DOMINIC SMORRA, DC
18 WARD PLACE, CALDWELL, NEW JERSEY 07006  (973) 226-3321

WWW.CALDWELLCHIROPRACTOR.COM

PLEASE UPDATE YOUR INFORMATION

OPTIMUM HEALTH THROUGH CHIROPRACTIC CARE

Name: Date:
First MI Last
Address: City: State: Zip:
Sex: D Female ' Male Date of Birth:
Marital Status:

~ Married - Divorced g Widowed D Single ! Separated

Home Phone: Cell Phone:
Email Address: YES! Sign me up for Office Updates i
Employer: Occupation:

Business Address:

Spouse’s or Parent’s Name:

Work Place: Phone:

Whom may we thank for referring you to us?

Person to contact in case of emergency:

Responsible Party:

Relationship to Patient:

Has your insurance changed? (If yes, please provide below)

Primary Insurance Self Pay (please check one)

Insurance Co: Secondary:

Please provide your insurance cards..
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BUTDLrIes:

List any type of surgeries which you have had ang the dates which fhey cccurred:

Medications:

Please list all medications you are currently teking:

Allergies:

Daily Habiis: Y
What type of exercise do yeuperform on a daily basis: -{ }»Nane { } Moderate { } Heavy

What do your daily work habits inclads? (ex: sitting, standing, light Iabor, heavy labor, computer work)

&

What vitamins do vou currently take:
What

other kind of nutritional supplements do you take (if any)?
Do you smoke? 4 }Ne { F¥es  Howmuchper day?

How much lquor do you consume on a weekly basis?

How much caffeine of caffeifiated beverages do you consume on g daily basis?

Authorization:

T certify that I have read and understand the above information to the best of my knowledge. The above questions have been
acourately answered. T undorstand that providing incorrect in

rformation can be dangerons to my heslth. T authorize the
chiropractor to relsase any information including the diagnosis and the records of any treatment or examination rendered to me
or iy child during the period of such chiropractic care to third party payers and or health practitioners. I suthorize and reguest
MY insurance company ta bay directly to the chiropractor insarance benefits otherwise payable to me. T understand that my

chiropractic insurance carrier may pay less than the actual bill for the services. I agree to be responsible for payment of all
services rendered on, my behalf or my dependents,

SIGNATURE QF PATTENT ( or patient if 2 minor) DATE




Patient Agreement

{(please read and initial each item)

Ivoluntarily consent o the rendering of cars, including treatment and performance of diagnostic
Procedures. :

[ hereby assign payment directly to the physician accepting fhis assignment of benefits.

I understand fiere are State Guidelines that dictate insurance carrier responsibility. T understand that
NJ (for example) is a No Fault Stats.

° [understand this means that regardless of faulf or circumstance (except work related instances), all
claims for services rendered will be submitied to my personal antomobile carrier.

¢ Inthe svent I do nothold my own automobite insurance, I firther understand that these State
guidelines dictate that if Treside with a relative (zelative g —my blood, marriage, or adoption) who holds
an automobile policy, the claims for services rendered will be the responsibility of that carrier.

» Inthe event that neither of the above apply, claims for services rendered will be the responsibility of |
the host vehicle (host eg— vehicle 1 was in aithe time of accident) -

*  Jalso understand there may be other mitigating circumstances that my alter who is the responsible
carrier.

Tunderstand that I may have a deductible and coinsurance as written in the policy of carrier desmed

responsible for claims payment. T have been informed of my lability and understand I am personally
financially responsible for these amounts.

T understend that this office may have agreed to accept a lien from myself and my attorney to defer
payment of my responsibility until my case has besn setfled. I understand itis my responsibility to meke
sure both myself and my attorney have signed said Hen and it is prompfly refumed to this offics. I further

understand that, ultimately, T am responsible for payment of any balances if there is ne recovery from the
settlement of if the settlement is less than the balance due this offics.

. Lunderstand that T am responsible to complete any and all paperwork required by the designated auto
insurance carrier and/or by this office. Ifurther acknowledge that if T do not complete said paperwork

(which results in paymenis not being mads by the insurance carrier) that I am personally financially
responsible for my bills in fall.

. 1 understand that the designated carrier may require me to atiend an Independent Medical Exam. I
also understand that if T do not atiend, the insurance carrier may deem they are no longer paying for my
claims. Furthermore, 3£ 1 attend the IME and it is s&1l deemed 1y care will no longer be covered, I

understand it is my responsibility to inform this offies immediately so that other arrangements can be
discussed.

___ Tunderstand that in the event this aceount becomes delinguent I agree to pay for all costs of collection,
including butnot limited to, attomey fees, court costs, and collection agency charges.

Daied:

Patient Nams:

Patient Signature:




