CHIROPRACTIC REGISTRATION AND HISTORY
PATIENT INFORMATION | 2 INSURANCE INFORMATION |

Date Who is responsible for this account?

SS/HIC/Patient ID # Relationship to Patient

Patient Name Insurance Co.

Last Name
Group #
First N ' itial - it i
it sl ls patient covered by additional insurance? || Yes No

Address
Subscriber's Name

E-malil
Birthdate SS#

City
Relationship to Patient

State Zip
Insurance Co.

Sex M F Age
Group #

Birthdate
ASSIGNMENT AND RELEASE

Married Widowed Single Minor | certify that |, and/or my dependent(s), have insurance coverage with
Separated Divorced Partnered for years and assign directly to

Name of Insurance Company(ies)

Patient Employer/School

Dr. all insurance benefits, if
any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.

Occupation

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#
Spouse’s Employer Please print name of Patient, Parent, Guardian or Personal Representative
Whom may we thank for referring you? PR |
Date Relationship to Patient
PHONE NUMBERS \ ACCIDENT INFORMATION
Cell Phone ( ) Home Phone ( ) Is condition due to an accident? [_| Yes | | No Date
Best time and place to reach you Type of accident [ ] Auto [ |Work [ |[Home [ |Other

IN CASE OF EMERGENCY, CONTACT To whom have you made a report of your accident?

Auto Insurance Employer [_]Worker Comp. [_]Other

Name Relationship

Home Phone ( ) Work Phone ( ) Attorney Name (if applicable)

e EREES e T

PATIENT CONDITION

Reason for Visit

When did your symptoms appear?
ls this condition getting progressively worse? [ | Yes No 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 Dull Throbbing Numbness Aching Shooting
Burning Tingling 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 [_| Work Sleep Daily Routine Recreation

Activities or movements that are painful to perform [_] Sitting Standing Walking Bending Lying Down
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What treatment have you already received for your condition? [_| Medications surgery Physical Therapy
Chiropractic Services 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 Yes No Diabetes Yes No Liver Disease Yes No Rheumatic Fever Yes No
Alcoholism Yes No Emphysema Yes No Measles Yes No  Scarlet Fever Yes No
Allergy Shots Yes No  Epilepsy Yes No  Migraine Headaches | | Yes No  Sexually
Anemia Yes No  Fractures Yes No  Miscarriage Yes No Eg;@;ﬁe‘j Vae No
Anorexia Yes No Glaucoma Yes No Mononucleosis Yes No Stroke VAn No
Appendicitis Yes No  Goiter Yes No  Multiple Sclerosis Yes No Suicide Attempt Voo No
Arthritis Yes No  Gonorrhea Yes No Mumps Yes No Thyroid Problems Vas No
Asthma Yes No Gout Yes No  Osteoporosis Yes NoO Tonsillitis Yes No
Bleeding Disorders Yes No  Heart Disease Yes No Pacemaker Yes N T ara e o No
Breast Lump Yes No  Hepatitis Yes No  Parkinson’s Disease | ] Yes No Tumors. Growths Yas NG
| Bronchitis Yes No Hernia Yes No Pinched Nerve Yes No Typhoid Fever Vas No
Bulimia Yes No Herniated Disk Yes No Pneumonia Yes No Hicis Vo No
l Cancer Yes No Herpes Yes No Polio Yes No Vaginal Infections Ves No
Cataracts Yes No High Blood Prostate Problem Yes No
Chemical Bl Jes A Prosthesis Yes No sl sl o 2
Dependency Yes []No High Cholesterol Yes [ No RevenialG Caks R TTTRG Other
Chicken Pox Yes No Kidney Disease Yes No B aimatolid Ahrie T Yas No
- ]
EXERCISE WORK ACTIVITY | HABITS
None Sitting Smoking Packs/Day
Moderate Standing 1 Alcohol Drinks/Week
Daily Light Labor ‘ Coffee/Caffeine Drinks Cups/Day
Heavy Heavy Labor High Stress Level Reason
Are you pregnant? Yes No 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 ( )




Informed Consent to Care

You are the decision maker for your health care. Part of our role is {o provide you with information to assist you
in making informed choices. This process is ofien referred {o as "informed consent” and involves your
understanding 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 {o receive the care.

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 adjusiment include
restoring normal joint motion, reducing swelling and inflammation in a joint, reducing pain in the joint, and
improving neurological functioning and overall well-being.

it is important that you understand, as with all health care approaches, results are not guaranieed, and there is
no promise io 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 not or cold therapies, including but not
limited to hot packs and ice, fractures (broken bones), disc injuries, dislocations, strains, and sprains. In
addition, the literature recognizes an association between strokes and chiropractic manipulation of the cervical
spine. With respect io sirokes, there is a rare but serious condition known as an "arterial dissection” that
typically is caused by a tear in the inner layer of the artery that may cause the development of a thrombus
(clot) with the potential to lead to a stroke. The best available scientific evidence supporis the understanding
that chiropractic adjusiment does not cause a dissection in a normal, healthy ariery. Disease processes,
genetic disorders, medications, and vessel abnormalities may cause an artery io be more suscepiible {0
dissection. Strokes caused by arierial dissections have been assaciated with over 72 everyday aciivities such

as sneezing, driving, and playing tennis.

Carotid and vertebral artery dissections are rare, with an annual incidence of 2.5 — 4 of every 100,000 people
whether they are receiving health care or not. Patienis who experience this condition often, but not always,
present to their medical doctor or chiropractor with neck pain and headache. Unfortunately, a percentage o1
these patients will experience a stroke.

The reported association between visits to a chiropractor or a primary care physician and stroke is exceedingly
rare and is estimated to be related in one in one million 10 one in two million visiis.

it is 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.

| 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 condition(s) for which | seek chiropractic care irom this office.

Patient Name: _ q Signhature: Date:

Parent or Guardian: . Sighature:_ | Date:

Withess Name: | Signature: Date:




Rumley Family Chiropractic P.A.
2221 Lee Road, Suite 20
Winter Park, FL 32789
Phone: (407) 277-0046
Fax: (407) 951-5732

Rumley Family Chiropractic P.A.

Tax ID: 46-532-2968

Assignment of Benefits and Direction to Pay Benefits Owed Rumley Family Chiropractic P.A. 2221 Lee Rd. Suite 20 Winter Park FL, 32789.

I, the undersigned insured or beneficiary of an insurance policy, irrevocably assign to Rumley Family Chiropractic P.A. on file sign the Div. of
Corporations, hereafter ("Provider") whatever rights I have under any policy of insurance and under Florida law, including, without limitation, any
and all claims for attorney's fees, costs, interest and/or damages pursuant to Florida Status 624.155. This Assignment of Benefits (AOB) includes an
assignment of any potential claim for common law or statutory bad faith. If the Insurer disputes the validity of this AOB, then the insurer is

instructed to notify the provider in writing within 10 days of receipt of this document. Failure to do so shall result in the provider relying on this AOB
for direct payment and could constitute a waiver by the insurer to contest the validity of this document. I do hereby confirm that this AOB

irrevocable and instruct any insurance company or other collateral source for which I am entitled to benefits to pay for monies owed as a result of
medical services rendered by (Provider) to promptly make payment in the name of directly to (Provider) or its chosen billing services.

Pursuant to this AOB, (Provider) is authorized to file suit on my behalf against any insurance company that reduces of denies benefits for medical
services rendered to me and to collect any damages awarded or settlement monies for services rendered, plus interest, costs, reasonable attorney's fees
and a contingency fee multiplier. I understand that in any such lawsuit, my name or other identifying information will need to be included in and/or
portion of my medical file attached to pleadings and/or formal discovery. I waive any confidentiality of my records and/or information but only to the
extent necessary to prosecute a claim for unpaid or owed medical expenses against the insurance company or any other responsible party.

I acknowledge the (provider) objects to any reductions or partial payments by the Insurer. Any partial or reduced payment, regardless of the
accompanying language, issued the Insurer and deposited by (provider) shall be done under protest, at the right of the insurer, and the deposit shall
not be deemed a waiver, accord, satisfaction, discharge, settlement or agreement by the provider to accept a reduced amount as payment in full.
(Provider) reserves the right to see the full amount of the bill submitted from the insurance company (ies) or me. Accordingly the insurer is hereby
instructed to set aside (escrow) any all reduced or denied benefit payments for medical rendered by this provider and not pay the disputed amount to

anyone until the dispute is resolved.

[ further instruct my insurance company to cooperate with the above-captioned (Provider) in resolving all medical billing disputed. Cooperation
includes, but is not limited to, providing any and all declaration pages, PIP logs, payout ledgers, explanations of benefits, copies of checks, and any
and all other documents or information to { Provider) or its attorneys, employees, or other representatives acting on behalf of (Provider). If the
insurer schedules a defense examination, examination under oath (EUQO) or Independent Medical Examination (IME) of the patient, the insurer 18

hereby instructed to send a copy of said notification to this provider and the provider's attorneys. The provider and/or the provider’s attorneys are
authorized to appear at any patient EUO or IME set by the insurer. THIS ASSIGNMENT OF BENEFITS DOES NOT ASSIGN ANY RIGHTS OR

OBLIGATIONS UNDER THE POLICY OF INSURANCE TO SUBMIT TO A EUO OR RECORDED STATEMENT. I further direct and
authorize you to speak to an attorney, employee or any other representative of (Provider) or anyone acting on behalf over the phone and provide
them with any and all information you may have or documentation not previously listed above that they may request.

I, as the patient, agree to remain personally liable for the amounts billed by (Provider) regardless of the amount paid by the insurance company,

unless ordered by court of law. I fully understand that said health care services were provided to me in consideration for an unconditional promise to
pay and for me providing this instruction to my insurance company. I, as a patient, further agree to be liable for reasonable attorney's fees and costs
insured in collecting any delinquent accounts or unpaid balances. By executing this document, I am placing my insurance company (ies) on notice that
the claims for medical treatment rendered by (Provider) are related to my accident (or covered conditions) and should be paid directly to (Provider)
pursuant to this assignment of benefits and Florida law. Any delay in paying benefits owed under the insurance policy could adversely a fect me.

BY EXECUTING THIS DOCUMENT, I AM PLACING MY INSURANCE COMPANY ON NOTICE THAT THIS IS A DIRECT ASSIGNMENT
OF BENEFITS PURSUANT TO FLORIDA LAW, AS THE INSURED OR BENEFICIARY OR SAID INSURANCE POLICY, I AM
IRREVOCABLY ASSIGNING WHATEVER RIGHTS I HAVE UNDER MY POLICY OR INSURANCE (LESS THE DUTY TO ATTEND ANY
EUO) AND UNDER FLORIDA LAW TO THIS HEALTH CARE PROVIDER. A photocopy of this assignment shall be considered as aflective and

valid as the original.

Print Name Date of Birth Patient/Guarantor Sgnature

Date



Rumley Family Chiropractic P.A.
2221 Lee Rd. Suite 20
Winter Park, FL 32789
Phone: (407)277-0046

Fax: (47)951-5732

AUTHORIZATION TO RECEIVE MEDICAL RECORD INFORMATION

Rumley Family Chiropractic P.A. is hereby authorized to request the release of any medical
records, laboratory test results, and radiographic or diagnostic imaging results pertinent to the
health care of the above named patient from, but not inclusive of, any insurance carrier,
adjustor, attorney, or other health care provider.

AUTHORIZATION TO RELEASE MEDICAL RECORD INFORMATION

Rumley Family Chiropractic P.A. is also authorized to release any medical records pertinent to
the health care of the above-named patient to, but not inclusive of, any insurance carrier,
adjustor, attorney, health care provider or immediate family member upon receipt of the
signature of the above-named patient or the signature of the patient’s legal guardian. This
authorization is given with full knowledge that such disclosure may contain information of a
confidential nature and may result in a denial of insurance coverage (in the event that claims

are submitted to an insurance company on your behalf) for services rendered by said Rumley
Family Chiropractic P.A.

Patient Name: Date of Birth:

Signature of Patient or parent/legal guardian:




Rumley Family Chiropractic P.A.
2221 Lee road suite 20
Orlando FL 32789

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

| acknowledge that | was provided a copy of the Notice of Privacy Practices and that | have read
them or declined the opportunity to read them and understand the Notice of Privacy Practices.
| understand that this form will be placed in my patient chart and maintained for six years.

By checking the lines below, | authorize being contacted for practice reminder by:

Email : at email address:

By text message : Cell phone provider ;

By checking the line below, | authorize the doctor to personally discuss with me products that
may benefit my health or condition.

By checking the line below, | authorize the release of my medical records to my personal email,
should | request a copy of them following my treatment.

THIS FORM WILL BE PLACED IN THE PATIENT'S CHART AND MAINTAINED FOR SIX YEARS.

List below the names and relationships of people to whom you authorize the Practice to release
PHI.

Patient/Guardian Name {(Please Print) Date

Signature of PétienthuardiaﬁlLegal Repfesentétive



Rumiey Family Chiropraciic
2221 Lee road suite 20
Winter Park, FL 32788

= YOU HAVE HEALTH INSURANCE COVERAGE:

As a courtesy to you, our office will attempt to pre-verify your primary insurance coverage for
your Chiropractic care. Coverage information is obtained from your insurance company using
information provided by you prior to your initial visit. We must emphasize that as medical
providers, our relationship is with you, not your insurance company. Please be advised that the
information provided by vour insurance company is not a guarantee of payment, only an
estimate of what might be covered under your policy at the time of inquiry.

By signing below you confirm vou understand that:

> it is your responsibility to inform us of any changes io your insurance policy so that your
coverage can be re-verified.

o Not all services are a covered benefit with all insurance plans.

olt Is your responsibility to be aware of what service (s) is being provided to you and if it is a
covered benefit under your insurance.

° You are responsible for any non-covered charges not payable by your insurance policy.
»We will send all required claim forms and documentation to ensure your claims are processed
in a timely manner:

> Final determination of benefits available is determined when the claim is sent to your
insurance company and we receive an explanation of benefits from them.

> After all co-pays, coniracted plan reductions and insurance payment credits are applied io
Your account, any remaining portion will be your responsibility.

We realize that temporary financial problems may affect timely payment of your account. If
such problems do arise, we urge you to contact us promptly for assistance in the management
of your account. If vou have any questions about the above information, please do not hesitate
to ask us. WE ARE HERE TO HELP YOU.

By signing below, you have read and understand the above Financial Policy and agree io meet
all financial obligations.

Frinted Name Signalure of FPatient/Legal Guardian Date
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A No-Show Fee of $50 will be billed
to you if you do not give at least
24-hour notice prior to

canceliation of your appointment.

Patient sighature ‘  Date
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1. COMPLETE TESTING, HEALTH and VACCINATION INFORMATION

e Patient Name:

o

e Have you ever tested positive for COVID-19? [1Yes L1 No /f Yes: Date diagnosed: Hospitalized? []ves ] No

©  Are you experiencing any of the following potential symptoms of COVID-19: 1) Fever, 2) Dry Cough, 3) Shortness

of Breath, 4) Runny Nose, 5) Sore Throat, 6) Loss of Taste or Smell? U ves [ No

o  Have you received a COVID-19 Vaccination: [ Yes [ No
If Yes, which Vaccine: Date(s): 1% Dose: 2" Dose(if applicable):

2. REVIEW, CONFIRM UNDERSTANDING, CONSENT TO CARE - Initial in 4 places, Sign and Date

| understand that the novel Coronavirus (COVID-19) has been declared a global pandemic by the World Health Organization. | further
understand that COVID-18 is extremely contagious and may be contracted from various sources. | understand COVID-19 has 3 long

incubation period during which carriers of the virus may not show symptoms and still be contagious.

| understand that | am the decision maker for my healthcare. Part of this office’s role is to provide me with information to assist me
in making informed choices. This process is often referred to as “informed consent” and involves my understanding and agreement
regarding recommended care, and the benefits and risks associated with the provision of healthcare during a pandemic. Given the
current limitations of COVID-19 virus testing, | understand determining who is infected with COVID-19 is exceptionally difficult.

e | understand that [ am opting for an elective treatment that may not be urgent or medically necessary. | understand

Initial

there are alternatives to receiving this care, which could include receiving care from another type of provider, or Below

postponing care altogether at this time. However, while | understand the potential risks associated with receiving
treatment during the COVID-19 pandemic, | agree to proceed with my desired treatment at this time.

o |understand my treatment may create circumstances, such as the discharge of respiratory droplets or person-to-person
contact, in which COVID-19 can be transmitted.

e |aminformed that you and your staff haveim pleménted preventative measures intended to reduce the spread of COVID-
19. However, given the nature of the virus, | understand there may be an inherent risk of becoming infected with COVID-
19 by proceeding with this treatment. For example, | understand that given the nature of care, simply being in a
healthcare office, where frequent patient appointments occur, may elevate the risk of contracting COVID-13. | hereby
acknowledge and assume the risk of becoming infected with COVID-19 through this elective treatment and give my
express permission to you and the staff at your offices to proceed with providing care.

e | have been offered a copy o7 this consent form.

| knowingly and willingly consent to the treatment with the full understanding and disclosure of the risks assaciated with receiving

care during the COVID-19 pandemic. | confirm all of my questions were answered to my satisfaction.

| have read, or have had read to me, the above COVID-19 risk informed consent to treat. | appreciate that it is not possible 10 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 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 condition(s) for which | seek

care from this office.

Both parties agree that this agreement may be electronically signed, and that the electronic signatures appearing on this agreement

are the same as handwritten signatures for the purposes of validity, enforceability, and admissibility.

Patient Witness

Signature: ___ Signature:
[Parent or Guardian Signature if applicable] Withess

Name: | Name:

Date: Date:
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