CHIROPRACTIC REGISTRATION

Date ________________

____________________________________
_______________

_______________

Patient Name






Home Phone


Work Phone

______________________________________________
___________________

___________________

Address






Cell Phone


Social Security #

______________________________________________
___________________

___________________

City, State, Zip






Date of Birth


Age

______________________________________________

E-mail Address

Sex:

Male
Female


Marital Status:
M   S   W   D   

No. of Children_______

_________________________
____________________
___________________


Spouse’s Name


Phone Number


Date of Birth (Spouse)

How did you find us ? _________________________________________________________________





Name and Phone Number

______________________________________________
___________________

___________________

Employer






Phone Number


Fax Number

____________________________________
_______________

Address






Occupation

____________________________________

City, State, Zip

____________________________________
_______________

_______________

Insurance Company Name




Relationship to Insured

Insured Date of Birth

____________________________________
_______________

_______________

Address






Policy #


Group #

______________________________________________
___________________

City, State, Zip






Insurance Phone #

In case of emergency, please contact:

______________________________________________
___________________

Name







Phone Number

______________________________________________
___________________

___________________

Primary Care Physician





Phone Number


Date of Last Visit

______________________________________________


Address






Have you ever had chiropractic care before? _________

______________________________________________
If So, Doctor’s Name ___________________________

City, State, Zip


I understand and agree that insurance policies are an agreement between an insurance carrier and myself. Furthermore, I understand that this Doctor’s office will prepare the necessary reports and forms to assist me in making collections from the insurance company and that any amount authorized to be paid directly to the Doctor’s office will be credited to my account upon receipt. However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or terminate my care and treatment against the Doctor’s recommendation, my account balance will be immediately due and payable.

_____________________________________________

_____________________

Patient’s Signature





Date
Drs. Stein and Lerman, P.A. HIPAA Requirements:

Drs. Stein and Lerman, P.A.:

(a) Is required by Federal law to maintain the privacy of your private health information (PHI) and to provide you with this Privacy Notice detailing the Practice’s legal duties and privacy practices with respect to your PHI.

(b) Under the Privacy Rule, may be required by State law to grant grater access or maintain greater restrictions on the use of release of your PHI that that which is provided for under Federal law. 

(c) Is required to abide by the terms of this Privacy Notice. 

(d) Reserves the right to change the terms of this Privacy Notice and to make the new Privacy Notice provisions effective for all of your PHI that it maintains.

(e) Will distribute any revised Privacy Notice to you prior to implementation.

(f) Will not retaliate against you for filing a complaint. 

This notice is in effect as of 4/15/03.

By subscribing my name below, I acknowledge receipt of a copy of this Notice, and my understanding and my agreement to its terms. 

____________________________________

Patient Signature
____________________________________

Date
Drs. Stein and Lerman, P.A.

90 Painters Mill Road, Suite 131

Owings Mills, MD 21117



INSURANCE ASSIGNMENT POLICY STATEMENT

As a patient you must understand and agree to the following:

1. That you are considered a cash patient until you bring in 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 your deductible 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 for taking an active part in the recovery of your claim and that after 90 days you will be responsible for payment in full on 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.

7. That for sanitary purposes, electrode pads, necessary for electrical muscle stimulation treatment, are given to each patient. I agree to pay a one time fee of $15 at the time of service.

I, ___________________________, hereby acknowledge full responsibility for

my deductible in the amount of $________. I understand my health insurance carrier will pay _______ % after my deductible has been satisfied. I will be responsible for $_______co-pay each visit. Payment is due at the time of service.

This insurance assignment policy must be followed and we ask that you sign this 

form as acknowledgment that our policy and your benefits were explained to you, that you understand it and that you accept full responsibility.

Date: 

_______________________________

Print Name:
_______________________________

Signature:
_______________________________     Witness: ___________________

Drs. Stein and Lerman, P.A.

90 Painters Mill Road, Suite 131

Owings Mills, MD 21117

Print Name:
__________________________________________________________________​​​​​___________
Tx Frequency:  1   2   3   4

Signature:
_____________________________________________________________________________

New Patient Office Visit


Physical Therapy


                X-Ray Continued

___ 99201 Eval 10 min


___ 97010 Cryotherapy


___ 73510 Hip-Unilateral 2+ views

___ 99202 Eval 20 min​


___ 97014 Electric Stimulation

___ 73550 Femur- 2 views

___ 99203 Eval 30 min


___ 97035 Ultrasound


___ 73560 Knee- 1 to 2 views

___ 99204 Eval 45 min


___ 97110 Therapeutic Exercises

___ 73564 Knee- Complete 

___ 97001 P.T. Eval


​​___ 97018 Paraffin Bath Therapy

___ 73590 Tibia/Fibula- 2 views






___ 97140 Manual Therapy

                ___ 73610 Ankle- 3+ views

Estab Patient Office Visit

                ___ 97799 Physical Rehab


___ 73620 Foot- 2 views
___ 99211 Eval 5   min






                ___ 73660 Toes- 2+ views

___ 99212 Eval 10 min


X-Ray

___ 99213 Eval 15 min


___ 72052 Cervical-Davis


Durable Medical Equipment
___ 99214 Eval 25 min


___ 72050 Cervical- 4+ views

___ E0190 Cervical Pillow






                ___ 72020 Cervical- Single view

___ L1902 Ankle Brace 

Consultations



___ 72100 Lumbar- 2 to 3 views

___ L1800 Knee Brace
___ 99241 Consult 15 min


___ 72110 Lumbar- 4+ views 

___ E0230 Cold Pack

___ 99242 Consult 30 min


___ 72114 Lumbar- Complete

___ A4556 Electrodes

___ 99243 Consult 40 min

                ___ 72070 Thoracic-2 views

                ___ 99070 Exercise Ball






___ 73030 Shoulder- 2 views

                ___ L3020 Orthotics-Left

Chiropractic



___ 73070 Elbow- 2 views


​​​​___ L3020 Orthotics-Right


___ 98940 CMT 1-2 regions


___ 73080 Elbow- 3 views


___ 97504 Orthotics Fitting
___ 98941 CMT 3-4 regions


___ 73110 Wrist- 3+ views

                ___ 99002 Mailing Orthotics

___ 98942 CMT 5 Regions
              

___ 73120 Hand- 2 views


___ L3700 Elbow Brace

___ 98943 CMT Extraspinal


​​​___ 73130 Hand- 3+ views 

                ___ L3908 Wrist Brace






___ 73140 Fingers- 2+ views




                


___ 73520 Hip- Bilateral, 2+ views

___ Add’l CPT/ DX: ______________

File #: ________________________________
Payment: ______________________________  Date: ___________________________

Cervical DX



Sacral/Coccyx DX



Ankle/Foot DX

​___ 847.0  Cervical sprain/strain

___ 720.2 Sacroiliitis


___ 845.00 Ankle Sprain/Strain 


​​​___ 722.0  Cervical Displacement

___ 847.4 Coccyx Sprain/Strain

___ 825.21 Ankle Fracture

___ 723.4  Cervical Radiculitis

___ 847.3 Sacrum Sprain


___ 719.47 Ankle Joint Pain

___ 739.1  Cervical Segmental Dysfunction
___ 724.6 Sacrum Disorder 


___ 845.10 Foot Sprain

___ 722.4  Cervical Disc Degeneration






___ 728.71 Plantar Fascial Firbromatosis

___722.91 Cervical Disc Disorder

Chest/Abdominal/Rib DX


___ 845.13 Toe Sprain/ Strain 
___721.1   Cervical Spondylosis with myelo
___ 789.00 Abdominal Pain

___ 807.00 Rib Fracture 


Wrist/Hand DX

Headache DX 



___ 848.3   Rib Sprain/Strain


___ 842.02  Wrist Sprain/Strain
___ 307.81 Tension Headache

___ 922.1 Chest Contusion


___ 354.0    Carpal Tunnel Syndrome
___ 850.9   Cerebral Concussion






___ 842.13  Finger Sprain/Strain
___ 851.8   Cerebral Contusion 

Hip DX




___  834.02 Interphalangeal Dislocation

___ 346.9   Migraine Headache

__​_ 719.85 Hip Joint Dysfunction

___ 719.44  Hand Joint Pain






___ 843.9 Hip Sprain/Strain


​​​







___ 727.09 Hip Tenosynovitis








___ 848.5 Pelvis Sprain/Strain 



Thoracic DX



Shoulder DX



Leg/Knee/Toe DX:

___ 847.1 Thoracic Sprain/Strain

___ 840.9   Shoulder Sprain/Strain

___ 924.11 Knee Contusion

___ 739.2 Thoracic Segmental Dysfunction
___ 726.0   Adhesive Capulitis

___ 844      Knee Sprain/Strain

___ 848.3 Rib Sprain/Strain


___ 726.10 Shoulder Tendonitis

___ 844.9   Knee/Leg Sprain/Strain


___ 724.1 Pain in Thoracic Spine

___ 840.4   Rotator Cuff Sprain/Strain

___ 729.5   Lower Extremity Pain


___ 353.0 Thoracic Outlet Syndrome

___ 826.1   Rotator Cuff Syndrome

___ 719.56 Lower Leg Joint Stiffness 






___ 726.2   Shoulder Impingement 

___ 719.46 Lower Leg Joint Pain






___ 719.41 Shoulder Joint Pain

___ 845.13 Toe Sprain/Strain

Lumbar DX



___ 719.51 Shoulder Joint Stiffness
___ 847.2   Lumbar Sprain/Strain






Miscellaneous:
___ 739.3   Lumbar Segmental Dysfunction
Elbow Dx



___ 848.1   Jaw Sprain

___ 724.4   Lumbar Radiculitis

___ 841.9   Elbow Sprain/Strain

___ 728.85 Muscle Spasm

___ 722.2   Lumbar Disc Herniation

___ 726.32 Elbow Lateral Epicondylitis
___ 729.1   Myofascial Pain Syndrome

___ 724.8   Facet Syndrome







___ V57.9   Rehabilitation

___ 722.83 Lumbar Postlaminectomy Syndrome





___ 526.4   TMJ Disorder

___ 722.10 Lumbar Disc Displacement








___ 756.12 Spondylolisthesis 

___ 724.02 Lumbar Stenosis

PATIENT’S HEALTH HISTORY

Name: ________________________________________________

Date:____________________________

Reason for Visit _____________       ____________      __    Date your symptoms began: _​​​​​_                        ___________

What treatment have you already received for your present condition? (Circle one)          Medication            Surgery 

Physical Therapy           Chiropractic Care          None       Other ______________________________________________

Name of other Doctor(s) who have treated you for you present condition _______________________________________

Describe the details of the accident and injuries sustained ___________________________________________________

What makes your pain worse? _______________________What makes your pain better? _______________________

Describe your pain (i.e. dull, achy, sharp, etc.) ____________________________________________________________

On a scale of 1- 10, with 10 being the most severe, what would you rate your pain?  ________

Does your pain radiate into your arms or legs?  Y  /  N   If yes, please describe. _________                                ________     

Injuries/Surgeries you have had


Description




        Date


Falls

_________________________________________________
__________________________


Broken Bones
_________________________________________________
__________________________


Dislocations
_________________________________________________
__________________________


Head Injuries
_________________________________________________
__________________________


Surgeries
_________________________________________________
__________________________

EXERCISE (Circle One)
    WORK ACTIVITY
(Circle One)  


   HABITS

None


                 Sitting


          Smoking       Packs/Day
_____________

Moderate


    Standing


          Alcohol        Drinks/Week_____________

Daily


                 Light Labor

            
          Caffeine       Cups/Day
_____________

Heavy


                 Heavy Labor

                       High Stress   Reason
_____________


MEDICATIONS

     ALLERGIES


VITAMINS/SUPPLEMENTS

_____________________
     _______________________
_______________________

_____________________
     _______________________
_______________________

_____________________
     _______________________
_______________________

[image: image1.jpg]) ==




Circle the area(s) where you have pain.
