
First Name Middle Initial

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

ls patient covered by additional insurance? ! Yes n ruo

Subscriber's Name

Birthdate

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
I certify that l, and/or my dependent(s), have insurance coverage with

_ and assign directly to

all insurance benefits,
il 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 authorize
the use of my signature on all insurance submissions.

The above-named doctor may use my health care inibrmation and may disclose
such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment lor services and determining insurance benefits
or the benefits payable for related services. This cons€,nt will end when my current
treatment plan is completed or one year from the date signed below.

on;t Representatite-

Please print name of Patient, Parent, Guardian or Personal Reoresentative

Relationshio to Patient

ls condition due to an accident? ! Yes I No Date

Typeof accident f l Auto nWork IHome f]Other

To whom have you made a report of your accidient?
! Auto Insurance n Employer n Worker Connp. I Other

Attorney Name (if applicable)

Address

E-mail

City

State zip

S e x n M  n P  A g e

Birthdate

n Married n Widoweo

I Separated ! Divorced

n Single n Minor

n Partnered for _ years

Patient Employer/School

Occupation

Employer/School Address

Employer/School Phone (_)

Soouse's Name

Birthdate

SS#

Spouse's Employer

Whom may we thank for refening you?

Reason for Visit

When did your symptoms appear?
ls this condition getting progressively worse? ! yes n 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: n Sharp n Dull ! Throbbing fl Numbness n Aching I Shooting

! Burning ! Tingling I Cramps I Stiffness ! Swelling I Other

How often do you have this pain?

ls it constant or does it come and go?

Does it interfere with your fl Work ! Sleep ! Daily Routine I Recreation

Activities or movements that are painful to perform I sitting ! standing I walking ! Bending !
rir i.!.r:-r:r.:!r. i ir:.:.rrnjjJtl
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What treatment have you already received for your condition? E Medications E Surgery ! Physical Therapy

fl Chiropractic Services I None n 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

Urine TestSpinal Exam Chest X-Ray

Dentalx-Ray MRl, CT-Scan, Bone Scan

Place a mark on "Yes" or "No" to indicate if you have had any ol the following:

AIDS/HIV

Alcoholism

Allergy Shots

Anemia

Anorexia

Appendicitis

Arthritis

Asthma

Bleeding Disorders

Breast Lump

Bronchitis

Bulimia

Cancer

Cataracts

Chemical
Dependency

Chicken Pox

Diabetes

lYes I No

EYes E No

nYes ! No

nYes D No

EYes E No

flYes n No

nYes E No

EYes E No

EYes n No

nYes I No

nYes n No

lYes E No

EYes i No

flYes E No

lYes E No

EYes E No

EYes E No

Emphysema

Epilepsy

Fractures

Glaucoma

Goiter

Gonorrhea

Gout

Heart Disease

Hepatitis

Hernia

Herniated Disk

Herpes

High Blood
Pressure

High Cholesterol

Kidney Disease

Liver Disease

Measles

Sexually
Transmitted
Disease

Stroke

Suicide Attempt

Thyroid Problems

Tonsillitis

Tuberculosis

Tumors, Grovvths

Typhoid Fever

Ulcers

Vaginal Infections

Whooping Cough

flYes ! No

flYes n No

nYes ! No

EYes n No

lYes E No

nYes I No

EYes I No

nYes n No

lYes n No

nYes E No

lYes E No

n Yes n No Migraine Headaches I Yes ! No

n Yes E No Miscarriage n Yes E No

n Yes I No Mononucleosis E Yes E No

D Yes E No Multiple Sclerosis E Yes n No

nYes ENo Mumps lYes ENo
E Yes n No Osteoporosis E Yes n No

EYes nNo Pacemaker EYes ENo
n Yes E No Parkinson's Disease E Yes E No

nYes I No Pinched Nerve f]Yes n No

EYes fl No Pneumonia flYes fl No

nYes ENo Pol io nYes [No
! Yes n No Prostate Problem E Yes n No

Prosthesis nYes nNo
I Yes ! No Psychiatric care n Yes I No
n Yes E No Rheumatoid Arthritis n yes n No
lYes ENo RheumaticFever nYes nNo
nYes ENo scarretFever nYes nNo
EYes f lNo

Other

E None

n Moderate

! Daily

E Sitting

n Standing

fl Light Labor

! Smoking

n Abohol

! Cotfee/Caffeine Drinks

Are you pregnant? nYes n No Due Date

Head Injuries

Broken Bones

Dislocations

Surgeries



A$rancd Heslth Cmntsr46 South Glebe Road, Suite 100
Arlington, VL22204
Tel: 703-521-0644

Treatment Consent and Financial Policy Agreement

Thank you for choosing our physicians for your health care needs. We are committed to providing the very
best medical care and successful treatment. The following is a statement of our Treatment Authorization and
Financial Policy which you must read, agree, and sign prior to treatment. Our Treatment Authorization and
Financial Policy apply to all services by our physicians. In order to provide medical treatments and bill for
your services, we must have you complete this form at least once a year.

Patient Responsibilities and Financial Policies:
Provide Accurate Inforr.nation: You have a responsibility to provide accurate and complete informatiorn about
your health history, mailing address, health insurance and other billing information. If any informatiorr
changes - name, address, phone, insurance coverage, etc. - you must inform our practice immediately.
Insurance denials or billing errors due to patient supplied information will result in the transfer of the account
balance to the patient's immediate financial responsibility.

Know Your Insurance Coverage. Benefits and Refenal Requirements: Your health insurance is a contnact
between and you and your health insurance plan(s). Patients are responsible for understanding their health
insurance coverage(s), benefits, refenals and pre-authorization requirements.

Patient with Private Insurance: Our office will file claim(s) to the insurance companies we contract with,
provided that you authorize the 'assignment of benefits' for payment directly to our practice. For participating
insurance plans, the practice will accept payment based on oontractual agreements. Any coverage or payment
dispute is a matter between the insurance policyholder and the insurance company.

Self-Pay Patients: Patients without insurance coverage are expected to pay in full for services receivedl at the
time of service.

Consent for Treatment: I authorize medical treatments for myself or my minor child by
physicians and medical assistants at Advanced Health Center.

Patient Payment Agreement: I understand that I am financially responsible to Internal Medicine of
Arlington / Advanced Back and Neck P.C. for all charges regardless of third-party involvement. I agree to
pay any deductible, co-insurance, ao-payments, or services deemed as "non-covered" by my insurance carrier
at the time of service. If my insurance has not paid on my account in 75 days, the outstanding services will
become my responsibility for immediate payment. Should any balances arise due to insurance co-payrnents,
co-insurance, deductibles, termination of coverage, or non-payment at time of service and/or any other reason;
I agree to pay all charges within 30 days from the date that the amount due is billed. I understand that failure
to pay outstanding balances or make payment arangements within 90 days will result in the amount due being
considered delinquent and subject to legal action or assignment to a collection agency.

In consideration for medical services renderedr l acknowledge receiving notice of the financial
policy and agree to pay for said medical services according to the above terms. My signarture
below indicates that I have read and agree to the treatment consent and financial policy stated
above.

Please Print Name of the Patient

Signature of Patient or Legal Guardian Date










