Dothan
Chiropractic Clinic, P.C.

Paul D. Weeks, D.C.

Telephone: 334-793-1081
Fax: 334-792-7600

AUTHORIZED PATIENT NOTIFICATION LIST

(Required of HIPAA) Health Insurance Portability and Accountabilty)

L

, authorize all Dothan Chiropractic Clinic

Physicians and/or whomsoever he/she may designate as his/her professional representative/

assistant to discuss any aspect of my chiropractic care, to include: appointments, tests, test

results, surgical procedures, and any other pertinent information pertaining fo my care with

the following designated peopie:

This document will be a part of your permanent record. In the event that any of the selected
representatives that you designated change, it will be necessary to update our records with a
written notification. You will need to state who you would like to have removed from or added

to the Anthorization Notification List.

PATIENT/OTHER PERSON AUTHORIZED TO SIGN

RELATION TO ABOVE SIGNATURE

WITNESS SIGNATURE

441 South Oates Street P.0O. Box 986

DATE

DATE

DATE

Dothan, Alabama 36301
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DOTHAN CHIROPRACTIC CLINIC, P.C.
PAUL D. WEEKS, D.C.

ASSIGNMENT, LIEN AND AUTHORIZATION
INSURANCE BENEFITS AND ATTORNEY

To Whom It May Concern:

I hereby authorize and direct you, my insurance company, and/or my attorney, to
pay directly to Dothan Chiropractic Clinic, P.C., P O Box 986, Dothan, AL 36302,
F.LD. 63-1164147 such sums as may be due and owing this Office for services rendered
to me, both by reason of accident or illness, and by reason of any other bills that are dve
this office, and to withhold such sums from any disability benefits, medical payment
benefits, No-Fanlt benefits, health and accident benefits, workmen’s compensation
benefits, or any other insurance benefits obligated to reimburse me or from any
settlement, judgment or verdict on my behalf as maybe necessary to adequately protect
said Office. Ihereby further give a lien to said Office against any and all insurance
benefits nared herein, and any and all proceeds of any settiement, judgment or verdict
which may be paid to me as a resnlt of the injuries or illness for which I have been treated
by said Office. This is to act as an assignment of my rights and benefits to the extent of
the Office’s services provided.

In the event my insurance company obligated to make payments to me upon the
charges made by this Office for their services refuses to make such payments on demand
by me or this Office, Ihereby assign and transfer to this Office any and all canses of
action that I might have or that might exist in my favor agamst such company and
anthorize this Office to prosecute said cause of action either in my name or in the
Office’s name and further I authorize this Office to compromise, settle or otherwise
resolve said claims or canse of action as they see fit.

I understand that I remain personaily respoasible for the total amounts due the

¢ Office for their services. I further understand and agree that this Assignment Lien and
" “Authorization does not constitute any consideration for the Office to await payments and
they may demand payments from me immediately upon rendexing services at their
option.

I anthorize the Office to release any information pertinent to my case to any
insurance company, adjuster or attorney to facilitate collection under this Assignment,
Lien and Authorization. I agree that the above mentioned Office be given power of ~
Attomney to endorse/sign my name on any and all checks for payment of my doctor bill.

DATE SIGNED
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Dothan
Chiropractic Clinic, P.C.

Paul D. Weeks, D.C. Telephone: 334-793-1081
Fax: 334-792-7600

HIPAA NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL/PROTECTED HEALTH INFORMATION ABOUT
YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GE ACCESS TO THIS
INFORMATION. PLEASE REVIEW CAREFULLY.

Summary:

By law, we are required to provide you with our Notice of Privacy Practices (NPP). This notice describes
how your medical information may be used and disclosed by us. It also tells you how you can obtain
access to this information.

Asa panent, vou have the following rights:

The right to inspect and copy your information.

The right to request corrections to your information.

The right to request that your information be restricted.

The right to request confidential communications.

The right to a report of disclosures of your information.

The right to a paper copy of this Notice.

The right to file a complaint if you feel your privacy has been violated.

We want to assure you that your medical/protected health information is secure with us. This Notice
contains information about how we will insure that your information remains private.

N R W N

Acknowledgement of Notice of Privacy Practices
I hereby acknowledge that I bave received a copy of Dothan Chiropractic Clinic, P.C.’s NOTICE OF
PRIVACY PRACTICES. I understand that if I have questions or complaints regarding my privacy rights,
that I may contact the person named as Privacy Officer. I further understand that Dothan Chiropractic
Clinic, P.C. will offer me updates to this NOTICE OF PRIVACY PRACTICES, should it be amended,
modified or changed in any way.

Patient or Representative Name (Please Print)

Patient or Representative Signature - Date

Patient refused to sign Patient was unable to sign because-

Documented by

441 South Oates Street P.O. Box 986 Dothan, Alabama 36301



PREGNANCY WAIVER

I hereby acknowledge that Dr. Paul D. Weeks of the Dothan Chiropractic Clinic, P.C. has
informed me prior to being x-rayed of the advisability of risk and the probable consequences of
receiving x-rays during pregnancy. I have stated on my own violation that I was not pregnant at
the time and do hereby release and hold harmiess from any legal action or responsibility caused
by the use of this procedure. :

Printed Name of Patient

Signature of Patient/Authorized Representative of Patient Witness

Date



Office Use Only
01
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0>5 ~ Patient #:
Pain Drawing
Natne: Date:
Date of Birth: Examiner:
TELL US WHERE YOU HURT.
Please read carefully:

Mark the areas on your body where you feel your pain. Include all affected areas. Mark areas of
radiation. If your pain radiates, draw an arrow from where it start to where it stops. Please extend the

arrow as far as the pain travels. Use the appropriate symbol(s) listed below.
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Dothan

Chiropractic Clinic, P.C.

Paul D. Weeks, D.C.

441 South Qates Street

Dothan, Alabama 34301
FLD. #631164147

CONFIDENTIAL PATIENT INFORMATION Date
Name _ Home Phone
Address : : Zip Code
Age Birth Date Maritat M S WD Sex: FM HOW MANY CHILOREN
Occupation Employer '
Address . Office Phone
Name of Spouse Spouse Birth Date Spouse S.S. #
Spouse's Employer Office Phone
Patient's Nearest Relative - Phone
Referred By:
Date of Last Physical Examination
What Operations Have You Had? When?
Serious liinesses? . When?
Have You Ever Suffered From: 5. Tuberculosis: 11. Digestive Disorders:
6. Arthritis: - 12. Nervousness:
1. Dizziness: 7. Headaches: 13. Sinus Trouble:
2. Backaches: : 8. Numbness: 14. Angmia:
3. Heart Troubla: 8. Asthma; 15. Rheumatic Fever:
4, Diabetes: 10. Neuritis: : 16, Cancer
Purpose of .
This-Appointment;
Other Doctors Seen For This Condition
Have you been treated for any heaith condition by a physician in the last year? YESQ NO Q)
Describe

What medications or drugs are you taking?

IF YOURS IS AN ACCIDENTAL INJURY PLEASE COMPLETE THE
INFORMATION REQUESTED ON THE REVERSE SIDE

Remarks and additional information

PAYMENT IS EXPECTED AT TIME OF VISIT!
Name of person responsible for payment _

ARE YOU INSURED? QYES ONO COMPANY

I understand and agres that health and accident Insurance policies are an arrangement between an insurance carrier and myself.
Furthermore, | understand that DOTHAN CHIROPRACTIC CLINIC, P.C. will prepare any necassary reports and forms to assist me in.
making collection from the insurance company and that any amount authorized to be paid directly to DOTHAN CHIROPRACTIC
CLINIC, P.C. will be credited to my account on receipt. However, | clearly understand and agree that all services rendered me are
charged directly to me and that | am responsible for payment. | also understand that if | suspend or terminate my care and treatment,
any fees for professional services rendered me will be immedlately due and payable.

Patient's Signature Ss# Date:
Guardian or Spouse’s
Signature Authorizing Care: SS# Date

Information Taken By: ' Date:




NAME

IF YOURS IS AN ACCIDENTAL INJURY PLEASE COMPLETE
THE FOLLOWING QUESTIONS

Date of Accident: Hour AM . PM Locatlon

How Did Accident Occur? QAuto Collision Q0On-thedobinjury O Cther
if Not An Auto Collision, Please Describs The Circumstances

Did You Report The Injury Te Your Foreman or Employer? QOYES aNo
Did He (They) Recommend Care At Our Office? O YES QNo
If Auto Accident, Were You Driver O Passenger ] Pedestrian O

If Auto Collision, Were You Struck From BehindQ RightSide LeftSideq FrontQ Auto Was Parked O

Did Your Cer Strike The Cther(s) involved QO YES 0 NO; Or Did The Other Car Strike Yours? 3 YES ONC (3 Undstermined
As a Result of The Accident Were Traffic Citations Issued To You QYES O NO; To The Driver of The Other Car 3 YES [0 NO;

To The Driver of Your Car QYES ONO
List The Extent of The Injurles As You Know Them

Did You Require Post-Accident Hospitalization? QYES QNO
CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT:
1 Headache Q rritability @ Numbness in Toes {3 Face Flushed

{1 Feet Cold
0 Neck Pain QChestPain - _ O Shortness of Breath O Buzzing In Ears {1 Hands Cold
0 Neck Stiff () Dizziness . {1 Fatigus . i Loss of Balance O Stomach Upset
-0 Sleeping Problems 0 Head Seems Too Heavy i Depression [ Fainting " O Constipation
0 Back Pain Q Pins & Needles In Arms Q Lights Bother Eyes (1 Loss of Smell Q Cold Sweats
Q0 Nervousness QPins &Needlesinlegs [ Loss of Memory 0 Loss of Taste Q Fever
0 Tenslon O Numbness in Fingers Q) Ears Ring O Diarrhea a
Symptoms Other Than Above '
Have You Lost Any Days of Work? Dates:
fnsurance Companies Involved:
‘ My Company
Company of Person Responsible For Injuries
Have You Been Contacted By an Insurance Adjuster or Company Representative Regarding This Claim QYES QNOo

Do You Have An Attorney That Has Advised You In This Case? QYES - @ANO

Name Address Telephons

Shelley X4898



