SPOKANE 124 E. Rowan Ave., Suite 101 & 202 (509)487-6222(1)

SPINE CENTER Spokane, WA 99207-1214 (509)487-6333(f)

YOUR RECOVERY BEGINS HERE!
PATIENT REGISTRATION

(Please Print)

PATIENT INFORMATION

Patient’s Last name: First: Middle: Q M. O Miss Marital status (circle one)
OMrs.  OMs. Single / Mar / Div / Sep / Wid

Is this your legal name? If not, what is your legal name? (Former name): Birth date: Age: Sex:
a Yes O No / / amm aF
Street address: Social Security no.: Home phone no.:

( )
P.O. box: City: State: ZIP Code:
Occupation: Employer: Employer phone no.:

( )

Other family members seen here:

Appointment reminders via call or text permitted at the above given phone numbers and email? dYes QONo

INSURANCE INFORMATION

(Please give your insurance card to the receptionist.)

Person responsible for bill: Birth date: Address (if different): Home phone no.:

/ / ( )
Is this person a patient here? QYes ONo
Occupation: Employer: Employer address: Employer phone no.:

( )
Is this patient covered by insurance? QO Yes Qa No
Please indicate primary insurance Q Premera Qa Aetna Q CIGNA Q Asuris aL&l
;izlge Cross/Blue QO Regence (E:LrLénited Health QFirst Choice Health Network Q Medicare Q Other
Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.: Co-payment:
[ $
Patient’s relationship to subscriber: Q Self Q Spouse Qa Child Q Other
Name of secondary insurance (if applicable): Subscriber’s name: Group no.: Policy no.:
Patient’s relationship to subscriber: Q Self Q Spouse Q Child Q Other
IN CASE OF EMERGENCY

Name of local friend or relative (not living at same address): Relationship to patient: Home phone no.: Work phone no.:

( ) ( )

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I
am financially responsible for any balance. I also authorize Spokane Spine Center, PC or insurance company to release any information required to
process my claims.

Patient/Guardian signature Date



SPOKANE

124 E. Rowan Ave., Suite 101 & 202

SPINE CENTER oo W 3051

YOUR RECOVERY BEGINS HERE! (509) 487-8000

PAIN SCALE

If you are experiencing pain (sharp, dull burning, stinging) or abnormal feelings (numbness, tingling, stiffness,

abnormal sensation), please mark the area on the diagram below and label accordingly.

SP =Sharp pain  DP=Dull Pain B=Burning S=Stinging N=Numbness

T=Tingling ST=Stiffness A=Abnormal Sensation

gﬁ

Right

Foot Sole

Right  Left

What was your highest level of pain in the last week?
0 1 2 3 4 5 6 7 8 9 10

What was your lowest level of pain in the last week?
0 1 2 3 4 5 6 7 8 9 10

What is your current level of pain today?
0 1 2 3 4 5 6 7 8 9 10

How much does this interfere with your weekly activities?
0 1 2 3 4 5 6 7 8 9 10

Patient's signature Date

Right

Foot top

Left

Printed nhame

Right



SPOKANE Robert G. Haddad, DC, Rph

124 E. Rowan Ave., Suite 202
Spokane, WA 99207-1214

YOUR RECOVERY BEGINS HERE! (509) 487-8000 fel (509 487-6333 fax

Informed Consent for Chiropractic Treatment
and Massage Therapy

| have read and understand the foregoing explanation of chiropractic care, have
evaluated the risks and benefits, and hereby give my consent for the doctor and other
licensed practitioners to render care to me.

| hereby request and consent to the performance of chiropractic adjustments and other
chiropractic procedures including various modes of physical therapy by the chiropractic
physician and/or anyone working in this office authorized by the chiropractic physician. | further
understand that such chiropractic services may be performed by Dr. Robert Haddad and/or
other licensed doctors and/or therapists who may treat me now or in the future at this office.

The doctor may use his hands or mechanical device in order to move your spinal joinfs. Your may
feel a “click” or “pop” such as the noise when a knuckle is “cracked” and you may feel
movement of the joint.

| have had an opportunity to discuss with Dr. Robert Haddad and/or with other office or clinic
personnel 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 and all healthcare, the
practice of chiropractic carries some risks to tfreatment; including, but not limited to: fractures,
disc injuries, strokes (CVA), dislocations, and sprains. | do not expect the physician to be able to
anticipate and explain all risks and complications. Further, | wish to rely on the physician to
exercise judgment during the course of the procedure which the physician feels are in my best
interests at the time, based upon the facts then known.

(please initial) Cupping and other tools may cause bruising. Essential oils may be used.
Heat or ice packs may be used. We do not massage breasts or torsos. Please discuss with your
therapist any questions you may have about ANY part of massage therapy.

| have read, or have had read to me, the above consent. | have also had an opportunity to ask
questions about its contents, and by signing below, | agree to the treatment recommended by
my physician. | intend this consent form to cover the entire course of treatment for my present
condition(s) and for any condition(s) for which | seek freatment at this facility.

X
Dr Sign: Consent was discussed verbally

X
Signature of Patient or Representative (if minor or handicapped) Date

Printed name of patient



SPOKANE

SPINE CENTER

YOUR RECOVERY BEGINS HERE!

Robert Haddad, D.C
John Long, D.O
Stacia Reagan, PA-C
124 E. Rowan Ave., Spokane, WA 99207-1214

Patient Health Information Consent
(Notice of HIPAA Privacy Practices)

We want you to know how your Patient Health
Information is going to be used in this office and your
rights concerning those records. Before we will begin
any health care, we must require you to read and sign
this consent form stating that you understand and
agree with how your records will be used.

If you would like to have a more detailed account of
our policies and procedures concerning the privacy of
your Patient Health Information, we encourage you to
read the HIPAA PRIVACY POLICY NOTICE that is
available to you at the front desk before signing this
consent.

e The patient understands and agrees to allow the
Spokane Spine Center to use their Patient Health
Information for the purpose of treatment, payment,
and coordination of care.

o The patient has the right to examine and obtain a
copy of her/his own health records at any time and
request corrections.

* A patient’s written consent need only be obtained
one time for all subsequent care given the patient in
this office.

« The patient may provide a written request to revoke
consent at any time during care, which would apply
to any care given after the request has been
presented.

e For your security and right to privacy, the Spokane
Spine Center staff has been trained in patient record
privacy and will assure that your records are not
readily available to those who do not need them.

« If the patient refuses to sign this consent for the
purpose of tfreatment, payment, and health care
operations, the physician has the right to refuse to
give care.

| have read and understand how my Patient
Health Information will be used, | agree to these
policies and procedures, and | have been offered
a paper copy of the Spokane Spine Center HIPAA
Privacy Policy Notice.

Signature on File
Authorization of Assignment
Release of Information Authorization

Be assured that this office will limit and protect the
release of all Personal Health Information to the
minimum needed for what insurance companies require
for payment.

As a patient of Spokane Spine Center:

¢ | authorize Spokane Spine Center to obtain AND
release any medical information necessary to process
my claim, including but not limited to, the use of my
signature on all insurance submissions and attorney
requests.

¢ | authorize Spokane Spine Center to act as my agent
in helping me obtain payment from my insurance
companies, third party claims, and attorney liens.

e | authorize and assign the payment of medical
benefits to be paid directly to the Spokane Spine
Center on my behalf for services rendered.

As per the HIPAA Privacy Policy Notice, | have the right
to terminate this Authorization to Release my Personal
Health Information to other health care providers,
insurance companies, or attorneys in writing at any
time.

I have read and understand that by signing below, |

agree fo:

1. Allow Spokane Spine Center fo use my “Signature on
File" for collection purposes,

2. Assign my insurance benefits and/or reimbursement
fo the Spokane Spine Center for services rendered,
and

3. Give my permission and request that Spokane Spine
Center obtain and release my Personal Health
Information for the purpose of discussing or
determining appropriate care and/or medical
payment for my condition.

Please sign and dafe this page indicating that you have read, fully understand, and agree to the above
statements. Your signature also indicates that you have had the opportunity to have any questions answered to
your satisfaction, have freely decided to undergo the recommended treatment, and accept chiropractic care
from Spokane Spine Center on this basis.

Printed Name of Patient: Signature: Date:




