Lafayette Hilltop Chiropractic Center
23 State Route 15
Lafayette, NJ 07848
973-579-1608

Patient Name Date
Patient Address

City State Zip Code
Home Phone # Work Phone# Cell#
E-mail address Date of Birth
Patient Occupation Social Security#
Patient Employer

Primary Health Insurance Plan

Name of Insured (if other than you)

Relation to Patient Insured DOB:
Secondary Health Insurance

Name of Insured (if other than you)

Relation to Patient Insured DOB:

Do You Currently Have a Health Savings Account?

Referred for Treatment by




Lafayvette Hilltop Chiropractic Center

Patient’s Name: Birth Date Date:

What Is Your Current Complaint:

Date of Onset:

Location: Severity
Where is the problem scale of 1= (B 1D %inﬁ MDST SEVERE

What Caused Your Problem: accident, injury or no specific reason

How Would You Describe Your Pain: circle ail that apply;
Sharp  Soremess Throbbing Tingling Dull  Stiffness
Spasm  Burning Numbness Weakness Ache Shooting

How Often Is It Present:
Constant (81-100%) [ |  Frequent (51-80%) |

Occasional (26-30%) - Intermittent (25% or less) ]

What Makes It Better: circle all that apply
Nothing Walking Standing Sitting Moving/Exercise Lying down Inactivity

What Makes It Worse: circle all that apply
Nothing Walking Standing Sitting Moving/Exercise Lying down Inactivity

Were You Previously Treated For this Condition: Yes No
Ifyes, by whom? MD  Chiropractor Physical Therapist Other

Present Medical Doctors Medications/Vitamins
Have You Ever Been Hospitalized: Have You Ever Had Surgery:
List dates and reasons list dates and type of surgery

Have You ever been involved in a motor vehichie accident: Yes No
Describe how the accident occurred




Family Medical History

Age Diseases If Deceased, Cause of Death
Father

Mother
Siblings

Spouse
Children

Past or Present Symptoms, Conditions, or Habits
Below is a list of symptoms, conditions, or habits. Please check all that apply

Symptom Past Present  Symptom Past Present
NeckPain . O O High Blood Pressure O O 1 Tobacco Use:
Shoulder Pain O O Heart Condition i 0 OPast OPresent OQOccasional
Arm/elbow Pain__ O 0 Respiratory Condition_ [l [0 | OModerate OHeavy
Hand Pain_____ O O Digestive Problem O 0
U s . Alcohol Use:

pper BackPain O N Kidneys/Bladder Problems [ O .
L Back Pai 0 Menstrual Probl 0 0 OPast OPresent [QOccasional

ower Back Pam, ... 0 enstrual Problems . OModerate OHeavy
Upper Leg or Hip Pain 0 0 Breast Soveness/lump il 0
Lower Leg or Knee Pain___ a 0 Sinus Condition,_____ O [J | Caffeine Use: (coffee, tea, soft
Ankle or FootPain___ .. o D Allergies/Asthma | [ 0 } drinks)
JawPain 0 a Cancer ..., d 0 | DPast OPresent [lOccasional
Swelling/stiffness of joints a a| Stroke 0 00 { DModerate  [JHeavy
Headaches . 0 O Excessive weight loss or gain__[ | Pregnancy:
e S — 0 a Skin Condition ... .. O O ¥ gpast 0O Present
Fainting Spells______._ ... 0 O Arthritis W] O
Convulsions 0 O Diabetes t O |} Birth Control Pills: Yes No
General prolonged fatigue 0 0 Prostate, O il
Condition of Uterus/Ovaries [ 0

Comments:

Please shade in the figures below where you have pain, or other symptoms:

I have reviewed the
information contained on
this form with the patient.

Patient Name

Provider Initials

Date




Lafayette Hilltop Chiropractic
23 Route 15
Lafayette, NJ 07848

PATIENT COMMUNICATION CONSENT FORM

IEXT MESSAGE ALERTS

I authorize Lafayette Hilltop Chiropractic Center to send text message appointment reminders to me on my provided cell
phone number. | understand that | may receive account information such as future appointments, office location and other
alerts as described in our text message and/or email message. By accepting these terms, | agree that all individuals
associated with my account may receive alerts referencing the account guarantor and/or dependents. Text message
charges from my cell phone provider may apply.

Account Guarantor's Cell Phone: ( )

Account Guarantor's Email Address:

My signature below indicates that | represent and warrant that | am the person legally responsible for all use of
the account(s), that | am at least 18 years of age, and that | agree to all terms and conditions of use for the text
and email messaging services. | understand that this authorization can only be revoked in writing.

Signature Date

It is important to note that text and email communication is not always secure. Text and email messages can be intercepted and for this reason, we
do not communicate personal health information through this method. Complete terms and conditions can be requested from office staff,




Lafayette Hilltop Chiropractic Center
23 Route 15
Lafayette, NJ 07848

ACKNOWLEDGE OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

By signing below | acknowledge that | have received a copy of Notice of Privacy
Practices.

Signature of patient or personal representative Date

If signed by personal representative, relationship to patient



Lafayette Hilltop Chiropractic Center
23 Route 15
Lafayette, NJ 07848

Informed Consent -- Chiropractic Care
Dr. Mary Jean Negri, R.N., D.C.

Patient's Name:

Date of Care Plan: __/_/__(see attached Care Plan)

Instructions: This document relates to your Informed Consent for care.
Please read carefully before signing.

General. |, the below-signed patient/individuals, have read this document and Care Plan in their entirety and
understand the potential benefits and risks of the Care which you are recommending. | understand that there may be
other forms of care which | may wish or need to seek provided by other health care practitioners. | also understand
that there may be significant risks of not seeking any care for my condition.

I understand that while the Care Plan lists you as the “Rendering Provider," at any moment, other associates or staff
in your office with appropriate scopes of practice and training may need to provide the Recommended Care based on
factors which are not necessarily within anyone’s ability to predict. You have made it clear that every health care
practitioner who is licensed under state law may have different scopes of practice relating diagnoses and treatment
and that the licenses of the primary Rendering Provider are listed below.

I do not expect you to be able to anticipate and explain all risks and complications, or forms of treatment, and | wish
to rely on you to exercise judgment within your scope of practice during the course of the Care Plan which you feel at
the time based upon the facts known. | understand that in rare cases, underlying physical defects, deformities or
pathologies may render me susceptible to injury. It is my responsibility to make known before and throughout the
Care whether | am suffering from any latent pathological defects, ilinesses, or deformities that would otherwise not
come to your attention, as well as any pathological defects, illnesses, or deformities | may be experiencing.

Possible Risks of the Care: Alternatives

Chiropractic manipulation / adjustment. As with any healthcare procedure, | understand that there are certain
complications, which may arise during chiropractic manipulation, and that those complications include: fractures,
disc injuries, dislocations, muscle strain, Horner's syndrome, diaphragmatic paralysis, cervical myelopathy and
costovertebral strains and separations. Some types of manipulation of the neck have been associated with injuries to
the arteries in the neck leading to or contributing to serious complications including stroke. Some patients will feel
some stiffness and soreness following the first few days of treatment. | understand that fractures are rare
occurrences and generally result from some underlying weakness of the bone. | also understand that stroke and
other complications are also generally described as "rare."
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X-Rays. | have been advised that x-rays can be hazardous to an unborn child. To the best of my knowledge. | am
not pregnant.

Other Potential Alternatives. | understand that other treatment options for my condition may include: Self-
administered, over-the-counter analgesics and rest; medical care with prescription drugs such as anti-inflammatories,
muscle relaxants and painkillers; hospitalization with traction; and surgery.

Contraindications to Manipulation / Adjustment. | understand that you will not give me an adjustment /
manipulation, x-rays, modalities, or therapies if you feel that such are contraindicated. In the event that the Care
does not include such procedures, | have discussed all contraindications with you and fully understand them.

Definitions. “You" and “office” refer to any provider who renders care to me at the Location above. “Care” includes
all care outlined in my Care Plan as well as any other care | receive from you in the future, including care related to
other conditions.

Patient's Consent. | have thoroughly discussed and reviewed my recommended Care with you, as well as your
examination, diagnoses, and thoughts regarding my condition, and also all of the information in this Informed
Consent. | have had ample opportunity to explore other potential forms of care, have asked you all of the questions
that | have, and have no additional questions. | voluntarily and knowingly elect to receive the recommended Care.

Patient's Name:

Patient's Signature:

Date of Signature: _

Name of Parent / Guardian / Authorized Representative:

Signature:

Date of Signature: _
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Lafayette Hilltop Chiropractic Center

DISCLOSURE OF INSURANCE PARTICIPATION

STATUS AND FEES

The laws of the State of New Jersey and New Jersey
Department of Health require that a health care
professional inform patients of the health care plans in
which the professional participates in and the facilities
with which the professional is affiliated. In compliance
with these laws, the undersigned patient is hereby
notified, in writing, that:

SECTION ONE: HEALTH PLANS
LAFAYETTE HILLTOP CHIROPRACTIC
PARTICIPATES WITH:

Dr. Mary Jean Negri, R.N., D.C.presently
participates with the following health insurance plans:

NONE

If your health plan is not listed above in this Section
One, your surgeon does not participate with your
health plan. In order to proceed with any health care
services, you, the patient, must complete, sign and
date this form.

SECTION TWO: HOSPITALS LAFAYETTE
HILLTOP CHIROPRACTIC IS
ASSOCIATED WITH:

Dr. Mary Jean Negri, R.N., D.C. presently has
privileges at the following hospitals to perform
surgical procedures:

7 NONE

Please contact your health plan or the hospital at
which you are to receive services to determinethe
participation status of the hospital, other providersand
services the hospital is affiliated with, and associated
cost obligations for you, the patient, prior to booking
your procedure.

SECTION FOUR: LICENSED ASSISTANT
HEALTHCARE STAFF;

The following licensed healthcare professionals may
perform assistant services on you, the patient, based
upon the treatment plan and needs of the patient:

Jessica Stonebridge
23 State Route 15 Lafayette, NJ 07848

Elaine Stephens

23 State Route 15 Lafayette, NJ 07848
Rose Locker

23 State Route 15 Lafayette, NJ 07848
Kimberly Spooner

23 State Route 15 Lafayette, NJ 07848
Christine McCormack

23 State Route 15 Lafayette, NJ 07848

SECTION FIVE: ANESTHESIA, RADIOLOGY,
LABORATORY, PATHOLOGY SERVICES:

The following outside service providers may be
contracted to perform services on the patient based
upon the treatment plan and needs of the patient:

NONE

The patient is hereby notified and understands that
these assistants, anesthesia, radiology, laboratory and/
or pathology services may not participate with any
health insurance plans and may be “out-of-network”
providers subject to the following disclosures. Patient
should inquire with each provider to determine their
participation status and/or contact patient’s health
plan or administrator for further consultation on costs
associated with these services.

cont'd.




DISCLOSURE OF INSURANCE PARTICIPATION « STATUS AND FEES contd.

SECTION SIX: MANDATORY DISCLOSURES &
PATIENT ACKNOWLEDGMENT:

I understand that the chiropractor that | am
seeking healthcare services from is “out of-network”
with anddoes not participate with my health
insurance plan;

®

Patient’s Initials

| understand that the amount or estimated
amount the chiropractor will bill me, the covered
person,or my health plan, for the services is available
upon request;

®

Patient’s [nitials

I may request from the chiropractor an estimated
charge for the services proposed and the Current
Procedural Terminology (CPT) codes associated with
that service, and the surgeon shall disclose to me, the
patient, in writing, the amount or estimated amount
that the surgeon will bill me, the covered person, or
my health plan, for the service and the CPT codes
associated with that service, absent unforeseen
medical circumstances that may arise when the health
care service is provided;

®

2 lunderstand that | will have a financial
responsibility applicable to health care services
provided by an out-of-network professional, that may
be in excess of my in-network copayment, deductible,
or coinsurance, and that | may be responsible for any
costs in excess of those allowed by my health benefits
plan; and

Patient's Initials

=+ I have been advised that | should contact my
health insurance plan or administrator for further
consultation on those costs.

®

Patient's initials

The chiropractor and patient both acknowledge and
agree that receipt or acknowledgement by patient of
these disclosures shall not waive or otherwise affect
any protection under existing statutes or regulations
regarding in-network health benefits plan coverage
available to the patient, under the law.

The chiropractor further acknowledges and agrees
that, if, between the time these disclosures are
made to the patient and the time the health care
service takesplace, the network status of the
surgeon or any of the health care professionals
listed in this disclosure change as it relates to the
patient’s health benefits plan, the chiropractor shall
notify the patient promptly.

SECTION SEVEN: ACKNOWLEDGEMENT OF
RECEIPT OF DISCL.OSURES

I, the undersigned patient, acknowledge receipt of
this disclosure form from my surgeon, and have read
itand understand the contents. | have discussed

my option to obtain treatment with other
chiropractors, health care providers, service
providers, or at alternative health care facilities that
may participate with my health plan and | waive the
right to do so andwish to obtain my treatment with
this chiropractor with full rdeof these disclosures and
potential cost sharingconsequences. | certify that |
am at least 18 years of age, competent, not under
the influence of any drug, alcohol or other substance
that would impair my ability fo understand these
disclosures, am not beingcoerced to sign this
disclosure, and do so upon my own free will,

SECTION EIGHT: ACKNOWLEDGEMENT OF
INSURANCE PAYMENTS MADE DIRECTLY TO
PATIENT

I, the undersigned patient, acknowledge and
understand that if | receive payment (s) from my
insurance company for services performed at
above listed office | will forward that payment with
copies of documentation within seven (7) days.

By

Print Name

Date



