Dozier Chiropractic

151 N. Sunrise Ave, Suite 815
Roseville, CA 95661

(916) 782-1223

PATIENT INFORMATION

Name:__________________________________Date:___________________________
Address:___________________________________City/Zip_____________________
E-Mail:__________________________________SS#___________________________
Primary Phone:_________________________Secondary Phone:___________________
Employer:____________________________DOB:______________________________
Who referred you to our office:______________________________________________
Is This Work Related?:______________If so, Date of Injury:______________________
Is This Auto Accident Related?___________If so, Date of Injury:___________________
Describe your symptoms or reason for seeking care in our office:___________________

_______________________________________________________________________

_______________________________________________________________________

Recent / Current Symptoms:        ⁭ Headaches
⁭ Dizziness 
⁭ Numbness, if so, where:_____________ ⁭ Tingling, if so, where:_____________
  ⁭ Ringing in ears     ⁭ Blurred Vision
              ⁭ Difficulty Sleeping
       ⁭ Difficulty Working  

How many hours of sleep do you regulary get?___________
What position do you sleep in? circle which one(s)     Back         Side         Stomach
What type of work do you do?______________ Describe a typical work day ________

______________________________________________________________________

Do you exercise? Yes/No  If yes, Please describe your routine.____________________

______________________________________________________________________
Do you take any medications (prescription or over the counter) on a regular basis? If so, please name them here:___________________________________________________

Primary Insurance
Insurance Co:________________________ID#:_______________________________

Group #:____________________________Phone #:____________________________

Policy #:________________________Policy Holder’s Name:_____________________
Relationship to Patient:        Self      Spouse      Parent         Other:__________________

I herby authorize the release of any medical information needed by a physician or their staff, insurance company or hospital.  I authorize payment of the medical benefits directly to the physician for services.  I understand that I am financially responsible for all charges, whether or not they are covered by my insurance policy.

SIGNATURE:________________________________DATE:_____________________
TERMS OF ACCEPTANCE
When a patient seeks chiropractic care and we accept them as a patient, it is essential for both to be working towards the same objective.  Chiropractic has one goal – the patient’s well-being.  It is important that each patient understand both the objective and the method that will be used to obtain it.  This will prevent confusion or dissatisfaction with the treatment outcome.

· Vertebral Subluxation:  A misalignment of one or more of the 24 vertebrae in the spinal column which causes alteration of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate (natural) ability to express its maximum potential.
· Adjustment:  An adjustment is the specific application of force to facilitate the body’s correction of the vertebral subluxations.  Our chiropractic method of correction is specific adjustments of the spine.

· Health:  A state of optimal physical, mental and social well-being, not merely the absence of disease.

We do not offer to diagnose or treat any disease or condition other than vertebral subluxations.  However, if during the course of a chiropractic spinal examination we encounter a non-chiropractic or unusual findings, we will advise you.  If you desire advice, diagnosis or treatment for those findings, we will recommend that you seek the services of a health care provider who specializes in that area.

Regardless of what disease, we do not offer to treat it.  Nor do we offer advice regarding treatment prescribed by others.  Our only practice objective is to eliminate a major interference in the expression of the body’s inherent wisdom.  Our only method is the specific adjusting to correct vertebral subluxations.  During examination and adjusting of patients it is necessary to have physical contact.  Also, as with all treatment modalities there are risks associated with receiving care. Some risks include headaches, strains, disc injuries and very rarely strokes.

I, ______________________________(print name) have read and fully understand the above statements.  All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my satisfaction.  I therefore accept chiropractic care on this basis.

SIGNATURE:__________________________________(Patient or guardian)   DATE:___________________________

______________________________________________________________________________
AUTHORIZATION TO RELEASE X-RAYS AND INFORMATION
To:___________________________________________________________________________ 

Address:_______________________________________________________________________

I,___________________________________(print name) request the following information [ ] X-rays [ ] Records [ ] Reports,  concerning my [ ] treatment [ ] injury  [ ] Other______________
To be released to Dr. Timothy Dozier D.C. at 151 N. Sunrise Ave, Suite 815 Roseville, CA 95661 for the purpose of review.  I understand that I have a right to receive a copy of this authorization upon request.

SIGNATURE:_________________________________(patient or guardian) DATE:____________________
Dr. Signature:___________________________________(916) 782-1223

Disclosure of Fee’s / Payment Policy

Detailed Examination



99205




$110.00

Limited Examination



99203




$85.00

Brief Examination



99201




$50.00

Re-exam (brief)



99211




$25.00

Re-exam (limited)



99212




$35.00

Re-exam (comprehensive)


99215




$60.00

Adjustment (1-2 areas)


98940




$40.00

Adjustment (3-4 areas)


98941




$52.00

Mechanical Traction



97012




$30.00

Manual Traction



97140




$30.00

Electrical Stimulation



97014




$20.00

Rehab Exercises



97110




$13.51

Myofascial Release



97124-52



$25.00

Neuromuscular Rehab.


97124




$33.21

Ice pack




E0238




$20.00

Supports/Braces








Varies

I have read the above codes and fee’s and understand the cost of my care with my treating doctor.  I understand that I am responsible for payment of all deductibles and co-payments related to my care.  I understand that if I have a balance for medical services not paid, I will make a minimum payment of $50.00 each month on the outstanding balance.  If my balance is not paid in a timely manner I understand that I will be responsible for any collection and court costs.  I further understand that if my treatment is associated with a personal injury or accident claim, all medical bills will be paid at 100% of the above fee schedule, regardless of the outcome of my case.  I understand there is a returned check fee of $25.00.  I further understand that if my insurance company declines payment, I authorize my Doctor to file small claims on my behalf against my insurance company as a method of collection.  I further understand that I will be present at the court date if needed.

I have read and fully understand the above financial terms and prices.

Signed________________________Date:________________ 
Private Pay Office Policy

(No Insurance Coverage)

If we know that there is no insurance coverage for your care, your account will be considered private pay.  If services are paid in full at the time of service, private pay accounts receive a cash discount for routine office visits.  If fees are not paid at the time of service, regular office fees will apply, please refer to our fee disclosure. 

Consultation:


No Charge

Examination:  


$75

Office Visit:



$37   

(5) Visits Pre-paid


$160 (20% discount)

(10) Visits Pre-paid:

$300 (25% discount)

Children (under 18)

$25/visit

Medi-Cal



$25/visit

I will make every effort to provide care to everyone who needs care.  If you have a financial hardship which makes receiving care difficult please let me know.

NOTES:_________________________________________________________________________________________________________________________________________________________________________________________________________________

SIGNATURE:____________________________DATE:______________

Dozier Chiropractic

Notice of Privacy Practices

As required by the privacy regulations created as a result of the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 

This Notice describes how health information about you (as a patient of this practice) may be used and disclosed and how you can get access to your individually identifiable health information.

A. Our commitment to your privacy:

Our practice is dedicated to maintaining the privacy of your individually identifiable health information (also called protected health information, or PHI). In conducting our business, we will create records regarding you and the treatment and services we provide to you. We are required by law to maintain the confidentiality of health information that identifies you. We also are required by law to provide you with this notice of our legal duties and the privacy practices that we maintain in our practice concerning your PHI. By federal and state law, we must follow the terms of the Notice of Privacy Practices that we have in effect at the time.

We realize that these laws are complicated, but we must provide you with the following important information:

•
How we may use and disclose your PHI,

•
Your privacy rights in your PHI, 

•
Our obligations concerning the use and disclosure of your PHI.

The terms of this notice apply to all records containing your PHI that are created or retained by our practice. We reserve the right to revise or amend this Notice of Privacy Practices. Any revision or amendment to this notice will be effective for all of your records that our practice has created or maintained in the past, and for any of your records that we may create or maintain in the future. Our practice will post a copy of our current Notice in our offices in a visible location at all times, and you may request a copy of our most current Notice at any time.

C. We may use and disclose your PHI in the following ways:

The following categories describe the different ways in which we may use and disclose your PHI. 

1. Treatment. Our practice may use your PHI to treat you. For example, we may ask you to have lab tests or x-rays, and we may use the results to help us reach a diagnosis. We might use your PHI in order to write a prescription for you, or we might disclose your PHI to a facility to perform such tests. Dr. Dozier may use or disclose your PHI in order to treat you or to assist others in your treatment. Additionally, we may disclose your PHI to others who may assist in your care, such as your spouse, children or parents. 

2. Payment. Our practice may use and disclose your PHI in order to bill and collect payment for the services and items you may receive from us. For example, we may contact your health insurer to certify that you are eligible for benefits, and we may provide your insurer with details regarding your treatment to determine if your insurer will cover, or pay for, your treatment. We also may use and disclose your PHI to obtain payment from third parties that may be responsible for such costs, such as family members. Also, we may use your PHI to bill you directly for services and items. We may disclose your PHI to other health care providers and entities to assist in their billing and collection efforts.

3. Appointment reminders. Our practice may use and disclose your PHI to contact you and remind you of an appointment.

4. Treatment options. Our practice may use and disclose your PHI to inform you of potential treatment options or alternatives. 
5. Health-related benefits and services. Our practice may use and disclose your PHI to inform you of health-related benefits or services that may be of interest to you.

6. Release of information to family/friends. Our practice may release your PHI to a friend or family member that is involved in your care, or who assists in taking care of you. 

7. Disclosures required by law. Our practice will use and disclose your PHI when we are required to do so by federal, state or local law.

You have the following rights regarding the PHI that we maintain about you:

1. Confidential communications. You have the right to request that our practice communicate with you about your health and related issues in a particular manner or at a certain location. 

2. Requesting restrictions. You have the right to request a restriction in our use or disclosure of your PHI for treatment, payment or health care operations. You have the right to request that we restrict our disclosure of your PHI to only certain individuals involved in your care or the payment for your care, such as family members and friends. 

3. Inspection and copies. You have the right to inspect and obtain a copy of the PHI that may be 

used to make decisions about you, including patient medical records and billing records. You must submit 

your request in writing. Our practice charges a $25 fee for the costs of copying, mailing, labor and 

supplies associated with your request. 

4. Amendment. You may ask us to amend your health information if you believe it is incorrect or incomplete. Your request must be made in writing. You must provide us with a reason that supports your request for amendment. 

                     5.  Right to a paper copy of this notice. You are entitled to receive a paper copy of our notice of                   

                     privacy practices. You may ask us to give you a copy of this notice at any time. 

6. Right to file a complaint. If you believe your privacy rights have been violated, you may file a complaint with our practice or with the Secretary of the Department of Health and Human Services. 

8. Right to provide an authorization for other uses and disclosures. Our practice will obtain your written authorization for uses and disclosures that are not identified by this notice or permitted by applicable law. Any authorization you provide to us regarding the use and disclosure of your PHI may be revoked at any time in writing. After you revoke your authorization, we will no longer use or disclose your PHI for the reasons described in the authorization. Please note: we are required to retain records of your care.

By signing below, I acknowledge that I have read and understand this privacy policy and was given the opportunity to ask any questions regarding meaning and use of my personal health information.

Patient Name (printed)______________________ Signature____________________________

Guardian (printed) _________________________ Signature____________________________

