
	PATIENT INFORMATION

	First Name:
	Date of Birth:
	Age:

	 Last Name: 
	Social Security Number:

	Address:
	Home Phone:

	City, State, Zip:
	Work Phone: 

	Email Address: 
	Cell Phone: 

	
	Arizona Phone No.:

	RESPONSIBLE PARTY

	First Name of Guarantor:
	Patient Relationship to Guarantor:

	Last Name of Guarantor:
	Gender: 
	Marital Status:

	Address:
	Date of Birth:

	City, State, Zip:
	Social Security Number:

	Employer:
	Home Phone:

	Employer Address:
	Work Phone:

	City, State, Zip: 
	Cell Phone:

		INSURANCE INFORMATION	

	PRIMARY INSURANCE NAME:
	Subscriber Name:

	Address:
	Date of Birth:

	City, States, Zip: 
	Patient Policy ID: 

	Plan Phone Number:
	Group Number:

	Effective Dates:
	Patient Relationship to Subscriber:

	SECONDARY INSURANCE NAME:
	Subscriber Name (Secondary Ins.):

	Address:
	Date of Birth:

	City, State, Zip
	Patient Policy ID:

	Plan Phone Number:
	Group Number:

	Effective Dates:
	Patient Relationship to Subscriber:

	EMERGENCY CONTACT AND PARENT / LEGAL GUARDIAN INFORMATION

	Emergency Contact Name:
	Parent/Legal Guardian Name:

	Address:
	Address:

	Patient Relationship to Contact:
	Parent Phone Number:

	Contact Phone Number:
	Parent Work Phone Number:

	Contact Work Phone Number:
	Parent Cell Phone Number:

	MEDICAL AUTHORIZATION AND RELEASE OF INFORMATION

	I hereby authorize Neurological Rehabilitation Center to furnish the insured’s insurance company all information which the insurance company may request concerning the patient’s present illness or injury. I understand that I am financially responsible to Neurological Rehabilitation Center for all charges incurred in the course of my treatment at Neurological Rehabilitation Center and for which the insurance company does not cover, but for which Neurological Rehabilitation Center is entitled. I hereby authorize Neurological Rehabilitation Center to provide such medical / surgical care or services as determined to be in the best interest of the patient listed above. This authorization shall continue and be in full force and effect until revoked in writing by the person signing below. 
Signature: _________________________________________________________________________Date: ___________________________



How did you hear about us? __Drive by __Health Plan __Website __Yellow Pages __Magazine / News Ad __Professional  __Friend




REASON FOR VISIT TODAY: __________________________________________________________________________________
Please list all the medications, including over the counter medications that you are taking or have recently been taking.
	Medication
	Dose
	Times/day
	Date Stopped
	Medication
	Dose
	Times/day
	Date Stopped

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Please list any allergies to food or medication you may have:
Allergy: __________________________________		What Happens ___________________________________
Allergy: __________________________________		What Happens ___________________________________
Allergy: __________________________________		What Happens ___________________________________

Have you had: A tetanus shot within the last 10 years? YES / NO       A flu shot? Yes / NO   All childhood immunizations? YES / NO
List any other immunizations you may have had: ____________________________________________________________________

Do you have any symptoms currently? YES / NO 	Please check the symptoms below that apply to you today:
	General:
____ Overall feeling is poor
____ Tired 
____ Fever
____ Chills
____Weight changes
____General pain
Head:
____ Any head-related symptoms?
____ Headache
____Face pain
____Sinus pain
Eyes:
____R eye problem
____L eye problem
____Vision/eyesight problems
____Discharge from eyes
____Itching
____Sensitive to light
____Red
____Swollen
Ears:
____ Earache
____ Pulling at ears
____ Ringing

	Nose & Sinus:
____ Nose bleeding
____ Drainage or discharge
Mouth & Throat:
____ Sore throat
Oral Cavity:
____ Teeth symptoms or pain
____ Jaw symptoms or pain
Neck:
____Neck pain
____Muscle tightness
____Neck stiffness
____Neck muscle spasm
____Neck lumps
____Neck glands swollen
Breast:
____ R breast symptoms
____ L breast symptoms
____ Warmth
____ Pain in the breasts
Cardiac:
____ Pain or discomfort in the chest
____ Palpitations
____ Heart rate too slow
____ Heart rate too fast
	Lung:
____ Congested in chest
____ Breathing difficulty
____ Shortness of breath at night
____ Cough
Gastrointestinal:
____ Appetite changes
____ Heartburn
____ Nausea
____ Vomiting
____ Diarrhea
____ Constipation
____ Other symptoms (please list)
Genitourinary:
____ Painful urine
____ Urine odor
____ Discharge
____ Blood in the urine
____ Loss of control with urine
____ Unusual vaginal discharge
____ Male genital or urine symptoms
Endocrine:
____ Increased/Excess Thirst
____ Excess sweating
	Skin:
____ Itching
____ Skin lesions or sores
____ Skin wound/s
____ Redness of the skin
Muscle/Bone:
____ Soft tissue swelling
____ Back symptoms
____ Joint pain
____ Joint swelling
____Joint stiffness
Nerve Symptoms:
____ Dizziness
____ Spinning sensation or vertigo
____ Fainting sensation
____ Difficulty moving arms/legs/other body part
____ Tingling
____ Numbness
____ Increased sensitivity to touch
Psychological:
____ Mood changes
____ Sleep disturbances
____ Loss of pleasure
____ Energy changes
Please explain if you checked any above:
________________________________________
________________________________________



FOR STAFF ONLY: I CERTIFY THAT I HAVE REVIEWED ALL SYSTEMS LISTED ABOVE WITH THE PATIENT:_________

List ALL your medical conditions (e.g.: Diabetes, Stroke, etc.) AND list any surgeries you may have had (e.g.:appendectomy, back surgery)
	1.
	5.
	9.
	13.

	2.
	6.
	10.
	14.

	3.
	7.
	11.
	15.

	4.
	8.
	12.
	16.



Do you smoke or use tobacco products?  YES / NO   How much? _______Have you quit? YES / NO	Do you use alcohol?  YES / NO	
Do you drink caffeinated products? YES / NO	Do you use recreational drugs? YES / NO	Children in daycare? YES / NO

FAMILY MEMBERS: Please list any health problems in your family.
	Mother:
	Good Health? YES / NO
	List health problems: 

	Father:
	Good Health? YES / NO
	List health problems:

	Siblings:
	Good Health? YES / NO
	List health problems:

	Children:
	Good Health? YES / NO
	List health problems:


Patient Signature/Legal Guardian: X____________________________________   Date: 
Print Patient’s Name: __________________________________________________
BY SIGNING BELOW, THE CERTIFYING STAFF AND PROVIDER HAVE REVIEWED THIS FORM WITH THE PATIENT AND MADE CORRECTIONS AS NEEDED:


Neuorological Rehabilitation Center and Chiropractic 1111 S. Stapley Drive Mesa, AZ. 85024 (480) 497-3750
*Staff Signature / Title / Date: ______________________________ Provider Signature / Title / Date:_____________________________
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NEUROLOGICAL REHABILITATION CENTER
Patient Medical History - Rehabilitation

Patient Name: ___________________________            Date Symptoms Started:________________________

Describe Your Symptoms and How They Began:__________________________________________________
___________________________________________________________________________________________

[image: ]How often do you experience your symptoms?  Indicate where you have pain or other symptoms.
(1) Constantly (76% -100% of the day)
(2) Frequently (51% - 75% of the day)
(3) Occasionally (26% - 50% of the day)
(4) Intermittently (0% - 25% of the day)

What describes the nature of your symptoms?
(1) Sharp                          (2) Shooting
(3) Dull ache                    (4) Burning
(5) Numb                          (6) Tingling

How are your symptoms changing?
(1) Getting Better
(2) Not Changing
(3) Getting Worse
                                                                                    None                                                               Unbearable
How bad are your symptoms at their:  Worst:       (0)   (1)   (2)   (3)   (4)   (5)   (6)   (7)   (8)   (9)   (10)
                                                                     Best:        (0)  (1)    (2)   (3)  (4)    (5)   (6)   (7)   (8)  (9)    (10)
How do your symptoms affect your ability to perform daily activities?
  (0)             (1)            (2)             (3)             (4)             (5)             (6)           (7)           (8)            (9)          (10)
 No Complaints      Mild, forgotten    Moderate, interferes      Limiting, prevents     Intense, preoccupied       Severe, no
                                  with activity             with activity                   full activity             with seeking relief      activity possible

What activities make your symptoms worse:  _______________________________________________________________

What activities make your symptoms better:  _______________________________________________________________

Who have you seen for your symptoms?           (1) No One                      (2)  Family Doctor     (3) Urgent Care
                                                                               (4) Physical Therapist     (5)  Other
	a.) Date and treatment performed:  _________________________________________________________________
            
              b.) What tests have you had for your                     (1) X-Rays  date:___________     (2) MRI  date:____________
                   symptoms and when were they performed?     (3) CT Scan  date:___________    (4) Other  date:__________

Have you had similar symptoms in the past?      (1)  YES               (2)  NO
	
a.)  If you received treatment for these same                (1)  Urgent Care     (2) Primary Care Doctor    (3)  Chiropractor
                  symptoms in the past, who did you see?           (4)  Physical Therapist     (5) Other

What is your occupation?  _______________________________________

What is your current work status?        (1) Full Time  (2)  Part Time  (3)  Self-Employed   (4) Unemployed

What do you hope to get from your visit/treatment (select all that apply):
(1)  Reduce Symptoms            (2)  Explanation of condition/treatment   (3)  How to prevent this from occurring again
(4)  Resume/increase activity  (5)  Learn how to take care of this on my own


Patient Signature ______________________________________________   Date ________________




Thank you for choosing Neurological Rehabilitation Center as your healthcare provider.  We are committed to providing quality medical care.  We ask that you read, sign, and return this form to us prior to your treatment.

CONSENT FOR MEDICAL TREATMENT


Patient, or patient’s legal representative, agrees to the following terms of treatment:

I, the patient or authorized representative, consent to any examination, evaluation and treatment regarding any illness, injury or other health concern affecting me at any time I present at Neurological Rehabilitation Center for care.  These services may include, but are not limited to, laboratory procedures, x-ray examinations, and medical or surgical treatment or procedures.

I have read and understand this treatment agreement.  I am the patient, the parent of a minor child, or the legally authorized representative of the patient and am authorized to act on behalf of the patient and to sign this agreement.

	X Signature

	Date: 
	Witness Signature: 

	PRINT NAME: 

	Patient Name: 
	Patient DOB: 





FINANCIAL POLICY
 You agree that certain fees, charges, and service codes represent care provided in an urgent care center and do not represent the fees and charges provided in an office or emergency room.
1. All patients must provide accurate and complete personal and insurance information prior to being seen by the doctor.
1. Payment is required at the time of service and may be in the form of cash, debit, or credit card. We do not accept personal checks.
1. Neurological Rehabilitation Center  may disclose all or part of a patient’s medical or financial records (including information related to alcohol and drug abuse, mental health diagnosis and treatment, HIV related or other communicable disease related information) to third parties to obtain payment for services provided.
1. We will gladly file a claim with your insurance company.  It is your responsibility to comply with any pre-determination or notification requirements of your insurance plan.  Many of the services provided may be covered and paid for by your insurance company.  Unfortunately, insurance companies do not pay for all services that the provider may deem appropriate.
1. In all cases we require the guarantor, the person who is financially responsible, to be personally liable for all balances.
1. We believe the fees we charge to be reasonable and customary fees for our region and specialty.  If your insurance company uses a different fee schedule, you may be responsible for any balance remaining (except workman’s compensation claims).
1. Neurological Rehabilitation Center may charge reasonable fees for services related to your account including, but not limited to, returned check fees and medical record copies. If your account has not been paid in 30 days from the date of your first statement, we will submit your account to a collection agency and you will be responsible for any balance due AND a 30% collection charge. You will receive ONE statement from Neurological Rehabilitation Center only before your account is submitted to a collection agency. 
1. Your personal information will be updated at the time of each visit to Neurological Rehabilitation Center. 
1. We may collect a deposit on the charges you incur today toward your balance (e.g. co-pay, deductible, self pay) and bill you for any remaining balance.  All bills are due upon receipt and will be sent to a collection agency after 30 days. You will receive one billing statement before your account is sent to a collection agency. 
1. Federal laws require that we submit every claim to an insurance company accurately and report the exact services performed and the exact reason for performing them.  We are not allowed to change information just so the insurance company can pay a claim.
1. Neurological Rehabilitation Center reserves the right to bill you for any administrative costs involved in collections of outstanding accounts. 
I certify that the information provided is true and accurate.  I assign any payable benefits to be paid directly to Neurological Rehabilitation Center and authorize them to submit a claim on my behalf.  I understand that I am financially responsible for any non-covered service.  I authorize Neurological Rehabilitation Center to release any information required to process claims for my care and treatment.  I have read and understand the financial policy and agree to abide by it.

	X Signature

	Date: 
	Witness Signature: 

	PRINT NAME: 

	Relationship to Patient: 
	Print Witness Name: 



ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY POLICY RIGHTS
I have been made aware of Neurological Rehabilitation Centers’ privacy rights policy.
	X Signature

	Date: 
	Witness Signature: 

	PRINT NAME: 

	Relationship to Patient: 
	Print Witness Name: 



May we call your contact numbers to leave a message regarding test results? ⁭ YES  ⁭ NO

	



 	Our Missed Appointments and Cancellation Policy:

Thank you for choosing to use the services at Neurological Rehabilitation Center. It is our policy to charge $25.00 for missed appointments or late cancellations. We require 24 hours advance notice of all cancellations. If you do not show up for your booked appointment and fail to notify us at least 24 hours in advance you will be billed a $25.00 no show/cancellation fee.

Worker’s Compensation Policy

Please keep all of your booked appointments to ensure complete recovery. Documentation of missed appointments is forwarded to your Case Manager and Primary Care Physician. This could jeopardize your claim. 

This policy was created for the benefit of all patients at Neurological Rehabilitation Center. We want to ensure that those patients in need of our attention will be able to receive it in a timely manner. Please remember to be considerate of other patients and your therapist or provider. We make every effort to be on time for your appointment with us, please call 480-497-3750 to reschedule.

I have read the above policy and agree to the terms as explained.


	Signature:

	Printed Name:   
	Date:
	Time:




Neuorological Rehabilitation Center and Chiropractic 1111 S. Stapley Drive Mesa, AZ. 85024 (480) 497-3750





Visit us online at: 
www.neurorehabaz.com
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