Family Chiropractic & Wellness
56 Clifton Country Rd #205
Clifton Park, NY 12065
Tel: 518-357-3262
Dr.Terry Dhanjal-Garcha

COVID -19 Screening Tool

1. Have you experienced any respiratory symptoms in the last 48
houts

o Fever
o Sore Throat
o New cough
o New Shortness of Breath
o N/A
2. Have you travelled internationally where a case of COVID-19 has
been confirmed or a cruise ship in the last 14 days
o Yes
o No
3. Have you worked in another health care setting and been in
contact with someone with COVID-19
o Yes
o No
o)
.If YES to any question 1-3, do not permit the individual to enter.

4. Current temperature: . If temperature is >_100.0 F, do
not allow the individual to enter.

5. Did you wash your hands or used alcohol-based hand rub (ABHR)
upon entry
o Yes _
o No (do so immediately)

Name: Date:




Who is responsible for this account?
SS/HIC/Patient 1D # Relationship to Patient
< Patient Name Insurance Co.
Last Name
Group #
First N i iti . 5 .
rstame Motz ot Is patient covered by additional insurance? [JYes []No
Subscriber's Name
Birthdate SS#
Zip
Relationship to Patient
Insurance Co.
Fry Sex (1M [F Age
Group #
. Birthdate ASSIGNMENT AND RELEASE
- [ Married Fliidowed [ Single [ Minor I certify that I, and/or my dependeni(s), have insurance coverage with
and assign directly to
S [[] Separated [] Divorced [ Partnered for years Name of Insurance Company(ies) . Y
Occupation Dr. all insurance benefits,
=i ] = if any, otherwise payable to me for services rendered. | understand that | am
L= 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
s 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
i g | 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
__ PHONE NUMBERS
Home Phone ( ) Is condition due to an accident? [] Yes [] No
Cell Phone ( ) Date
s~ 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? _
[J Auto Insurance [] Employer []Worker Comp. []Other
Relationship . .
Atitorney Name (if applicable)
Home Phone ( )
— Work Phone ( )
PATIENT CONDITION
Reason for Visit
When did your symptoms appear? g
Is this condition getting progressively worse? [1Yes [JNo [ Unknown
- 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 [J Dull [JThrobbing [ Numbness []Aching [ Shooting
[JBurning [ Tingling [] Cramps [] Stiffness [J Swelling [] Other
r gi 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

[1'Physical Therapy

[] Chiropractic Services ] None [ Other

Name and address of other doctor(s) who have treated you for your condition

Falls

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 [[dYes [[INo Chicken Pox [dYes [[1No Liver Disease [OYes [JNo Rheumatoid Arthritis [JYes [ No
Alcoholism [OYes [JNo Diabetes [OYes [[1No Measles [JYes [[1No Rheumatic Fever []Yes []No
Allergy Shots [dYes [INo Emphysema [dYes [JNo Migraine Headaches [JYes []No Scarlet Fever [JYes [No
Anemmia [dYes [JNo Epilepsy [dYes [[JNo Miscarriage [OYes [INo Stroke CYes [INo
Anorexia’ [OYes [JNo Fractures [OYes [1No Mononucleosis [dYes [[1No Suicide Attempt [dYes []No
Appendicitis [[JYes [JNo Glaucoma [OYes [1No Muttiple Sclerosis [JYes [INo Thyroid Problems [JYes []No
Arthritis [OYes [INo .Goiter [OYes [INo Mumps [OYes [1No Tonsillitis [OYes [1No
Asthma [OYes [INo Gonorrthea [dYes [JNo Osteoporosis OYes [[1No Tuberculosis [dYes [INo ~
Bleeding Disorders [JYes [JNo Gout [OYes [JNo Pacemaker [OYes [1No Tumors, Growths [1Yes []No
Breast Lump [dYes [[JNo Heart Disease [OYes [ONo Parkinson’s Disease [[1Yes [ 1No Typhoid Fever [Yes [1No
Bronchitis [OYes [JNo Hepatitis [dYes [[JNo Pinched Nerve [(JYes []No Ulcers [OYes [ONo
Bulimia [JYes [[JNo Hernia [OYes [[INo Pneumonia [IYes [JNo Vaginal Infections [JYes [ Né

* Cancer [Yes [[JNo Herniated Disk [OYes [INo Polio [JYes [JNo Venereal Disease []Yes []No
Cataracts [CJYes [INo Herpes [OYes [INo Prostate Problem [JYes [1No Whooping Cough [JYes [No
Chemical High Cholesterol ~ [JYes [1No  Prosthesis [OYes [JNo Other

’ Dependency [OYes [[JNo Kidney Disease [[1Yes [INo  Psychiatric Care [JYes [No

EXERCISE WORK ACTIVITY HABITS

[1 None [] Sitting [[] Smoking Packs/Day

[] Moderate [] Standing [] Alcohol Drinks/Week

[] Daily [ Light Labor [] Coffee/Caffeine Drinks Cups/Day

[ Heavy 1 Heavy Labor [] High Stress Level Reason

Are you pregnant? []Yes []No Due Date

Injuries/Surgeries you have had Description Date

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDICATIONS ALLERGIES

_VITAMINS /HERBS/MINERALS

Pharmacy Name

Pharmacy Phone ( )




FAMILY CHIROPRACTIC & WELLNESS
FINANCIAL POLICY

Our recommendations are based on a desire to see you get well and stay well. Ch]:IQpra-ctic carc is ‘
covered under many insurance plans. Most of our patients that have health or accident insurance will
fall under one of the plans discussed in this policy. Regardless of your coverage, we wzll. suggest the
chiropractic care we think you need. We ask that you read and understand our policy as it applies to
your particular situation. '

PATIENTS WITHOUT INSURANCE

We request that 100% of the first visit be paid at the time of the visit. On other visits, payment may be

made at the end of the week if you sign a credit guarantee form. We are happy to accept your check,
Master Card or Visa. '

GROUP OR INDIVIDUAL INSURANCE

Your insurance is an agreement between you and your insurance company. not between your insurance
company and our office. When possible, we will call to verify benefits on your insurance. However, the
benefits quoted to us by your insurance company are not a guarantee of payment. Payment will be due
by you at the time of service for any non covered services, deductibles or co-pays.

“ON THE JOB” INJURY (Worker’s Compensation)

If you are injured on the job, your care should be paid for under your employer’s Worker’s
Compensation insurance. You will need to inform your employer of the accident and obtain the name
and address of the carrier of their insurance. If your employer does not provide us with this information,

if a settlement has not been made within 3 months, or if you suspend or terminate care, any fees and
services are due immediately.

- PERSONAL INJURY OR AUTOMOBILE ACCIDENTS

Please notify your auto insurance carrier of your visit to our office immediately. Notify our insurance
department immediately if an attorney is representing you. Although you are ultimately responsible for
your bill, we will wait for settlement of your claim for up to six months after your care is initiated. Once
the claim is settled or if you suspend or terminate care, any fees for services are due by you
immediately. :

MEDICARE We do not accept Medicare Insurance. All other services we provide are NON-
COVERED. These services include, electric muscle stimulation, hot/cold therapy, rehabilitation, trigger

point therapy, cold laser therapy and/or nutritional supplements. Medicare patients are fully responsible
for charges of non-covered services. '

INSURANCE FORMS/PAYMENT

I have read and understand the payment policy of Family Chiropractic. I understand that my insurance
is an arrangement between myself and my insurance company, NOT between Family Chiropractic and
my insurance company. I request that Family Chiropractic prepare the customary forms at no charge so .
that I may obtain insurance benefits. I also understand that if my insurance does not respond within 60
days, or if I suspend or terminate my schedule of care as prescribed by the doctors at Family
Chiropractic that fees will be due and payable immediately. :

Patient’s signature (or guardian if patient is a minor) Date Witness Date



MISSED APPOINTMENT PQLICY

We want to thank you for choosing us as your Chll"opractlc health prowder In order to provide you and
our other patients with the best optimal spinal care, we request that you follow our guidelinés regarding
broken and/or cancelled appointments. Please remember that we have reserved appointment times
especially for you.

Therefore, we request at Jeast 24 hours’ notice in order to reschedule your appointment. This will
enable us to offer your cancelled time to other patients that desire to get their treatment completed.
When you cancel your appointment at the last minute, everyone loses — you, the docter and other
patients that would like to have utilized your appointment time.

Our office does charge for broken or-cancelled appointments; please realize how important it is to keep
your reserved time. A charge of $40.00 will be your responsibility and charged to you. Thank you
for your cooperation of our policies.

Signature . ' : Déte

e e T— T —————

| give Family Chiropractic-authorization for appointment reminders via cell text,
emails and other office communications i.e. educatlonal seminars, office closure,
specials & promotions. :

Signature: : ¢ Date:

Even if you are over the age of 18, if you are not the policy holder for your insurance, the policy holder
(parent, spouse, etc.) will also be responsible for any unpaid balances on your account should you fail to
make payments. This means that if under extreme circumstances-your account with us needs to be sent
to a collections agency, you as the patient and the policy holder will be equally responsible for paying
the amount due. Having an account sent to collections will also result in extra fees belng charged and a

e negatlve lmpact to your credit score. ; & :

A

. Signature: . ' ' - Date:




Informed Consent tq Care

" You are the decision maker for your health care. Part of our role is to provide you with information to assist you in

making informed choices. This process is often referred to as “informed conse_nt” and involves your unde.rstanding
and agreement regarding the care we recommend, the benefits and risks associated with the care, alternatives, and
the potential effect on your health if you choose not to receive the care. g

We may conduct some diagnostic or examination procedures, if indicated. Any examinations or tests conducted will
be carefully performed, but may be uncomfortable. :

Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional supportive
procedures or recommendations as well. When providing an adjustment, we use our hands or an instrument to
reposition anatomical structures, such as vertebrae. Potential benefits of an adjustment include restoring normal joint
motion, reducing swelling and inflammation in a joint, reducing pain in the joint, and improving neurological functioniﬁg
and overall well-being.

It is important that you understand, as with all health care approaches, results are not guaranteed, and there is no
promise fo cure. As with all types of health care interventions, there are some risks to care, including, but not limited
to: muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement of symptoms, burns
and/or scarring from electrical stimulation and from hot or cold therapies, including, but not limited to, hot packs and
ice, fractures (broken bones), disc injuries, strokes, dislocations, strains, and sprains. With respect to strokes, there
is a rare but serious condition known as an arterial dissection that involves an abnormal change in the wall of an artery
that may cause the development of a thrombus (clot) with the potential to lead to a stroke. This occurs in 3-4 of every
100,000 people, whether they are receiving health care or not. Patients who experience this condition often, but not
always, present to their medical doctor or chiropractor with neck pain and headache. Unfortunately, a percentage of
these patients will experience a stroke. As chiropractic can involve manually and/or mechanically adjusting the
cervical spine, it has been reported that chiropractic care may be a risk for developing this type of stroke. The
association with stroke is exceedingly rare and is estimated to be related in one in one million to one in two million
cervical adjustments.

Itis also important that you understand there are treatment options available for your condition other than chiropractic
procedures. Likely, you have tried many of these approaches already. These options may include, but are not limited
to: self-administered care, over-the-counter pain relievers, physical measures and rest, medical care with prescription
drugs, physical therapy, bracing, injections, and surgery. Lastly, you have the right to a second opinion and to secure
other opinions about your circumstances and health care as you see fit.

I have read, or have had read to me, the above consent. | appreciate that it is not possible to consider every possible
complication to care. | have also had an opportunity to ask questions about its content, and by signing below, | agree
with the current or future recommendation to receive chiropractic care as is deemed appropriate for my circumstance.
| intend this consent to cover the entire course of care from all providers in this office for my present condition and for
any future condiition(s) for which | seek chiropractic care from this office.

Patient Name: Signature: Date:
Parent 6r Guardian: Signature: Date:
Witness Name: Signature: Date:

ALso SIGN tHE ARBITRATION AGREEMENT oNn REVERSE sibe
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