergy Shots [1Yes []No Epilepsy [IYes [INo Migraine Headaches []Yes [ No Sexually
Anemia [OYes []No Fractures OYes [ No Miscarriage [IYes [ No g@gﬁrggted Yes [1No
Anorexia [JYes []No Glaucoma [OYes [1No Mononucleosis [OYes [INo Stroke [OYes []No
Appendicitis [IYes []No Goiter [OYes [1No Multiple Sclerosis  []Yes []No Suicide Attempt [Yes []No
Arthritis [JYes [ No Gonorrhea [OYes [1No Mumps [JYes [1No Thyroid Problems  []Yes [ No
Asthma [OYes []No Gout [OYes [ No Osteoporosis [OYes [No Tonsillitis [JYes []No
: Bleeding Disorders []Yes [] No Heart Disease [JYes [1No Pacemaker [lYes [No Tuberculosis [IYes []No
Breast Lump [JYes [1No Hepatitis [OYes [JNo Parkinson’s Disease []Yes [ No Tumors, Growths  []Yes []No
i Bronchitis [OYes [No Hernia [Yes [No Pinched Nerve [lYes [ No Typhoid Fever [OYes [1No
i Bulimia Yes []No Herniated Disk Yes [1No Pneumonia [JYes [INo Ulcers JYes []No
i Cancer [OYes [INo Herpes [JYes [1No Polio [dYes [No Vaginal Infections []Yes []No
Cataracts [JYes [1No High Blood Prostate Problem [JYes []No Whooping Cough [ Y ON
ooping Cou es o
Chemical Fressure Li¥es L1No Prosthesis [JYes [1No s ping R
i er
Dependency [0Yes []No High Cholesterol OYes [1No Psychiatric Care OYes [JNo
Chicken Pox [OYes [1No Kidney Disease [OYes [No Rheummaieid Adheiis [ T¥es [TNo
EXERCISE WORK ACTIVITY HABITS
[1 None [] Sitting []1 Smoking Packs/Day
[] Moderate [] Standing [] Alcohol Drinks/Week
[] Daily [] Light Labor [] Coffee/Caffeine Drinks Cups/Day
[] Heavy [] Heavy Labor [] High Stress Level Reason

Are you pregnant? []Yes []JNo Due Date

Injuries/Surgeries you have had Description . Date

Falls

Head Injuries

. Broken Bones

Dislocations

Surgeries

MEDICATIONS ALLERGIES VITAMINS /HERBS / MINERALS

Pharmacy Name

Pharmacy Phone ( )




TENAFLY CHIROPRACTIC CENTER
Ross M. Markowitz D.C.
32 Washington Street, Suite 2A
Tenafly, NJ 07670
Tel: 201-568-5711
Fax: 201-568-5722
Informed Consent for Chiropractic Care

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working
for the same objective. 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. You have the right, as a patient, to be informed about the
condition of your heaith and the recommended care and treatment to be provided so that you may make the decision
whether or not to undergo chiropractic care after being advised of the known benefits, risks and alternatives.

Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and
function (primarily the nervous system) as that relationship may affect the restoration and preservation of health. Health
is a state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity.

One disturbance to the nervous system is called vertebral subluxation. This occurs when one or more of the 24 vertebra in
the spinal column become misaligned and/or do not move properly. This causes alteration of the nerve function and
interference to the nervous system. This may result in pain and dysfunction or may be entirely asymptomatic.

Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to
correct and/reduce vertebral subluxation. Qur chiropractic method of correction is by specific adjustment of the spine.
Adjustments are usually done by hand but may be performed by handheld instruments. In addition, ancillary procedures
such as physiotherapy and/or rehabilitative procedures may be included.

All health care procedures carry some risk. Risks associated with chiropractic care may include, but are not limited to,
muscie or ligament injuries, nerve injuries, vascular injuries, and fractures. Alternatives to chiropractic care may include
medications, surgery and other alternative treatments.

If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and
recommend that you seek the services of another health care provider.

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

satisfaction. The benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction. I have
read and fully understood the above statements and therefore accept chiropractic care on this basis.

Print Name: Signature: Date:

Consent to evaluate and adjust a minor child:

I being the parent or legal guardian of have read
and fully understood the above Informed Consent and hearby grant permission for my child to receive chiropractic care.

Pregnancy Release:

This is to clarify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have my
permission to perform an x-ray evaluation. T have been advised the x-ray can be hazardous to an unborn child.

Date of last menstrual cycle:

Signature: Date:




TENAFLY CHIROPRACTIC CENTER
Ross M. Markowitz D.C.
32 Washington Street, Suite 2A
Tenafly, NJ 07670
Tel: 201-568-5711
Fax: 201-568-5722
Insurance Assignment Policy Statement

Dear patient:

You have selected “Insurance Assignment” as the method of choice to take care of your financial
obligation wit this office.

It is important that you realize that in this office we offer the option of “Insurance Assignment” strictly
as a courtesy to our patients and as such our patients must understand and agree to the following:

1. That you are considered a cash patient until you provide completed
insurance forms and this office qualifies and accepts your coverage.

2. That you are ultimately responsible for full payment of any and all services
rendered.

3. That you must pay all deductibles in full.

4. That co-insurance must be paid at the time of service or at the end of each
and every week.

5. That if your carrier has not paid a claim within 60 days of submission you
are responsible to take an active part in the recovery of your claim and that
after 90 days you will be responsible for payment in full of any outstanding
balance.

6. That in the event you discontinue your program of care prior to doctor’s
consent, you are responsible for payment in full of any outstanding balance
and the courtesy of insurance assignment is immediately discontinued.

This insurance assignment policy must be followed and we ask you sign this form as acknowledgement that our
policy was explained to you, that you understand it and that you accept full responsibility.

Print Name:

Signature:

Date:




TENAFLY CHIROPRACTIC CENTER
Ross M. Markowitz D.C.
32 Washington Street, Suite 2A
Tenafly, NJ 07670
Tel: 201-568-5711
Fax: 201-568-5722
Assignment of Benefits/ERISA Authorization Form

Financial Responsibility
I have requested professional services from Tenafly Chiropractic Center on behalf of myself and/or my dependents, and

understand that by making this request, I am responsible for all charges incurred during the course of said services. I
understand that all fees for said services are due and payable on the date services are rendered and agree to pay all such
charges incurred in full immediately upon presentation of the appropriate statement unless other arrangements have
been made in advance.

Assignment of Insurance Benefits

I hereby assign all applicable health insurance benefits to which I and/or my dependents are entitled to Provider. I certify
that the health insurance information that I provided to Provider is accurate as of the date set forth below and that I am
responsible for keeping it updated.

I hereby authorize Provider to submit claims, on myself and/or my dependents behalf, to the benefit plan (or its
administrator) listed on the current insurance card I provided to Provider. In good faith. I also hereby instruct my benefit
plan (or its administrator) to pay Provider directly for services rendered to me or my dependents. To the extent that my
current policy prohibits direct payment to Provider, I hereby instruct and direct my benefit plan (or administrator) to
provide documentation stating such non-assignment to myself and Provider upon request. Upon proof of such non-
assignment, [ instruct my benefit plan (or its administrator) to make cut the check ts me and mail it directly to Provider.

I am fully aware that having health insurance does not absolve me of my responsibility to ensure that my bills for
professional services from Provider are paid in full. T also understand that T am responsible for all amounts not covered
by my health insurance, including co-payments, co-insurance, and deductibles.

Authorization to release Information

I hereby authorize Provider to: (1) release any information necessary to my health benefit plan (or its administrator)
regarding my illness and treatments; (2) process insurance claims generated in the course of examination or treatment;
and (3) allow a photocopy of my signature to be used to process insurance claims. This order will remain in effect until
revoked by me in writing.

ERISA Authorization

I hereby designate, authorize, and convey to Provider to the full extent permissible under law and under any applicable
insurance policy and/or employee health care benefit plan: (1) the right and ability to act on my behaif in connection with
any claim, right, and ability to act on my behalf to pursue such claim, right, or cause of action in connection with said
insurance policy and/or benefit plan (including but not limited to, the right to act on my behalf in respect to a benefit plan
governed by the previsions or ERISA as provided in 29C.F.R 2560.5031(b)(4) with the respect to any healthcare expense
incurred as a result of the services I received from Provider and, to the extent permissible under the law, to claim on my
behalf, such benefits, claims, or reimbursement, and any other applicable remedy, including fines.

A photocopy of this Assignment/Authorization shall be as effective and valid as the original.

Patient — Print here and sign above: Date:

Policyholder/Insured: Date:



Dear Insurance Carrier:

l, , am currently receiving chiropractic care at

. Please know that this care is not related to any auto
accident, workers’ compensation injury or any other type of injury, which wouild render a third party
liable for these bills.

My symptoms and / or complaints that lead to be referred to chiropractic are

| first noticed these symptoms (approximate date)

And | believe the cause of the onset is

| also certify in this statement that | have no pending lawsuit related to the treatment | am receiving at
this facility.

I trust this statement will clarify this matter and there should be no delay in processing any claims
submitted to you by this chiropractic office. If you have any questions, do not hesitate to contact me
personally.

Print Name

Signature Date



New Jersey Department of Banking and Insurance
CONSENT TO REPRESENTATION IN APPEALS OF UTILIZATION
MANAGEMENT DETERMINATIONS AND AUTHORIZATION FOR RELEASE OF
MEDICAL RECORDS IN UM APPEALS AND INDEPENDENT ARBITRATION OF

~ CLAIMS

APPEALS OF UTILIZATION MANAGEMENT DETERMINATIONS

You have the right to ask your insurer, HMO or other company providing your health benefits (carrier) to change its utilization
management (UM) decision if the carrier determines that a service or treatment covered under your health benefits plan is or was
not medically necessary.” This is called a UM appeal. You also have the right to allow a doctor, hospital or other health care
provider to make a UM appeal for you.

There are three appeal stages if you are covered under a health benefits plan issued in New Jersey. Stage |: the carrier reviews
your case using a different health care professional from the one who first reviewed your case. Stage 2: the carrier reviews your
case using a panel that includes medical professionals trained in cases like yours. Stage 3: your case will be reviewed through the
Independent Health Care Appeals Program of the New Jersey Department of Banking and Insurance (DOBI) using an Independent
Utilization Review Organization (IURO) that contracts with medical professionals whose practices include cases like yours. The
health care provider is required to attempt to send you a letter telling you it intends to file an appeal before filing at each stage.

At Stage 3, the health care provider will share your personal and medical information with DOBI, the IURO, and the IURO’s
contracted medical professionals. Everyone is required by law to keep your information confidential. DOBI must report data about
IURO decisions, but no personal information is ever included in these reports.

You have the right to cancel (revoke) your consent at any time. Your financial obligation, IF ANY, does not change because you
choose to give consent to representation, or later revoke your consent. Your consent to representation and release of information
for appeal of a UM determination will end 24 months after the date you sign the consent.

INDEPENDENT ARBITRATION OF CLAIMS

Your health care provider has the right to take certain claims to an independent claims arbitration process through the DOBI. To
arbitrate the claim(s), the heaith care provider may share some of your personal and medical information with the DOBI, the
arbitration organization, and the arbitration professional(s). Everyone is required to keep your information confidential. The DOBI
reports data about the arbitration outcomes, but no personal information will be in the reports. Your consent to the release of
information for the arbitration process will end 24 months after the date you sign the consent.

CONSENT TO REPRESENTATION IN UM APPEALS AND AUTHORIZATION TO RELEASE OF
INFORMATION IN UM APPEALS AND ARBITRATION OF CLAIMS

l, l L by marking {or ) and signing below, agree to:

[] representation by ITenaﬂy Chiropractic Centeﬂ in an appeal of an adverse UM determination as allowed by N.J.S.A. 26:25-11,
and release of personal health information to DOBI, its contractors for the Independent Health Care Appeals Program, and
independent contractors reviewing the appeal. My consent to representation and authorization of release of information
expires in 24 months, but | may revoke both sooner.

[] release of personal health information to DOBI, its contractors for the Independent Claims Arbitration Program, and any
independent contractors that may be required to perform the arbitration process. My authorization of release of information
for purposes of claims arbitration will expire in 24 months.

Signature: Ins. ID#: Date:
Relationship to Patient:  [_] | am the Patient [] 1 am the Personal Representative (provide contact information on back)

* If the patient is a minor, or unable to read and complete this form due to mental or physical incapacity, a personal representative of the patient may complete the
form.

Health Care Provider: The Patient or his or her Personal Representative MUST receive a copy of both sides/pages

of this document AFTER PAGE | has been completed, signed and dated.
dobiihcaparb 07/06 Page | of 2



