PATIENT CONFIDENTIALITY PERSONAL DATA

Neo. Date

Patient: Date of Birth:
Home Address: City: State: Zip:
Social Security No.: Home Phone: Mobile:

Work Phone: Email:

Employer: Address:

Name of Spouse: SS No.: No. of Children:
Spouse’s Employer: Address:

How did you learn of this clinic?

Nearest relative not living with you? Phone:
Who is responsible for payment? T Self = Spomnse C Other

PATIENT'S INSURANCE SPOUSE’S INSURANCE

Name of Company: Name of Company:

Address: Address:

ID & Group No.: ID & Group No.:

Phone No.: Phone No.:

Purpose of this appointment and list your complaints:

Date of illness: Time: 0 AM O PM Lecation:
How did accident occur? ! Auto U On the job O Other,
Please describe the circumstances and what makes the condition(s) better or worse:

Other Doctor seen for this condition:
Have you been treated by a Doctor for any health condition in the last year? U Yes [ No
If yes, please describe:

INSURANCE INFORMATION
] understand and veree that health and accident inturonce policies are on agreemen! between an insurance carrier and myself. Furthermore, I understand that this
Chﬁ'aprmicaﬁccwﬂlpr@mam*nmayrmﬂmdformmmﬁﬂmshmaﬁngcaﬂecdonﬁnmﬁemmmmmdmm-mmMamhorizdmbe
paid directly to this Chiropraciic Office will be credited to my accourt on receipr. However, I clearly understand and agree that all services rendered io me are
charged directly to me and that | um personally responsible for payment. 1 aiso understand that if I suspend or terminate my care and weaiment, any fees for
professional services rendered o me will be immediately due and pavable.

Signature Physician: Signature Patient:

CONSENT OF PROFESSIONAL SERVICES AND RELEASE OF INFORMATON
1 hereby authorize the doctor and whomaver he may designate as his assisiants & adminixter trearmern, physical examination, X-Ray studies, laboratory procedsres,
chiropractic care or any clinic services that e/the deems necessary in any case; and I further authorize kim/Mer to disclose all or any part of my (patient 's} record to
any person or corporation which Is or may be liable under a contract to the clinic or ko the patient or to a family member or engloyer of the patient for afl or part of the
ciinic's charge. including, and not fimited &, hospital or medical services companies, insurance compenies, workers compensation carriers, welfare fimds, or the
patient's emplayer.

Patient’s Signature:
Parent’s or Guardian’s Signature:

PM-0157 /P FORM 9-B
P-0157 1B Forn—-ONa




HEALTH QUESTIONNAIRE

Please Check Mark Each of the Conditions Below that You are Currently Experiencing

Date:
Patient: No.:
MUSCULO GENITO-URINARY GASTRO-INTESTIONAL CARDIO-VASCULAR
SKELETAL SYSTEM SYSTEM SYSTEM RESPIRATORY
Low back paln tt  Bladder trouble i1 Poor appetite [: Chest pain
it Mid back pain It Excessive urination +i Excessive hunger 1; Pain over heart
i: Pain between shoulders !! Scanty urination '+ Difficult chewing i1 Difficult breathing
ti  Neck pain t1 Painful srination Ii Difficult swallowing I+ Persistent congh
11 Arm problems i Discolored urine i1 Excessive thirst 1+ Coughing phlegm
\"  Leg problems Ii Nausea ti  Couaghing bleod
| Swollen joints E 1 Yomiting Blood [l Rapid beartbeat
I+ Painfel joints - _F MAL_ E it Abdominal pain 1i Blood pressure problems
li Stiff joints : ' ":lg““l mm" it Diarrhea ti Heart problems
(i Sere muscles H Vaginal bleeding i: Constipation i1 Lung problems
i1 Weak muscles 'Y Vaginal pain 11 Black stool 1 Varicose veins
I} Walking problems it Breast pain t! Bloody stool
'\ Spasms 1 Lumps on the breast i1  Hemorrhoids
% Broken bones I:  Liver trouble EYE, EAR, NOSE
11 Shoulder pain t1  Galt bladder problems AND THROAT
ARE YOU PREGNANT? i Weight tronble i1 Eye strain
C YES — NO 1l Eyeinflammation
NERVOUS SYSTEM |} Vision problems
SYMPTOM LOUCALIZATION i+ Numbness ri Earpain
i
£ LT SN ey Tt Loss of feeling r . Ear n?Ises
i 7 by g K . {1 Ear discharge
. - ¥ L ! Lt Paralyss ‘) Fearing loss
ot R 't Dizziness ' Nm“;fin
5 I, : ) -' i \.\ P 1N
L ' : e N l‘:”’“"g i| Nose bleeding
: i o - Headaches It Nose discha
P Y i1 Muscles jerking I m:: it brea mrge
Cy \?‘;_ i  Convulsions | : Sore gums ing throagh Rese
i - 'fm. ' | Forgetfulness i! Dental problems
: I H [ i1 Confusion ,
A - 'l Depression 1! Sore mouth
il A i 1 Insomnia ti  Sore throat
i it ’ {1 Hoarseness
N ‘ ! Difficalt speech
R H— : HABITS i Simas
yoLN L e T {1 Cigareties vt Allergy
p___Pam T Terder ) ' Alcohol Abuse 't Jaw Pain
) , - . 11 Coffee or Tea
! Numf W
; RS ‘fm: H o Hirponibet ti Drug Abuse
P 1
beast 1 23 4 567 89 10 Wont
Patient’s Signatare

seceassssssessssesssee DO NOT WRITE BELOW THIS LINEeesosssoscsesssest0sasssd

Padent Accepted? i Yes

i1 No

Doctor’s Signature




Langel Chiropractic Clinic, P.C. 5907 Ashworth Rd West Des Moines LA 50266 Ph. 515-267-1600

Health Insurance Portability & Accountability Act (HIPAA) Consent Form

Your Protected Health Information will be used by this office or disclosed to others for the purposes of treatment, obtaining pavment, or supporting the day-
to-day health care operations of this office. You should review the Notice of Ptivacy Practices for 2 more complete description of how your Protected Health
Information may be used or disclosed. It describes your rights as they concern the limited use of health information, including your demographic
information, collected from you and created or received by this office. You may review the Notice prior to signing this consent. Your may request a copy of
the Notice at the Front Desk. This office reserves the right to modify the privacy practices outlined in the Notice.

Requesting a Restriction on the Use or Disclosure of Your Information
You may request a restriction on the use or disclosure of your Protected Health Information, It is the policy of this office to continue to provide treatment for
a patient who restricts consent to the use and disclosure of his or her Protected Health Information for the purposes of treatment, paymen, or health cane

operations. Use or disclosure of protected information in violation of an agreed upon restriction will be a violation of the federa! privacy standards.
Revocation of Consent

You may revoke this consent to the use and disclosure of your Protected Health Information, You must revoke this consent in writing. Any use or disclosure
that has already accurred prior to the date on which your revocation of consent is reccived will not be affected.
0L

{print} acknowledge that 1 have reviewed the above information and give my permission to this office to use
and disclose my health information in aceordance with it.

IS

1 {print) acknowledge that | have reviewed the above information and DO NOT give my permission to release
any information to my insurance carrier. 1 do understand that PHI will be used within the office for purposes of my care to those individuals designated by
the doctor. -

ASSIGNMENT OF BENEFITS

At the beginning of your treatment. our affice will make every attempt fo verify your policy benefits, however, this office and your insurance DOES NOT
guarantee a quote of benefits for payment of services provided. Should your insurance provide Chiropractic benefits, your insurance will be filed ona
weekly basis as a conrtesy to vou. You will be responsible for your deductible and/or co-payment. Your insurance should pay within 45 days from the dare
in which it was filed. By taking your insurance on assignment. our office agrees to wait for a portion of your bill for an estimated amount of ime. In the
event that your insurance company does not pay on a timely basis, you may he asked ta contact your insurance carrier. If vour insurance company mails
a check directly to you for our services, you must bring the misdirected check to our office within 48 hours.

Assignment and Convevance of Lien Interest

I hereby executc and provide Irrevocable Lien Joterest and Assipnment of Proceeds o apply to all monetary proceeds from any third party lisbility
insurance policy and/or 2l monetary proceeds from any PIP/medical payment insurance policy to which I am entitled, and from which | am to be paid in the
form of an insurance settlement(s). claim(s), judgment(s), or verdict(s) resulting from any identified accident. The Insurance Carrier is instructed that
pursuant to this Irrevocable Lien Interest and Assignment of Proceeds the total dallar amount of all sums which I owe on account to the above named doctor
and treating facility, as evidenced by the medical bilis submitted by the doctor andlor treating facility, shall be paid directly to the above named doctor snd
weating facility by the insurance carrier out of thase settlement proceeds to which 1 am entitled. or withheld from any settlement or award to which 1 shall be
entitled and thersafter be paid directly to the above named doctor andior treating facility. In the event my insurance settiement proceeds are paid directly to
my attorney, | hereby imevocably instruct my attorney to withhold all such sums and amounts as are determined to be owed, due and payable on mv account

to such named doctor and treating facility and remit payment of all such sums directly to such named doctor and/or treating facility upon receipt of my
settlement award(s).

INFORMED CONSENT TO TREATMENT

I'herely anthorizs and release the doctor and any individual he/she ay designate as his'her assistant to administer treatment, physical examination, x-ray
studics. chiropractic care, or any clinical services that he/she deems necessary in my case. | understand that, as with any health care procedure, complications

are possible following chiropractic manipulation and/or manual therapy techniques. The risks of complications due to chiropractic treatments have been
labeted as “rare” and the probability of adverse reaction due to ancillary procedures is also considered “rare ™

INFORMED CONSENT FOR INFARED LASER THERAPY

Laser therapy is a safe and cffective therapy that is FDA cleared for the temporary relief of pain and reduction of symproms associated with mild arthritis and
muscle pain, Laser also promoates relaxation of muscle spasms and promotes vasodilation. Adversc cffects from laser therapy are normally rare and
lemporary.

Pain relief from laser therapy may be dramatic and substantial, lasting for hours. days or weeks. However, your results may be minimal or insignificant.
Adverse effects of laser therapy may oceur from muitiple causes including hypersensitivity, pro-existing health conditions, thermal effects, cxcessive

pressure from the probe, and faser over-stimulation. Laser light can damage the retina in your cye. Always wear the laser protective glasses provided.
The most common adverse effects are:

1. Temporary increase in pain during application of laser,

2. Temporary ingrease in pain the following day after faser therapy.
3. Mild bruising from vasoditation or direct pressure of laser tip.

4. Temporary dizziness.

5. Reactions when photosensitizing drugs are used with laser therapy.

Lunderstand the risks of laser therapy and agree to the treament program outfined by my doctor.

Patient Signature;




PATIENT INTRODUCTION CARD

NO. | DATE:

PATIENT’S NAME: PHONE:

STREET ADDRESS: AGE: DATE OF BIRTH:
CITY, ST, ZiP:

NAME OF INSURANCE CO.:

MAJOR COMPLAINT:

WHO REFERRED YOU?

CONSENT TO TREATMENT OF MINOR

THEREBY AUTHORIZE:

DR. RODNEY D. LANGEL

AND WHOMEVER HE MAY DESIGNATE AS ASSISTANTS TO ADMINSTER
EXAMINATIONS AND CHIROPRACTIC CARE AS DEEMED NECESSARY TO:

MINOR PATIENT'S NAME

SIGNATURE OF PARENT OR GUARDIAN

WITNESS



YES NO Submission Forms Required

Patient D%
Patient Summary Lo T ey
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L NPS ot 1,
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. Dele you want THIS H -
subraission to ' 1.
| Troumatie: Poat-aurgicel — 1 T of Suromy »
Unepacited Wiouk relatec i{1) ACL Reconstruction .
Ealiagt Tyoe Repatitve Motor ushice II Relstor CuliLsbrss Rapelr »
Neow 1 your offios Tandoo Rapai
Est'd, naw injury l Sping Fusion .
Est'd, new episods {15} Joirt Rapiscement P
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Racwrent {mullipls episodes of = 3 months}
Chwronic {coninuous durstion > 3 montha) Owear  (Qoeme Back Index [___] LEFS D
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mn—- hawe pein or :
Symptoms began on: ,w a}
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a. e,
1. Brisfly describe your symploms: }J ‘ ' 1—3\
# !" i '1\.\
2. Howr did your symptoms stert’? ‘\

T 888888808882 U Ui

Hu-nbndoyuuw r symphoms? .
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Patient Signeture: X Dus:




Patiemt 1D

OptumHealth.

UnitedHealfh Care Insurance

RPatient Billing Acknowledgement Form
Non-Covered Services™

Under your heaith plan, you are financially responsible for co-payments, co-insurance
and deductibles for covered services, as well as those services that exceed benefit
limits. You are also financially responsible for all non-covered services as defined by
your health plan contract. For axampile, this may includs tems such as supplies,
vitaming, or durable medical equipmeant.

The services or products listed below are not covered according to your health plan.
Your acknowiedgement below indicates that you have been advised of this informalion
ard that you agree to pay for the listed services or products.

** Not for use in New Jersey

P | Services o be provided:
R
O | = Supply T DME
‘{ . Modatities/Procadures L Qther
2 Time frame from through
R | schedule/details
Provider Signature:
P I _ , acknowiedge that | have been told
A Patient Name — Printed or Typed
T | inadvance by my provider that the servicas/products listed above are not
i covered by my Heaith Plan_ | agres 10 pay for these non-coverad gefvices.
k| Patient/Guardian Signature Date
T

Lange! Chiropractic Clinie P.C.
5907 Ashworth Rd.

i wr -~ WestDes Moines, IA 50266 O
Ph. 515-267-1600




Patient ID

UnitedHealth Care Inéurance

Patient Billing Acknowledgement Form
Maintenance/Elective Care™*

Under your heaith plan, you are financially responsibie for co-payments, co-insurance or
deductibles for covered services. You are also financially responsible for all non-covered
services, including care determined to be sleciive or maintenance.

Maintenance/Eleclive care is treatment that does not significantly improve a dinical
condition. YWhile being treated for a chronic condition, you may elect to receive care
beyond that which is determined to be medically necessary. You may also choose to
feceive maintenance care ance maximum benefit from treatment has been reached.

K. during the course of Maintenance/Elective Care, you develop a new condition or a
previous condition becomes significartly worse, care may na longer be considered
Maintenance/Elective and may then be covered by your heaith plan. Your provider must
submit a request for insurance coverage.

** Not for use in New Jarsey
be ; are Ji
P
R | Chiropractic Manipulative Therapy 7 In-Home Care
8 ~ Modglities/Procedures 0
[', Time frame from through
E Schedule/details
Provider Signature:
1 _ , acknowledge that | have been toid
P Patient Name - Printed or Typed .
A | inadvence by nry provider that the servicas/products listed above are not
T | coverad by my Heaith Plan. | agree to pay for these non-covered services.
IIE Patient/Guardian Signature Date
N
T
Langel Chiropractic Clinic P.C.
5907 Ashworth Rd.
West Des Moines, 1A 50266

e aemnnt e P 515-267-1600



	20120126093047
	20120126093054
	20120126093100
	20120126093107
	20120126093114
	20120126093121
	20120126093128

