Dls. Mevnize Yinssemoinzs
Regisiration Form

Today’s Date: / /20

Patient infermation

Patient Name:

Date of Birth: / v

Gender. Male Female . Marital Stoiuc Married Single Divorced Separated Widowed
SSN:

Address. Apt#:

—_—

Gity: Stote: Zip:

Home Phone: Cell Phone: Work Phone:

Email Address

Occupation: Current Employer:

Employer Address: City: State: Zip:

Heighi: Weight:
in Case of Bmergency Contact:

Name: _ & Phone:

Relationship to Patient:

Referred to our office by

Primary Care Physicion:

Office Address: Office Phone:

Nature of illness:

Work Related Auto Accident Other

Date of onsex: i /20

The above information is true to the best of my knowledge. | authorize my insurence benefits be paid directly to the physician. |
understand that | am financially responsible for any balance. 1 also authorize Dr. Maria Yiassemides or insurance company to
release my information required to process my claims.

Patient/Guardian Signature:

Prinied Name: Data: / /20




Dn. Maia Yiassemides

Patient’s Name:

Primary Insurance Company & Plan Name:

ID Number: Group/Policy Number:

Name of Policy Holder: Policy Holder Date of Birth:

Relationship to Policy Holder:

Secondary insurance Company & Plan Name:

D Number: Group/Policy Number:

Name of Policy Holder: Policy Holder Date of Birth:

Relationship to Policy Holder:

Patient Responsibility — Insurance Disclaimer

Insurance Disclaimer: “A quote of benefits and/or authorization does not guarantee payment or verify eligibility.

Payment of benefiis are subject to all terms, conditions, limitations and exclusions of the member’s contract at time of
service.”

Insurance Liability for Payment: Your health insurance company will only pay for services that it determines to be
“reasonable and necessary.” Every effort will be made by this office to have all services and procedures preauthorized by
vour health insurance company, when applicable. If your health insurance company determines that a particular service
is not reasonable and necessary, or that a particular service is not covered under the plan, your insurer will deny

payment of that service. We suggest to all patients that they contact their insurance to confirm that these services are
covered.

Under this arrangement, you are responsible for paying your co-pay, any non-covered portions, and any deductible you
have yet to cover. In addition, if your insurance company does not pay for services, you agree to pay for the services
provided by our office.

Beneficiary Agreement: | understand that my health insurance company may deny payment for the services identified

above, for the reasons stated. If my health insurance denies payment, | agree to be personally and fully responsible for
payment. | also understand that if my health insurance company does make payments for services, 1 will be responsible
for any co-payment, deductible, or coinsurance that applies. | further understand that excessively overdue accounts will

be forwarded to an outside collections agency and | will be responsible for any fees generated as a result of collection
efforts.



Acknowledgement of Receipt of Notice of Privacy Practices

I understand and have been provided with a Notice of Privacy Practices that provides a complete description of
information uses and disclosures.

Authorization of Benefits of Records

| hereby authorize Maria Yiassemides D.C. to furnish my attorney and/or insurance carrier with any and all medical
information, bills and/or records necessary for payment of services rendered to me or my dependent(s). | also authorize

any company that is in any way involved with any aspect of my claim to disclose any and all aspects of my claim to Maria

Yiassemides D.C. so that appropriate status may be determined in the processing of my diagnosis, treatment and/or
claim.

Assignment of Benefits/Dociors Lien

I understand that health and accident policies are an arrangement between my attorney and/or insurance carrier and
myself. Furthermore, | understand the office of Dr. Maria Yiassemides will assist me in submitting dlaims to my attorney
and/or insurance company. | hereby authorize and request payments of benefits by my insurance company(s) and/or my
attorney be made directly to Dr. Maria Yiassemides for services furnished to me or my dependent(s).

X Date:
Patient’s Signature

X Date:
Guardian/Representative’s Signature

Treatment for Minors (17 years of age and younger):

| hereby authorize Dr. Maria Yiassemides to administer treatment as she so deems necessary to my child,

First and Last Name

l acknowledge that | am the parent or legal guardian and | am responsible for all reasonable charges in connection with
care and treatment rendered during this period. | have read this form and certify that | understand its contents.

Patient/Legal Guardian Name (print):

Parent/Legal Guardian Signature: Date:




To the patient: Please read this entire document prior to signing it. It is important that you understand the information
contained in this document. Please ask questions before you sign if there is anything that is unclear.

The nature of the chiropractic adjustment:

The primary treatment | use as a Doctor of Chiropractic is spinal manipulative therapy. | will use that procedure to treat
you. I may use my hands or a mechanical instrument upon your body in such a way as to move your joints. This may

cause an audible “pop” or “click , much as you have experienced when you “crack” your knuckles. You may feel a sense
of movement.

Analysis / Examination / Treatment

As part of the analysis, examination, and treatment, you are consenting to the following procedures: e spinal
manipulative therapy e palpation e vital signs © range of motion testing » orthopedic testing = basic neurological testing
° muscle strength testing  postural analysis « EMS » ultrasound = hot/cold therapy ° radiographic studies

e Other (please explain)

The material risks inherent in chiropractic adiustment:

As with any healthcare procedure, there are certain complications which may arise during chiropractic manipulation and
therapy. These complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain, cervical
myelopathy, costovertebral strains and separations, and burns. Some types of manipulation of the neck have been
associated with injuries to the arteries in the neck leading to or contributing to serious complications including stroke.
Some patients will feel some stiffness and soreness following the first few days of treatments. | will make every
reasonable effort during the examination to screen for contraindications to care; however, if you have a condition that
would otherwise not come to my attention, it is your responsibility to inform me.

The probability of those risks occurring:

Fractures are rare occurrences and generally result from some underlying weakness of the bone which | check for during

the taking of your history and during examination and X-ray. Stroke has been the subject of tremendous disagreement.
The incidences of stroke are exceedingly rare and are estimated to occur between one in one million and one in five
million cervical adjustments. The other complications are also generally described as rare.

The risks and dangers atiendant to remaining untreated:

Remaining untreated may allow the formation of adhesions and reduce mobility which may set up a pain reaction
further reducing mobility. Over time this process may complicate treatment making it more difficult and less effective

the longer it is postponed.
By signing below, | state that | have weighed the risks involved in undergoing treatment and have decided that it is in my

best interest to undergo the treatment recommended. Having been informed of the risks, | hereby give my consent to
that treatment.

Patient’s Signature: Date:




Patient's Nams:

Chiropractic.Problem: (Describe)
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