.' PuraVida

Wellness Center

PuraVida Wellness Center

2945 S Congress Ave, Suite A, Palm Springs, FL 33461

3 Ph: 561-388-0909

Personal Injury Intake Form and Chiropractic Care Agreement

Patient Information:
Today’s Date

Name Home Phone
| prefer to be called Work Phone
Address Email
Social Security #
Date of Birth
Sex Male Female Height D Weight Ibs
Occupation Marital Status
Employer No of Children
Address

If minor, name of parent or guardian

Who should we contact in case of an emergency?

Relation Phone
Address

Attorney Phone
Primary Care Physician Phone

How did you hear about our office?
Have you ever been to a chiropractor before?

Health Insurance Information:
Insurance Company
Policy Holder's Name
Address

Auto Insurance Information:
Insurance Company
Address

Adjustor Name

Accident Information:
Date Time
Was a traffic violation issued?

AM PM
YES NO

Location of accident (Street, Town)

YES NO If so, whom?

Policy number
Social Security #
Phone

Policy number
Phone
Claim #

Was it reported to the police? YES NO

To whom?

# of other passengers

Were there other withesses? YES NO

Please explain in detail how the accident occurred

Make/model of vehicle you were in

Please list symptoms felt immediately after the accident

In which direction were you headed?
MPH

N S

E W Approx. speed of vehicle




PuraVida Wellness Center

2945 S Congress Ave, Suite A, Palm Springs, FL 33461
Ph: 561-388-0909

Did the impact to your vehicle come from the: FRONT REAR RIGHT LEFT OTHER
During impact, were you facing: RIGHT LEFT FORWARD

Were you AWARE or SURPRISED by the impact?

Were you the DRIVER FRONT SEAT PASSENGER BACK SEAT PASSENGER?
Were you wearing a seat belt? SHOULDER HARNESS LAP HARNESS

Was the vehicle equipped with airbags? YES NO Did they inflate?  YES NO

In relation to the base of your skull, where was the headrest? ABOVE BELOW AT BASE
What did your vehicle impact? @ ANOTHER VEHICLE OTHER

If another vehicle, what was the make/model? Direction Speed MPH
Did any part of your body strike anything in the vehicle? YES NO Describe

Did the accident render you unconscious? YES NO If yes, for how long?

Post-Injury Information:
Have you seen any other doctor(s) since the accident? @ YES NO Name

When did you go? IMMEDIATELY NEXT DAY 2 DAYS PLUS
How did you get there? AMBULANCE PRIVATE TRANSPORTATION
Name of hospital and/or attending doctor:

Was he/shea: D.C. M.D. D.O. D.D.S.
Please describe any treatment you received

Were X-Rays done? YES NO An MRI? YES NO CAT scan? YES NO
Was medication prescribed? YES NO If yes, what?

Have you missed any work since the accident? @ YES NO Date(s)

Are your work activities restricted as a result of your injury? YES NO
Indicate the symptoms that are a result of this accident:

DIZZINESS DIFFICULTY SLEEPING JAW PROBLEMS NAUSEA
MEMORY LOSS ARM/SHOULDER PAIN IRRITABILITY BACK PAIN
HEADACHE(S) NUMB HANDS/FINGERS  FATIGUE LOW BACK PAIN
BLURRED VISION  TENSION CHEST PAIN BACK STIFFNESS
BUZZING IN EAR NECK PAIN SHORT BREATH LEG PAIN
EARS RINGING NECK STIFF STOMACH UPSET NUMB FEET/TOES
OTHER

Did you ever experience similar symptoms prior to the accident? YES NO
Has your condition IMPROVED WORSENED or STAYED SAME since the accident?
Is your condition affecting your WORK SLEEP or DAILY ROUTINE? Please explain

Please indicate your degree of difficulty (on a scale of 1-5, with 1 being comfortable, 3 being
uncomfortable, and 5 being painful) in performing the following activities:

____Lying on Back ____Lying on Side __Lyingonstomach ____ Sitting
__ Standing ____ Stretching __ Lovemaking ___ Walking
____Running ____Sports ____Working ____Lifting

____Bending ____Kneeling ____Pulling ___Reaching




PuraVida Wellness Center

2945 S Congress Ave, Suite A, Palm Springs, FL 33461
Ph: 561-388-0909

How many hours are in your normal workday?

Please indicate your daily job duties and any activities that you are occasionally asked to perform:

STANDING OPERATING EQUIPMENT DRIVING SITTING
TWISTING WORK W/ARMS ABOVE HEAD WALKING CRAWLING
TYPING LIFTING BENDING STOOPING

What positions can you work in with minimum physical effort, and for how long?

Do you work with others who can help you with any heavy lifting? YES NO

While in recovery, are there any light duty tasks you could request?  YES NO
Health History

Have you ever had any of the following diseases or conditions?

HEART ATTACK or STROKE HEART SURGERY or PACEMAKER HEART MURMUR
CONGENITAL HEART DEFECT MITRAL VALVE COLLAPSE ARTIFICIAL VALVES
ALCOHOL/DRUG ABUSE VENEREAL DISEASE HEPATITIS
HIV+/AIDS SHINGLES CANCER
FREQUENT NECK PAIN EMPHYSEMA ANEMIA

HIGH/LOW BLOOD PRESSURE PSYCHIATRIC PROBLEMS RHEUMATIC FEVER
SEVERE/FREQ. HEADACHES KIDNEY PROBLEMS ULCERS/COLONITIS
FAINTING/SEIZURE/EPILEPSY SINUS PROBLEMS ASTHMA

DIABETES DIFFICULTY BREATHING TUBERCULOSIS
LOWER BACK PROBLEMS ARTIFICIAL BONES/JOINTS ARTHRITIS

Please list any other medical conditions that you have or have ever had.

Please list any allergies.

Please list previous surgeries and dates.

Please list any past motor vehicle accidents or traumas and dates.

Is there anything else about your health history or family health history that you feel is important to
share?

Do you exercise? YES NO

Are you on a special diet? YES NO Since: / /

Do you smoke? YES NO How much? How long?
Are you wearing: ORTHOTICS HEEL LIFTS ARCH SUPPORTS

For women: Are you taking birth control? YES NO
Are you pregnant? YES NO How long? Nursing? YES NO

Patient/Legal Guardian Signature Date




PuraVida Wellness Center

2945 S Congress Ave, Suite A, Palm Springs, FL 33461
Ph: 561-388-0909

ASSIGNMENT OF INSURANCE BENEFITS

Patient Name:

| hereby authorize payment to be made directly to PuraVida Wellness Center, of all benefits which may be
due and payable under insurance coverage for the above named Patient. | authorize utilization of this
application or copies thereof for the purpose of processing claims and effecting payments. |
further acknowledge that this assignment of benefits does not in any way relieve me of liability and that | will
remain financially responsible to PuraVida Wellness Center.

Furthermore, | hereby IRREVOCABLY ASSIGN to PuraVida Wellness Center, the rights and benefits

under any policy of insurance, indemnity agreement, or any other collateral source as defined in the
state Florida statutes for any service and or charges provided by PuraVida Weliness Center.

Signature of Patient or responsible party:

Signature of witness:




PuraVida Wellness Center

2945 8 Congress Ave, Suite A, Palm Springs, FL 33461
Ph: 561-388-0909

OFFICE POLICIES

The following are PuraVida Wellness Center’s office policies. Please read carefully, and be
sure to ask any questions you might have before signing the document.

Consent for Treatment. The Patient and/or the undersigned, give PuraVida Wellness Center my/our
permission to evaluate and treat the Patient’s injury or condition. | further understand that, in the course
of recommended treatment, conditons may worsen on rare occasions. | further understand that no
guarantee or promise has been made to me concerning the results of evaluation, care treatment.

Appointment Scheduling and Cancellation Policy. At PuraVida Wellness Center, we understand that
unanticipated events happen occasionally in everyone's life. Business meetings, project deadlines, flight delays,
car problems, and illness are just a few reasons why one might consider canceling an appointment. In our
desire to be effective and fair to all of our patients and staff 24 hour advance notice is required when
canceling an appointment otherwise the full fee for the missed appointment will be charged to your
account. This allows the opportunity for someone else to utilize our services during that appointment time.

Office Visits. We understand that the undersigned and/or the Patient may come fo the office with
family, friends or others. The Patient (or, if a minor, the undersigned) acknowledges that the Patient (or
undersigned) is solely responsible for children or those in their care. This is an office; we are busy with patients.
Please be careful and aware of your surroundings!

Private Health Insurance. | understand that | am responsible for whatever fees my insurance company
does not pay on my claim. (Typically, this includes deductibles and/or co-payments.) It is further understood
that I, the undersigned, agree to pay the full amount of the charges should my condition be such that it is not
covered by my health insurance policy, or if, for any reason, the insurance company and/or my attorney
refused to pay my balance at this office.

Patient/Parent or Legal Guardian Signature Date




PuraVida Wellness Center

2945 S Congress Ave, Suite A, Palm Springs, FL 33461
Ph: 561-388-0909

DISPUTE RESOLUTION

Arbitration. The undersigned and the Patient agree that any dispute or claim arising from or relating to the
office visit(s) and/or the care provided by PuraVida Wellness Center, shall be resolved exclusively by
binding arbitration pursuant to the Florida Arbitration Code, Florida Statutes 682. This includes any injury or
losses by you or your children on the premises. Arbitration shall occur in West Palm Beach, Florida and
nowhere else.

County Court Exception. The undersigned, the Patient, and PuraVida Wellness Center all agree that any
dispute or claim arising from or relating to the office visit(s) and/or the care provided by PuraVida Wellness
Center which is within the monetary jurisdiction of county court, Florida Statute 34.01(1)(c), may be brought in
arbitration as set forth above or Palm Beach County Court and nowhere else.

Severability/Jury Waiver. In the event any portion of this Chiropractic Care Agreement is deemed
unenforceable, that portion shall be severed and all other provisions remain in full force and effect. The
undersigned, the Patient, and PuraVida Wellness Center agree that each has waived its rights to a jury trial for
any disputes or claims among them.

Chiropractic Care. The undersigned and the Patient agree and acknowledge that PuraVida Wellness

Center provides chiropractic care only. The Patient is advised and agrees to consult a medical doctor routinely
and as needed. Please ask questions about your health!

Patient/Parent or Legal Guardian Signature Date

Receipt of Notice of Privacy Practices
Written Acknowledgement Form

l, have read a copy of Puravida Wellness Center's notice

Patient Name
of Patient Privacy Practices.

Signature of Patient or Parent or Legal Guardian Date




PuraVida Wellness Center

2945 S Congress Ave, Suite A, Palm Springs, FL 33461
Ph: 561-388-0909

CHIROPRACTIC INFORMED CONSENT

The undersigned Patient (which includes the parent/guardian) understands and acknowledges that the Patient
is only receiving chiropractic care from PuraVida Weliness Center.

Dr. Kahook is a “chiropractic physician” as defined in Florida Statute 460.403(5)(2008). Chiropractic
physicians examine, analyze, and diagnose the human living body and its diseases by use of (a) any
physical, chemical, electrical or thermal methods, (b) x-ray for diagnosing, (c) blood tests, and (d) other
chiropractic methods. See Florida Statute 460.403(3)(b).

Before you, the Patient, receive chiropractic care, it is important that you read this Consent
and understand the nature and risks of chiropractic medicine. The “practice of chiropractic
medicine” (or chiropractic care) involves the adjustment, manipulation, and treatment of your body in
which vertebral subluxations and other malpositioned articulations and structures may be interfering with the
normal generation, transmission, and expression of nerve impulse between the brain, organs, and tissue
cells, thereby causing disease. See Fla.Stat. 460.403(9)(a). Chiropractic adjustments, manipulations, and
treatments are intended to restore the normal flow of nerve impulse which produces normal function and
consequent health. See Fla.Stat. 460.403(9)(a).

The undersigned Patient understands and acknowledges that there are risks associated with the practice

of chiropractic medicine and chiropractic care including but not limited to ataxia, bruising, thermal
injuries, dislocations/subluxations, dizziness, “drop attacks,” fracture(s), mobility disruption, paralysis,
quadriplegia, spinal injury, stroke/disruption of blood flow to brain, vision problems, and death.

The Patient is encouraged to ask gquestions! Although we are not affiliated with and cannot confirm the
content of internet sites, resources such as WebMD, Chiro.org, AmerChiro.org, and others may be helpful. The
Patient is specifically instructed to consult a medical doctor before receiving (and during/after) chiropractic
medicine.

1, the undersigned Patient, understand the risks and limitations associated with the practice of chiropractic
medicine, including the use of chiropractic care, evaluation, diagnosis, adjustments, manipulations,
and treatments by PuraVida Wellness Center. | hereby give my informed consent to receive chiropractic
medicine from Dr. Kahook.

Patient Name/Signature (and date)

Guardian/Parent’'s Name/Signature (and date)




ANal - \.ﬂE
*RIF)_LN2 Eﬁ%

*oljgnd auf) Jo suaxiom ‘sjuafed

aloul Jo auo Buuabuepus Ajjenusiod ale pue spiepue]s [ealulo
1o feuoissajoid paiejojA 8SIAUI0 BARL JO JONPUOD JyME]un u|
pabebue aaey am jey) uje} poob U sens|jeq sjejoosse ssau|sng
10 Jaquuaul 810} }iom € Jeuy) papjroid ‘Aawone 1o Auoyine
sy angnd ‘fousbe jybisianc yjeay sleydoidde ue o) pasesjal
3q 0] Uo[jEULIOJU| Y)EaY JnoA o} uojsirald sexeur mej (Blapa-

"BUgodgns
pileA & 0) asuadsal U| 1o me| Aq paunbai se sasodind juswaolojue
M2| Jo} uojjeLLIojul Y)|eay 8so[os|p AeW ap, JUBHBIICIUT ME]

“Kynqesip Jo ‘Kinfu; ‘eseasip Bugjosuca 1o Buguanaid
ynm pebieyd safuoyne [eBs| o yieay ajjqnd oy uojeuLoju|
(iieay Jnok esojos|p Aew am ‘me| Aq paynbal sy TjE8H afjgnd

‘me| Aq peys|jgelse sweiboud

1ejjuss Jayjo Jo uojjesuadiucd sesiom o) Bujejel sme| yym
Adwoo o) Aiesseonu Juajxe au} o} pue Aq pazuoyjne juajxe oy
0) UDRELLIOJU] Y)|BaY 8sojos|p ABW B UOJjESUSTII00 SIBYIOMN

Justwaoe|dal Jo ‘siedal

‘jleoes yonpold 8jqeus o} UojjeuLIoju| ouejjjanins Bujesew
1sod Jo 'sjoajep janpoud pue jonpoid 'sjuatuajddns ‘pooj

0} j0adsas )M SIUBAS BSI9APE O) aAjjejal UopeLLoj| Wjeay a4
ay) 0) asojosip Aew sy TGl Coiejsiuipy b pug pao.

‘Joye Bujsie-puny e jo yed se nok oequoo Aew apy BUjSET punS

‘nok o} jse1ejuy Jo 8q AeW Jey) S80|AIaS pue sjjeusq pajejal-L|eay
J1aUj0 10 SaAjeWIa)e JUsLLIeas) Jnoge Uojjeulioju] o Sispujulel
uaunuiodde apjroid o} nok joejuco few apy BUEyIER

‘uojjewIolul Yieay Jnok jo foeaud auy ainsua o} sjocojoid

~ paystjqejse pue jesodoid yoieasal ay) pamajaal sey jey)
pieoq mejaed [euopnyisy| ue Aq peacidde uaaq sey Yoseasal Jjey)
UaLMm S19Lj01easal 0} UojeLLOu| BSOSIp ABW ey [aiBasay

“aled Inok

0) pajejai Juswiied 1oj Jo 812 INOK Uj jusLweAjAL) s,uosad jeu)

o} Juenajal uofieuLoju yyeay 'Anuep| nok uosled Jayjo Aue Jo
spual jeuasiad asop 'senje(el J8Ujo 'siequiaw Ajjwej 0} 850jIs|p
quewebpn| 1saq 4no uj ‘Rew apy AJjUe; [ji#k GoJBdjunLITIo)

‘a1e0 INoA Joj ejqisuodss) uosiad seyjoue
10 ‘saejuasaldel [euosiad Jaquiatu Ajiuwe) e fuikyjou uf jsisse Jo
10U 0} J8pIO U UDJIELIIOJU| 8S0oSIP JO 35N Aew ap UOHBIYION

A_2sU314

"uonewLoju) Jnof prenBajes Aeleudoidde

0} sajejoosse asay) ainbas am ‘Jaremoy ‘UojewLIoju) Y)eaYy

Inof joejoid o “pasapusl s80jA1as 10} Jaked Aued-piy) 1ok Jo nof
{l1q pue op 0} Way) payse arey em qo| ay) uuopad ued s} jey) jos
S9)BJ00SSE S58U|SNG 9581} 0} UOjeLLIojU} L)jeay Inok asajosip Aewu
oM 'PajOBIIUCD B8 Sa0|AIRS 5L LB "saalnes Adoo pue seojAIos
Bupsa) spnjouy sejdwexs 'SeJR0SSE SSSUISN] SPISING YjIM [BEP 8M
pasu nof aleo ay) yym nok apjaald o) Japlo u| :SBJBJo0SSE SSBUISg

‘apiaold am a1e9 aU Jo SsauBAloays pue Alijenb auy)
ar0ldw) Aflenuguod 0} JapJo Ul i 8] SI8Yl0 puB 8Sed IN0A U| 8WoDINO
pUE 8189 8y} $58SSE 0] JB)S IN0 AQ pasn aq Aew piodal Y)eay INoA

"SUC[TeIad0 Gyeay Jejnbal 10 UO[ewiopu] qijeat] oA asm [[im apA

‘pasn sajjddns pue ‘seinpadoid 'sisoubelp inok
SE ||leM §2 ‘noA Sa|jjuspl JBL) LOIELWLOU| Bpnjou| ABLU LojeLLIoU|
8y ‘sefed Aued-piuyy  Jo nof o) juss eg few jiq v iejdwexg

*9120 Jno oy} pabireyosip ale noA eouo nok Bugesy) u) ey Jo

Wy )sisse pinoys jey) stodas snopen Jo saidoo yim papaoid ag jiim
$10J00p Jaljo JnoA 'nok 1o} 1seq JusLleal) Jo 8sin0d sy} sujLLsjep
0} Pasn pue p1ogal noK U| papJogal aq jjim Wea) aieauesy Jnok jo
JaquiaW 19Ujo Jo “10j0p 'esInu e Aq pauieqo uoljeulioju| ejduiexg

(11 SAA

JUBlIEa]) poAcid O} JpIo Ul UoneUlioj] (ieay JnoA 3

suopetadQ yiesy pue
Juswifed ‘uawieal ] 10} sainsojasiq jo sojdwexsy

Juje|dwiod B Bujy Joj Uojelielel oU §f 13y | "SAOJAIBS
ueLinH pue yleeH Jo Aejauoas auy) Y 1o sn yim juedwos
e 9]} ued noA ‘paje|oja uaaq aAey sjyby Aoeaud inok analjag nok J

"I256 8o 948 18 800 1no |9
asea(d ‘uopeLwIojul [eUCHIPPE 81 pINoMm pue suoysanb aaey nok Jj

wWiajqoid e Hoday 0} 10 UORBWLIO| 210} 104

'g0[JoU S| s. paquosep se jdeoxs ‘uoezuoyne
JNOA JNOLIM UOJELLLIOIU| L3|B8L| INOA SS0[OSIP 10 85N JOU |JIt SAA

‘SN PaUYSILLINg @ABY NOA SSBIPPE DY) 0} BIJOL PESIAG

€ NoA [lew | 1m oa ‘abueyo sainpasoid uoeuwLojul 1no pinoys
"UjB)UEL M LOeWLOJU) UieaY pajos)joid |[e 1o} 8ARdaye suoisiroid
MaU 8y exew o} pue sainpeooid no abueyo o} Jybl ay) aAIssal S\

‘SuBeW aAewwale Aq uopewo|
)jeay ejeajunLuLLo 0) S)sanbal ajqeUosEe) INoA SlEPOLIaddY e

‘uojosal pejsanbal e o) eaube o} ajqeun aie sm | nok AjoN o

800U S|y} Jo suuis) BY} Aq aplay e

‘saopoesd
foeaud pue sapnp (e8] 1no o} Se 8jou B UM nok apiaold e
‘UOJeLLLIOJUI U)eay Inof Jo AoeAud By} uRluely e

:0} pasinbay s) aoj0e1d InQO

sapjqisuodsay InQ

“amyny 8} U] UojEuLIOU)
B2y 2S0psIp JO 88N 0} UOHEZUOYINE INDA 8yoAsy e

‘SUBaU BALRLIBYE
Aq uopewuo] yyeay Jnok jo uoneojunwWWeD 1sanbay e

'825 791 H40 G U papmod se
uofieuLoju; y)ieay Jrok jo sainso|asip jo Bupunodge ue uelqy e
"825'¥9} Y40 Gh Ul papiroid se piodal yjjgay ok pusluy e

YES Y91 |40 G Ul
Jo} pepino.d se pioosl pjeay Jnok jo Adod e ujeiqo pue jpedsu) e

sanbal uodn
seoljoesd uopeuwojul Jo sanou au) jo Adoo Jeded e uRYqQ ©

225791 ¥40 af Aq papiosd
SE uohewdloju| anok JO Sasn ujeps9 JO uojjoulsal e umonamx L

10} 1yBuay) srey noj

SJYBFY uopeWLIOjU| Y)[eaH oy

"sI8ylo

0} aInsojos|p Bujzyoyne uaym SUO|S|oBp PaLLLIoJY] JENag e e
‘UojjeuLou| yijeay Jnok ssenoe

Aew siayjo Aym pue ‘s1aum ‘Usym Jeym ‘oym puejsiepun e

‘foBINaoE S| ANsUz e

0} S0 9.8 NOA PASN S| UORBULIOM| SI) MOY pUB
pJooal Inok U] PRUEIUOS LOJEULIOU] SY) PUB)SISPUN Nok LaUm

‘AY|[9BY IO JaNIBW pUE UBld @

“S[ERIYO iesy ayqnd Joj toewiojul
Jjoeanos efuaqg Aq uoneu e jo yiesy sl aroidw| e
‘yolessai pejejel Ujeal| Wioad e
‘sjeuojssejoid y)eay ajeonps e

‘papiraid Ajenjoe
alam paj|q saaiis jey) Jaked Aued-pay) e 10 nok O} AjUsp e
"PaAI928) NoA Bi1ed 8 aqiosap Aeba] =

‘8120 Ineh o)
2jnqUjue2 oym sfeuoissajold sl ey Buolle sjpaunWWoy e
"JusLjeal pue aieanol ueld e

'sn sdfey piooal )y | "asea aimnj Joj uejd @ pue jusijeal

‘sasoufielp ‘s)nsal 354} ‘sucpeujexe ‘swojdwds inof saquasap piosas

§{4). "8913J0 Jno ©} U NOA BWIY YOBS BPBW €| JSA N jo podaly
UoljeuLIoju/pioday YyjjesH Jno) puejsiapun

"AlInjeleD Y| Mejel 95eald *uoewLIo|

§]U) 0} 58998 }86 V80 NOA MOL| PUB SO0 S|4} Aq PRSOPSIP puUB

pasn aq el NOAINogE UONBULIOJU) MOY SBqLISIP S9jjlou UL

Jusfed Jeaq

S3311IV¥d NOLLYIWMOANI HLYT3H 40 301LON

ot



-' ‘-eér A QFFICE OF INSURANCE REGULATION

™ 4’ Bureau of Property & Casualty Forms and Rates

L er

Standard Disclosure and Acknowledgement Form
Personal Injury Protection - Initial Treatment or Service Provided

The undersigned insured person (or guardian of such person) affirms:

1.

!U

The services sct forth below were actually rendered. This means that those services have already been
provided.

I have the right and the duty to confirm that the services have already been provided.

I was not selicited by any person to seck any services from the medical provider of the services described above,
This means that no person has initiated contact with me and/or persuaded me to use the doctor or licensed
professional, clinic, or medical institution that provided the services.

The medical provider has explained the services to me for which payment is being claimed.

If I notify the insurer in writing of a billing error, 1 may be entitled to a portion of any reduction in the amounts
paid by my motor vehicle insurer. If entitled, my share would be at least 20% of the amount of the reduction, up
to $500.

The undersigned licensed medical professional affirms the statement numbered 1 above and also:

A.

B.

c

I have not solicited or caused the insured person, who was involved in a motor vehicle accident, 10 be solicited
to make a claim for Personal Injury Protection benefits.

I have explained the services rendered to the insured person, or his or her guardian, sufficiently for that person
to sign this form with informed consent.

The accompanying statement or bill is properly completed in all material provisions and all relevant
information has been provided therein. This means that each request for information has been responded to
truthfully, accurately, and in a substantially complete manner.

D. The coding of procedures on the accompanying statement or bill is proper. This means that no service has been

upcoded, unbundled, or constitutes an invalid or not medically necessary diagnostic test as defined by
Section 627.732 (15) and (16), Florida Statutes or Section 627.736(5)(b)6, Florida Statutes.

Insured Person (patient receiving treatment) or Guardian of Insured Person:

Name (PRINT or TYPE) Signature Date

Licensed Medical Professional Rendering Treatment (Signature by his or her own hand):

Name (PRINT or TYPE) Signature Date

‘Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of Claim or an
application containing any false, menmpletc, or nnﬂndmg mfmuon as gmlty of a felany ofmc thwd dcgm per
Section 817.234(1)(b), Florida Statutes. _ '

~ Note: The original of this form must be furnished to the insurer pursuant to Section 627.736(4)(b), Florida Statutes
and may not be electronically fumnished. Failure to furnish this form may result in non-payment of the claim.

OIR-BI-1571
10/03




ACKNOWLEDGMENT OF RECEIPT
- OF
NOTICE OF PRIVACY PRACTICES

I acknowledge that I was provided a copy of the Notice of Privacy
Practices and that I have read them or declined the opportunity to read
them and understand the Notice of Privacy Practices. 1 understand that
this form will be placed in my patient chart and maintained for six
years.

Patient Name (please prin() ' Date

" Parent, Guardian or Patient’s legal representalive

Signature

THIS FORM WILL BE PLACED IN THE PATIENT’S CIHIART AND
MAINTAINED FOR SIX YEARS.




[1 | authorize the release of information inciuding the diagnosis, records;
mmmmmmmmmmmm
to:
[1Spouse
[ 1 Child(ren)
[ ] Other,

[] information is not to be released to anyone.

This Release of information will remain in effect until terminated by me in writing.

Messages
Pleasecall [Jmyhome []mywork []my cell Number
If unable to reach me:
[ 1 you may leave a detailed message

[ ] please leave a message asking me to retumn your call
[]

The bestiimeto reachme is (day) belween (time)

Signed: Date: ! {
Witness: Date: [/ [




