SNIDER PERFORMANCE + SPINE
PATIENT INFORMATION SHEET
(Please print carefully)

Patient Last Name: ___________________________ First Name:_______________________ Middle:_______________

Home Address: ____________________________________ City:__________________State:______ Zip:___________
		                          (Service
Phone (C): _________________ Provider)_____________ (Wk)_____________ (Hm)_________ SS#_______________

Date of Birth:_______________ Age:_____ Sex:____ Marital Status:  Married/Single/Divorced/Widowed    # Children:___

E-Mail Address:__________________________________________  Referred By:_______________________________

Employer Name: _________________________________________   Occupation:_______________________________

Employer Address:_________________________________  City:__________________ State:________  Zip:_________

Emergency Contact Name and Phone No._______________________________________________________________

PresentComplaint:__________________________________________________________________________________ 

Will this be filed on an Auto Accident or Workers Compensation Claim? ________________________________________

Payment Method:  Cash    Check   Debit    Visa   MasterCard   Discover      Had Previous Chiropractic Care? __________

When: __________________   Who: ___________________________  City:____________________   State:_________

Spouse/Guardian Last Name: _________________________   First Name:____________________  Middle:__________

Date of Birth:_________________________________		  SS#________________________________________

Employer Name:______________________________		  Work Phone:_________________________________

Present Insurance Cards and Driver’s License to front desk.  A Copy of your cards will be kept on file.

ASSIGNMENT AND RELEASE:

I, the undersigned, have insurance coverage with____________________________ and assign directly to Dr. Andy Snider all medical benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all my insurance submissions.  I acknowledge that I have been given a copy of the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

Signature:______________________________    Printed:_______________________________  Date:______________ 
                               Patient/Guardian                                              Patient/Guardian                               

Advance Notice to Beneficiaries of Blue Cross Blue Shield Insurance:

I, the undersigned, also have been advised that my insurance coverage may not include the services rendered by my treating physician.  I also understand that I may be responsible for any Provider services as the policy language of my insurance carrier may reference “the services provided may not be medically necessary as defined in the Member’s Health Plan.” 

Our concern is always for the health of our patient, but the financial reimbursement is also important to both you and me.  Please understand that only your “treating physician” may decide what is “medically necessary”, meaning covered by your plan.  This agreement covers the following services:  Examination, X-rays, manipulation of the spine, cold packs, supplements and massage therapy.  Please note: This agreement remains in effect till such insurance coverage is terminated or changed.

Signature:_____________________________   Printed:_______________________________   Date:_______________
[bookmark: _GoBack]                             Patient/Guardian                                                   Patient/Guardian

