readjust your life.

Patient Name;

Please provide us with YOUR INSURANCE CARRIER information. If there was another vehicle
invelved, please let the receptionist know to provide you with a second form.

. Your Vehicles Insurance Carrier:

- Insurance Name:

Address:

City/State/Zip:

Adjuster Name:

Phone: ) Fax:

Claim #:

Date of Accident:

Dr. James Yewchuk, D.C. Chirdpracti:f Physician
541-2-RELIEF (541-273-5433) » FAX: 541-850-2461 « 3150 South &th Street » Kiamath Falls, OR 97603



cres
ADVANCE
CHIROPRACTIC

3188 South Blxth 8t - Klamath Falls - OR 97603

Tel: $41.273.5433

Fax: §41,860.2451

www.advancedchiroklamathfalls.com

How did you hear aboul our office?
if referred by a patlent, please advise by whom:

Batient Informationis =58

0O InfemetiWeh

Please complefe all the foliowing information as accurately as possible

O Sign O Fried O Paflen! O Obher

Full Name:
Home Phone, ]Ceil Phona; Work Phone:
Emall: I Marital Status:
Address: Icfiy: State: |Zip:
Employer: Occupation;

[Employer Address: ICity: State: !ZE;):
SEN:

Ilnsureci‘s Name; iTe!eghcne #
lEnsared's DOB: ingured's SSN:
|Reiat§onsh1p to Patfent: Ingured’s Employern:

Data of Accident:

iﬁ", =

Where were you seated?

|10 your own words, please deseribe the accldent:

0 QOther:

Type of Accident: O Fead-on colision 0 Broad-slde collision 0 Ofher:
Duilng kmpact did your hody come in contact with an 0 he vehicle O Yes 0O No
Pleass explain;
Did you ses the accldent coming? ©  Yes O No | Did you brace for impact: O Yes O No
Were seafbeltsworn? O Yes O No Was yourcarbraking? 0 Yes 0 No
Head/Body Position at fime of impact: 0 Head turned lefifright 0 Head looking back

O Head straight forward 1 Body straight in siting position

O Body rofated dghtleft o Othern

What was the approximats speed at the ime of impact? Your vehicle Other vehlole
What were the road condilions: O Wer & Dy o iy
Were both hands on the steering wheel? 0 Yes™ 0 No fno, whichone was? 1 Righl 1 L8f
As a result of the accident were you; O Rendered unconsclous & Inshock 0 Dazed, confused

Were you able to get out of the care and walk unalded?

O Yes 0 No . Ifno, whynot?

Did you go the hospital? 0 Ves |

No If yes, how did you get there?




Check all symploms thal became apparent since the accident:

3150 South Sixth 56 - Klamath Falls - OR 57603
Tek 541,273.5433 Fax: 541,850,2464
wwvw,advancadchireklamathfalis,.com

¢ Headache 3 Chest pain I Depression O Lossof taste

0O Eyelightsensitive T Anxious 0 Tenslon ¢ Breath shoriness

1 Fainting £ Low back paln o Dlarhea 1 Ringingfbuzzing

O Numbnessintoes O Neck painfsifiness O Nervoushess G Cold hands

0 lossofmemory O Panbehindeyes 0 Facial pain o Conslipation

03 loftebifity 1 Sleeping problems ©  Mid back pain O Cold sweals

O Lossofbalance O Lossofsmel 0 Dizziness O Clickingfpopping jaw

r1 Cold fast O Fatigue O Fingernumbness O Other {please descrbe balow)
{if you selected Other, please destirbe:

Have you missed lime fomwork? 0 Yes O No

{if yas, full me off work; o [t yes, part time off work: to

Did you seek medical help immediataly after the accident? T Yes 0O No

if yes, how did you gef there? 01 Ambulance G Pdlice O Someone drove me
O Drove myself a  Other;

[Doctor #14: Name: Date of first visit

Were you examined? 0 Yes O No |Were xraystaken? DO Yes o No

Did you receive treatmeni? o0 Yes 0O No

f yes, what kind of freatment did you receive?

Wheat benefils did you recelve from the treatment? Dale of last treatment?

Do you have an altormey on this clalim? 0 Yes 0O No

if yes, who?

Address: City: State:

Zip, Phone:

Ara you pregnant? 0 Yes O No 0O Nolsure |Do you have a patemaker? O Yes O No

Medications fist:

Diseases, deseribe:

Other, descirhe:

Iminediately after the accldent:

Later it the day:

The next day:
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ADVANCED
CHIROPRACTIC

Patlent Name:

AlDS

........

3150 South Sixth 8t - Klamath Fatls - OR 87403
Tel: 541.273.5433 Fax; 841.850,2461
www.advancedchiroklamathfalls.com

the faﬂu ving informallon as accurataly as possiblis

o O Dizziness 0 Mentat disorder
o Aleoholism 0 Eczema 1 Mumps
£ Anemia 0 Epilepsy 0 NeckInjry
0 Appendicitis 21 Falnting 0 Pleuisy
0 Adesiosclerosis 0 Falls O Pnesmenta
O Arthiilis 0 Golter O Smoking
O Blurred/double vislon 01 Head injudes i Polle
03 Bioken bonas 0 Hearlng loss 0 Rhoumatic fever
o Cardiovascular dlsease 0 Heart disease Ci  Ringing In ear{s)
0z Cervical spine spondyolosts 0 High blood pressure G Siurredfdifficult spesch
o Chicken pox tt  Hypsitensions 0 Tubersulosls
o Collapsing O influenza 00 Use of oral controaplives
o Confasion O Loss of vision 0 Venersal infactions
r Diffioulty swallowing O Lumbagoe O Whooping cough
0 Measlas
Please Indicate whether you have had any of the following and its location
0 __ Surgeres: 0 Weakness: £ Numbness:

Nomnal:

Miid Pain:
Moderate Pain;
Infense Paln;
Severe:

[ O o I

ety SRR 3
o

oo
LN

On a scale of 1-1D, pfease mdmate your pain keve!

Directions:

tsing the Discomfort Symbols
below, ploase mark your areas

of disconfort as [f partains to your
cureent condition and area of the
body,

A= Aching

B= Burning
C=Cold

H= Hypersensitivity
N= Numbnass

R= Throtbing

8= Stabbing

T= Tingling

.y

o

i

o
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3153 South Slxih 8t - Klamath Falls - OR 97603
Tek 541,273.6433 Fax; 541,850,2461
www.advancedeniroklamathfalis.com

This questiennal 1s designed to help us beiter imderstand how! your paln affects your sbilily o manage evarydayife activilies. Although your
may consider hat tv of i statemais in any one seclion rsiate Lo you, please mark the one box that most chonely deseribes your currend pain.

Patient Printed Name

' My pam ‘Es'mltd fo moderate, | do not need pain killers
The painis bad, butl manage withoui paln kiflers

Pain kilers give me moderate relief from pain
Pain killers give very litle reliaf from pain

B
0
O
£ Palnkillers give me complele rellef from pain
u}
o
0 Pain killers have no effect on the pain

| can luok a!ter mysell normally without causmg exkea pain
£ lcan ook after myself normally, but it causes exira pain
& itis painful fo look after myself, and 'm slow and careful
0 {need some help, but manage most of my personal care
1 1need help everyday in most aspects of self-care

O 1don'tget dressed, | was with dificully and stay in bed

Toan It heavy weights without axtrapaln

O foanlift heavy weights but it glves extra pain

11 Pain prevenis me from Hiiing heavy weights off the floor,
but | can manage if they are conveniently positionad

T Paln prevents me from liting heavy walght but 1 can

manage to lift medlam weight if convenlertly positioned
T boan lift only very ight weight

O ocannot Bt or carry anything at ad

) Pam does not prevent me walking any distance
1 Peln prevents me walking more than 1 mite

£ Paln prevenis me walking more than 1/2 mils
O Pain pravens me walking more than /4 mile

01 can | can only walk using a stick or crilches
0 damin bed or & chalr for most of the day

Tean Sit i any chair a8 forg @ | bke
1can only sitin my favorfte chalr as fong as | like
Pain prevents me from sitting mere than 1 hour
Pain pravents me from sitting mere than 1/2 hour
Pain prevents me from silting more than 10 minules
Pain prevents me from siting at af

0OCooOo o
b

Patient Signature

How fong have you had this pain?

| can sland as long as 1 want without extra pain
{ean stand as Jong as Fwant but #t gives me exlra pain
£ain pravents me from: stending for more thar 1 hour
Pain prevents me from sfanding for more than 4/2 hour
Pain preven!s me from standing for more than 10 minutes
Pain prevents me from standing ak all

) Goas nct pravent me from slesping wel
| can sleap well only by using tablels

Even when | take fablets | have fess than four hours sleap
Even when | take tablets | have tess than two houts sfesp

o
|

O Even when i take tablels | have fess than six hours sleep
0

[

0 Paln prevents me from sleaping at all

| My 86X E:fe s normat and Causes no exlra pam

O My sex life is normal but causes some axtra paln
O My sox fife Is neardy nomal but s vary palniul

01 My sox e i severaly resiricted by pain

O My sex ffe i nearly absst bacause of pain

o Fain prevents any sex life at 2l

=Ty socla al and gives me no exlira pain
0 My social e i nommal but increases the degres of pain
0O Pain has no significant effect on my socis! ife apart from
lmiting my more energellc intsrests, like dancing cl,
o Painhas resticled soclal ife and L do not goout as often
0 Palp has restricted my socisl lifs to my home
r  }have no socidl life because of pain

]

G |eanfravel anywhere but it glves me extra pain

[ Pain Is bad but | manage jouneys gver two hours

O Pain restricls me lo Journeys of tess than one hour

0O Paln restriets me to short necassary journeys of fess than
112 hour

1 Pein prevenis me from lraveding except to the dactor

Date



2150 South Sixih 8t - Klamalh Falls - OR 87603
Tek 541.273.5433 Fax: 641.850,2461
www.advancadehirckliamathfalis.com

This guesticanair is designed to help us betior undersiand how your pain affecs your ability lo manags everydewlife activites. Although you
ey cansider that (we ef the stelements In any one seclion relate lo you, piease Mark the ona hox that most closely describas your clirran pain,

Patlient Printed Namso

i have no pam at the moment )
The paln is very mild at the moment

The pain i3 falriy sevate at the moment
The pain is very severe at the moment

O

a4

o+ The palnis moderats af the moment

o

s

O The paln Is the vorst imaginable at the moment

it l can Iook afier myself aormally wnlhcut causlng extra pain
0 |canlook after mysalf normally, but if causes exira pain
O s palnful fo lockatier myself, and Fim stow and carefil

O ineed some help averyday in most aspects of seif-care

3 Ineed help every day in most aspects of self-care

@ tdon'tgel dressed, | wash with difficulty and stay in bed

o 1 can life heavywe!ghts without causmg exlra pain
0 canlift heavy waights, but it glves me exira pain
0 Paln prevents me from fifting heavy weights off the floor,

hut { can manage If they are convenlenlly positioned ,

0O Pain prevents me from liflng heavy waights off the floor,

but 1 can manage ¥ iight welghis I they are colweniant y positicnad
0 lcan fift only very light weights

0 l cannoi it or carry anythmg at aﬁ

ading: =l
0 lean read as much as | want wﬂh o paln

O {cantead s much as | wantwith slight pain

0 {canread as much as Fwant with moderate paln

o1 1eannot read as much as | want dus o moderate pain
£ Loannof raad as much as | want due to savere pain

& |cannot read af ail

o I have no headaches al aIE

1 thave sfight headaches that coms faquently

F1 bhave moderate headaches that come infrequently
| have moderate headaches that come fraquently
1 Fhave savere headaches thal come frequently

0 | have headaches almast ali fha time

Patient Sighature

How iong have you had this pain?

O i can aoncentrale !u!ly with no difficulty

G | ¢an concentiate fully with slight difficulty

03 {have afalr degree of difloulty concentrating
2 |have 4 lot of difficulty concentrating

2 have a great deal of dificully concentrating
t7  1cannot concenbate at alf

1can do s mush work as Twantto

| can only do sy usual work, but no mors
| can do mosd my usual work, but no more
Fsannot do my usual work

tean hardly do any work at af

| cannot do any work at all

[ o B S

Toan do as much d:iving as fwant
oan onfy do ustial driving, bit no mare

Ecan only do atost of my usual driving, but no more
t can't do my usual driving

| can hardly do any driving at afl

| cant do any driving at al

ogoogoooag

Gt Thave no Youble sleeping

0 My sleep is disturbad for Isss than § hour
{3 My sleap la disurbed for 1-2 hours

0 My sleep is distwbed 2-3 hours

O My sleap is disturbed 3-5 howrs

0O My slesp Is disturbed 57 hours

T Thavs o neck peln during o recreaﬁenas activﬁles '
0 | have some neck pain with all recreational activities

1 | have some neck paln with a few recraational aclivitles
t1 | have nack pain with most recreationat activiies

0 ean't hardly do recreational acliviles due o neck pain
O fcan'tdo any recreational activiles dua to neck pain

Date Soore



ADVANCED

Please read carefully and inquire with the front office staff if you have any questions

INFORMED CONSENT FOR CHIROPRACTIC CARE: ‘
T nature of Chiropractic treatment; The doctor will use hisfher hands or a mechanical device in order to move your joints.
You may feel a "click” or "pop” such as the noise when a knuckle is "eracked’, and you may feel movement o the joint.

Various ancillary procedures, such as hot or cold packs, eleciric muscle stimulation or therapeutic ultrasound may be used,

Possible Risks: As with any health care procedures, complications are possible following a chiropractic manipulation. These
could include fractures of bone, muscular strain, ligamentous sprain, dislocations of joints, or injury to intervertebral discs,
nerves or spinal cord, Cerebrovascular injury or stroke could occur upon severe injury to arteries of the neck, A minority of

patients may notice stiffness or soreness after the first few days of treatment. The ancillary procedures could produce skin
irritation, burns or minor complications, '

Probability of risks oceurring; The risks of complications due to chiropractic treatment have been described as “rare”, about
as often as complications are seen from the taking of a single aspirin tablet. The risk of cerebrovascular injury or stroke, has
been estimated at on in one million to one in twenty million, and can be ever further reduced by screening procedures, The
probability of adverse reaction due to ancillary procedures is also considered "rare”,

Risks of remaining untreated: Delay of treatment allows formation of adhesions scare tissuc and other degenerative changes.
thess changes can further reduce skeletal mobility, and induce chronic pain cycles, It is quite probable that delay of treatment
will complicate the condition and make future rehabilitation more diffiouit.

Please agk your Chiropractor for other treatment options that could be considered

By signing below I acknowledge that I have read and understand the above explanation of chiropractic treatment. I
have had the opportunity to evaluate the risks and benefits of underpoing freatment, I have freely decided to undergo
the recommended treatment, and herby give my full consent of treatment,

Printed Name Signature . Date

3150 South Sixth Street - Kiamath Falls - OR - 97603 - (541)273-5433



ASSIGNMENT, LIEN AND AUTHORIZATION
FOR DIRECT PAYMENTS BY MY PAYERS TO JAMES M. YEWCHUK BC.

Purpose: The prrpose of this Assignment & Lien is 1o assist the office In btalning proceeds from various Payers for the payment of my Charges. Accordingly, 1 agree to fw
following nnd direst alt payers as follows:

Delinitions, In this Assignment & Lien, the followlng terms shall ave the Tollowing meaning: *Offics” and "Clinie" shall refer to James M. Yowchuk Chiropractic
P.C/Advanced Chirapractic/ Dr, James M. Yewchuk located at 3150 5. €lh Street, Klumath Falls, OR 97603; "Assignment & Lien Document, "Assignment & Liea", and
"Assignment” shall refer Lo this document, "Payer® shall refer o without limit any Tnsurance carrier, health beefit plan administrator and fiduclary, health maintconnce
organization, preforred and independent provider organization, sttorey, adjuster, claims handler, medicat exaidner, Individual reviewer or review entity, at-frult party,
individual, and any other entity, which may elect or be obligated to pay or disburse Proceeds, either mow or in the fature, or whick may be involved directly or indirectly in
determining the obligation to pay or disburse Proceeds, ither now or in the fulurg: "Proceeds" slealt includz withiout linit the proceeds from uny settfement, judgment, or
verdict, the proceeds from any promise to pay of reimburse, the proceeds ralating lo “healih-care-Insurance recelvables’ and “payment Intangibles" ay such ary defined by the
applicable Uniform Commercial Code, and the proceeds relating 1o the following benefits, plaas or eoverage's; Individual und group helth benefits, Medicare and Medienid,
workers' compensation, disability, Habllity, uninsured and wderinsured totorist, no-fault, medica! payments benefits, persoual lnjury pratection, lost wages, lost services,
properly damage, errors & omissions, nnd malpractice; "Charges” shall include without Himit he fulf fees for the Offices goods and services {including without Jimit
treatment, diagrostics services, medical equipment, supplies, supplements, namative reperts, photocopies, pre-anthorization requesl, no-shows, depositions, and testimony,
whether rendered biefore or after the dnte of this Assignment and Lien), any Collestion Costs fneurred by Hie Office, delinquency pesaliies and interest to the maximum
extont permlited under faw of at e el rate of eighteen peresnt (18%), whichever is greater, and any other charges incurred by me at the Office; "Colfeciion Costs" shali
include without 1imit any pre-and posi judgment comrt costs, filing fees, service of process charges, attornsys fees, fovs or costs assoviated with requests for reconsiderations,

Independent teviews, appeals, mediafion, atbitretion, and any oflier costs of coltecton Incurred by the Office in any effort or metios to collect my Chorges elther from me o
from any Payer.

Assignment and Lien Terms, | hereby nssign o the Office 16 the oxtent pennilted by Iaw, bt only (o the extent of my Charges, alf of my claims to, rights 1a, and interests
in, Froceeds, whethor resolved or unresofved, inchading without Hmit ownership rights, which 1 may htve now or in the Asure relating directly or indirecly to my Charpes,
condition, or causés of my condition {Claims to Proceeds, Including without limit any and all canses of action, recelvables, payment intosgibles, and remadies that I mighy
have against or with respect to wny Payer now of i e future, and fhe right to proseouds, seek, settle, or etherwise resolve such Cladras to Proceeds eilher in WY nEng or in
the Office's name and as the Office otherwiso sees fit. Tagreo ihat this assigniwent shall be effective as of the date and Yime fhe fnitial eause of my condition ocoured, 1
further intend for this Assignment & Lien to create a secqrity interest uader the appheable Uniform Commerclal Cade, Accordingly, | heeeby grand fo the Offiee a primary,
ron-contingent security futerest in all of my Claims to Proceeds ko the extent permitted by law for the purposs of sectising payment of my Charges, the attachment and
perfection of which shall relats back to, mnd be effoetive as of, fhe date and fime that the initial couse of my condition oecureed. 1 fusther nuthorlze the Office 1o Rle fhie
formfs) normadly filed with the secretary of state or other government oageney selating to such security fiterests, and to ke such filings in all relevest Jurisdiotions a3 the
Office sees fit in Its sole discrrtion,  agres that onee payment fn-futl has been made towards all eutstanding Cherges fo the flf extent permitted by law or contract and also
&8 defined by my agreement with the Office, such security interest shall bo removed o tenminated sofely upon my written réguest sent theough the 1.8, Postal Service
Certified Muil. Consistent with theso items, 1 herchy girect any snd all Payers, to pay the Proceeds directly to, Immediately to, and exclusively in the name of, the Gffice to
the {51l extent of my Charges, To the extent that any faw, including without Heelt # lien statute, purports 1 limit, reduce, or modify the distribution of Proceeds in any nyanner
inconsistent with this Assignment & Lien including withost limit leough the reservation of portion of the Proceeds exclusively to me, 1 hereby waive such limits, reductfons,
or modifications, Such weiver shall not sdversely aifect or prejudics any rights which the Office may have and elect to exercise under said lmy,

Specific Direction to Any Attorney T Retain, Suck psin Accident Cases, In tie event $hat 1 relais one or more attormeys who receive(s) Proceeds from one or mare Payers,
I hereby direct fand the Office herehy mequests) each attomey to provided intmediate notice to the Office regarding such Proceeds, to promptly pay the Office in-fulf out of
steh Proceeds, and to provided a fill accounting of such Proceeds to the Office, 1 sgree that the purpose of such Pracceds shall be peimarity to pay my Charges. I 1 kave a
dispute regarding the Charges, any rensedies 1 meay have shatl not inelude lnstracting my sttomey to withiiold or delay payment of Proceeds to the Qfice, 1 Further spiee to
and Jiersby irrevocsbly waive any present or fature right } may bave, whether arising under a "Comenon Fund Doctrine® or other tegal basis, to regmire the Office to absorb
the costs nssociated with, or othierwise assume responstbitity for, any portlon of my attomoy's fees and costs, or effier expenses of ubiaining Proceeds,

Bisciosute Divectives, T hereby direct each and every Fayer to nmediately celease to the Office any Pertinent information relating ta (a} any coverage T may have and (b)
any Proceeds Deteemination by the Payer relating fo the Office’s Charges. Pertinent information” shall includa without limit the amount of totat coverags available ang
remaining, as welt as the amount of any ouistanding claims which the Payer has received from any clnimant relating (o my condition. "Pertinent information” shall also
include withowt limit coples of alk documents, records, and otiter information (a) relied upon by the Payer in making a Proceeds Determination, or (b) was submitied,
considered, or gencrated in the cousse of making a Proceeds Detesmination without regard fo Whether such document, recard, or other information was relied npon ia making
the Proceeds Determination, “Proceeds Determinntion” shall inclido without limit any determination by the Payer 10 pay, deny, or delay paymsnt of eny Proceeds vefating to
the Office’s Charges, as-well a3 n declsion to refer thie Charges to an independent review or mudit, ukilization review, or independent medieal exam. § further cuthorize and
direat (he Office to relense any information relating any services rendered 1o or for me by the Office fo ail Payers, inciuding withou! Himita copy of my Charges end a copy
of this Assignment & Lien, unloss otherwlse ngreed 1o ins writing.

Miscellancous, Except as provided in this pasgraph, this Assignment & Lien shall not be modified or revoked without the expressed, writien consent of the Office. 1 hereby
revoke, with the Offles's consent, the terms of any previously sigried documents, but onfy to fhe extent those terms ondtict with the terms of this Assignmen! & Lien, T agree
that epch and every provision of this Assignment & Lien is reasombly necessary, However, shonld any provision of this Asslgnment & Lien be found 1o be invalid, Hlegal or
unenforceable , or for any reason cease to be hinding on auny porty hereto, all other portions and provisions of this Assigament & Lizn shadl, revertiieless, remain in fubl force
and effect, This Assignment & Lien shall be governed under the Jaws of the state where the Offics js located, and i3 pecformable in the county where the Office is focated, In
eny action based upon this Assigmment & Lien, 1 ligreby consent to parsenaf jurisdiction ard venue of any court In said county and waive all objccions based on improper
Jurisdiction, venue, or forum inconvenience, T further waive eny staftits of Hmitations which may apply In uny action based upon thiz Asslgnment & Licn,

1 have read, understood, and agree o the terms of this Assignment & Lien,

Patient Name (print); Patient Signature: Date: [/ ¢

Nume of Custodinl Parem of Legal Guerdian, on Bebalf of the Patient (please print);

Parent/Guardian Signeture; Date: I

3150 Scuth Sixth Street - Klamath Falls - OR - 97603 - (541)273-5433
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DISCLOSURE POLICY:
1 authorize: Advanced Chiropractic to release to:

{Patfents printed name)

(Mame of persons 1o aecess nformation)

The following information:

a) U3 All health information pertaining to my medical history, mental of physical conditions and treatment
received; OR

b) O Only the followlng records or types of health information (including any date);

¢.) 0 Only diselose iy dates of service and charges/balances on my account.
(Please note: We will always accept payments but will not disclese account balances or services rendered without your permission,)

(Patient Slgnature) (Date)

PRIVACY POLICY:

This notice deseribes how medical information about you may be used and disclosed and how you can gel
aceess fo this information.

Uses and Disclosures: 'We use health information about you for treatment, billing, and healthcare operations. Continuity of
care is part of treatment and your records may be shared with other providers to whom you are referted. Information may be
shared by mail, e-mail, fax, or other methods. We may use or disclose identifiable information about you without your
authorization in several situations, but beyond those situations, we will ask you for your written consent before disclosing
such information,
" Your rights; Tn most cases, you have the right to look at or get copies of your health information. If you request copies, a fee
may be charged. You have the right to receive a list of certain types of disclosures of your information, If you believe that
information in your records is incorrect, you have the right to request that we correct the existing information.
Our Lega] Dufy: We are required by law to protect the privacy of your information, provide this notice about our information
practices, follow the information practices that are described in this notice, and seek your acknowledgement of receipt of this
notice. If a significant change is made to our policies a posting will be made in our waiting area. You can request a copy of
these notices at any time and for more information please ask our front office staff or our Privacy Officer*.
Complaints:1f you are concerned that we have violated any privacy rights, or you disagree with a decision we made about
your records, please notify the Privacy Officer* or you may send it in writing to: U.S, Dept. of Health and Human Services,

*Privacy Officer: Dr. James Yewchuk, D.C. Tel; 541.273.5433
3150 South Sixth St Fax: 541.850.2461
Klamath Falls, OR 97603

By signing below, I agree to the Privacy Policy set in place by Advanced Chiropractic

Signature Date
3150 South Sixth Street - Klamath Falls - OR - 97603 - (541)273-5433
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PAYMENT POLICY:

As 4 courtesy to our valued patients, Advanced Chiropractic can bill both your primary and secondary insurance.
We will obtain a copy of your insurance cards and ID to get a quote of benefits, Patients are responsible for
knowing their policies and upholding their agreement with their insurance company. Remember, your insurance

company works for you. Some insurance providers require additional paperwork to be filled out initiatly or on
subsequent visits for compliance purposes.

Please be advised that benefits quoted are not a guarantee of payment and are subject to plan
limitations and deductibles. Contact your insurance provider for additional information,

Each patient is responsible for their contracted deductible amounts, co-pays and co-insurance at the time services
are rendered. For your convenience we will work with you to establish a payment plan to help you meet your
deductible. On occasion, insurance payment may have been issued to you from your insurance company, Please
endorse it to us and provide the check with the attached EOB, We hope to avoid any mishap with appropriate

“assignment of benefits" paperwork which clarified payment entitlement. Mistakes do happen and any remaining
unpaid claims will become your responsibility,

Medicare Patients:

We do accept Medicare assignment. We must follow appropriate guidelines which are strict and non-negotiable. It
is designed to protect all involved and to make sure treatment is medically necessary. At the time of treatment, you
will be notified of the Medicare covered services. You or your secondary insurance will be responsible for any non-
covered services, This should be outlined in writing with our ABN form upen your first visit. Patients with
Medicare cannot choose the cash option, by law, '

Cash Patients:

If you choose to not use your insurance of if you do not have insurance, we do accept cash, check, or credit card for
payment of services. This is to be paid at the time services are rendered. On occasion, and at the discretion of the
doctor, arrangements can be made for a payments.

Persopal Injury:

Advanced Chiropractic is accustomed to working with patients involved in car accidents and job injuries. Should
you be involved in one of these we are happy to follow through on the billing and possible legal paperwork. We
trust you will settle any debts with us upon receipt of your settlement including any charges NOT covered by
insurance. We will require a copy of private health insurance just in case claims are denied of coverage has maxed,
You will be responsible for any fees unassociated with your current claim such as missed massages.

By signing below, I agree to the Payment Policy set in place by Advanced Chiropractic

Signature Date
3150 South Sixth Street - Klamath Falls - OR - 97603 - (541)273-5433



ADVANCED

FRAGRANCE POLICY:

Due to certain allergies and sensitivities, Advanced Chiropractic requests that when
visiting our office you do not wear strong fragrances or perfiumes,

Please see front office staff with questions or concerns,

By signing below, I agree to the Fragrance Policy set in place by Advanced Chiropractic

Stgnature

Date

MASSAGE POLICY:
patients may receive additional treatment if recommended by your docfoer, and fo ensure that our
ly and without error, Please be advised, it is cormmon for our massage therapy schedule to be booked

This policy s used so all
scheduling flows smooth
out a few weeks,

Please read and initial the following:

Tunderstand that due to billing guidelines, a chiropractic appointment will be scheduled 15 minutes
prior fo my scheduled massage,

Tunderstand a $25 fee will be charged to ary account upon any missed massage or less than 24 hour
cancellation notice.

Tunderstand the above will be applied if 1 do not arrive the required 15 minutes prior to my scheduled
massage.

By signing below, [ agree to the Massage Policy set in place by Advanced Chiropractic

Signature

Date

3150 South Sixth Street - Klamath Falls - OR - 97603 - (541)273-5433



