





Rehabilitation and Progress

Notes Dr. Damon A. Cross

Date Signature

Notice to Medicare patients: Medicare will pay for services that it determines to be reasonable
and necessary. Medicare will deny payment for manual manipulation for maintenance care.
Medicare will not pay for exam, therapy or X-rays.
Beneficiary Agreement: | have been notified by my physician that he believes that, in my case, Medi-
care is likely to deny payment for service if | am being seen for maintenance case. | agree to be fully

responsible for payment.

If new condition, date of onset: What caused this?

Describe your pain:

MY LEVEL OF PAIN TODAY IS

o 1 2 3 4 5 6 7 8 9 10
NONE

SEVERE PAIN
Since my last office visit, overall | have:
( ) Improved ( ) Not Improved () Same ( ) Flare Up
Mark Areas of Pain DOCTORS NOTES:
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;:,'- ‘.\‘,1}‘ ‘: ) RX:
For Doctors use only
TREATMENT PLAN:
ASSESSMENT: ( ) RESPONDING WELL ()SLow ( ) POOR MYO

PHYSICAL MODALITIES Rx: ( ) ICE ( ) MOIST HEAT ( ) ELECT STIM. ( )TRACTION
() ULTRA SOUND ( ) MYOFASCIAL MASS. ( ) 1SO KINETIC EXERCISE ( ) WHIRLPOOL
99201 99202 99203 9920 99205 99212-25 SA-M5 98940 98941
97014 9703 97014 97035 97010 97140 97022 97110

Financial Status: Auto Cash GeneralIns. Managed Ins.

Medicare
Next Appointment: M T WTH F WEEK MONTH

Doctor Signature:




INFORMED CONSENT TO CHIROPRACTIC
ADJUSTMENTS AND CARE

| hereby request and consent to the performance of Chiropractic adjustments and other
Chiropractic procedures, including various modes of physical modalities and diagnostic x-rays, on me
(or the patient named below, for whom | am legally responsible) by the doctor of chiropractic named
below and/or other licensed doctors of chiropractic who now, or in the future treat me while employed
by, working or associated with, or serving as back-up for the doctor of chiropractic named below,
including those working at the clinic or office listed below or any other office or clinic.

| have had an opportunity to discuss with the doctor of chiropractic named below and/or with
the office personnel.

AMARILLO FAMILY CHIROPRACTIC

| understand the nature and purpose of chiropractic adjustments and other procedures. |
understand that results are not guaranteed.

| understand and am informed that, as in the practice of medicine, in the practice of
chiropractic there are some risks of treatment, including, but not limited to: fracture, disc injuries,
strokes, dislocations, and sprains. | do not expect the doctor to be able to anticipate and explain all
risks and complications, and wish to rely on the doctor to exercise judgment during the course of the
procedures which the doctor feels at the time based upon the facts then known, is in my best interest.

| have read, or have had read to me, the above consent. | have also had an opportunity to ask
questions about its content, and by signing below | agree to the above named procedures. | intend this
consent form to cover the entire course of treatment for my present condition(s) and for any future
condition(s) for which I seek treatment.

All charges incurred at Amarillo Family Chiropractic are my total responsibility regardless of
payment by my insurance policy or not.

If this account is placed with an attorney or collection agency for collection, | am aware of
having additional attorney or collection agency fees added. If the attorney should have to pursue
litigation, I also understand 1 will be responsible for additional court costs and/or attorney fees.

Print Patient Name:

Patient’s Signature:

Patient’s Representative’s Signature:

Date Signed:

HIPAA Release of Information



AUTHORIZATION FORM

I, , hereby authorize Amarillo Family Chiropractic
and its affiliates, its employees, and agents to release to
[insert full name of person/organization] my
personal health information maintained by Amarillo Family Chiropractic (e.g. information
relating to the diagnosis, treatment, claims payment, and health care services provided or to be
provided to me and which identifies my name, address, social security number, Member ID
number) except the following information about me:
[DESCRIBE INFORMATION NOT TO BE
DISCLOSED, IF ANY] for the purpose of helping me to resolve claims and health benefit
coverage issues. | understand that any personal health information or other information released
to the person or organization identified above may be subject to re-disclosure by such
person/organization and may no longer by protected by applicable federal and state privacy laws.

This authorization is valid from the date of my/my representative’s signature below and
shall expire the earlier of [INSERT
DATE/EVENT UPON WHICH THIS AUTHORIZATION EXPIRES] or the date my
coverage ends with .

I understand that | have a right to revoke this authorization by providing written notice to
Amarillo Family Chiropractic. However, this authorization may not be revoked if Amarillo
Family Chiropractic, its employees or agents have taken action on this authorization prior to
receiving my written notice. | also understand that | have a right to have a copy of this
authorization.

| further understand that this authorization is voluntary and that | may refuse to sign this
authorization. My refusal to sign will not affect my eligibility for benefits or enrollment or
payment for or coverage of services.

Name of Member:

Signature of Member:

Date:

If applicable, Legal Representatives sign below:

By signing this form, | represent that | am the legal representative of the Member identified
above and will provide written proof (e.g. Power of Attorney, living will, guardianship papers,
etc.) that | am legally authorized to act on the Member’s behalf with respect to this
authorization form.

Name of Legal Representative:

Signature of Legal Representative:

Name of Witness:

Signature of Witness:




AMARILLO FAMILY
CHIROPRACTIC

Dr. Damon Cross

Medical Information Release Form

(HIPAA Release Form)

NAME: Date of Birth: /

Release of Information

[ 1 Iauthorize the release of information including the diagnosis, records, and examination

rendered to me and claims information. This information may be released to:

[ ]Spouse

[ ]Child(ren)

[ ]Other

[ ]Information is not to be released to anyone.

This Release of Information will remain in effect until terminated by my in writing.

Messages

Pleasecall [ ]myhome [ ]mywork [ ]mycell:

If unable to reach me:
[ ]you may leave me a detailed message
[ ]please leave a message asking me to return your call

[ ]other:

The best time to reach me is [day] between [time]

Signed: Date: /

Witness: Date: /




