? BOZEMAN WELLNESS CENTER

Chiropractic Applied Kinesiology Vitamins Herbs Homeopathy Health Education Classes

PATIENT REGISTRATION
Name Date
Address
City State Zip
Home Phone Cell Phone # Work:
Email Address
Occupation Employer
Age Birth Date Marital Status M S W D How many Children?

Name of Significant Other

Referred By?

Occupation

Emergency Contact Name:
Emergency Phone Number

1)

2)

3)

Financial Policy
I understand and agree that health and accident insurance policies are an arrangement between the
insurance carrier and myself. Furthermore, I understand that Bozeman Wellness Center PLLC
will help me prepare any necessary reports and forms to assist me in making collections from the
insurance company but submitting these forms is my responsibility. I clearly understand and
agree that all services rendered to me are charged directly to me and that I am personally
responsible for payment at the time of service.
Billing: Due to the increasing cost of the delivery of good healthcare, our patients are expected to
make payments in the office at the time of service, unless the staff has approved payment
arrangements in advance. Medicinary items such as botanicals, supplements, and homeopathic
remedies must be paid for upon receipt.
Collections: I understand that I am financially responsible for all charges whether or not paid by
my insurance. I also understand that should I default on payment of my account and collection
agency services are required, all costs of collections up to 50% of the balance, including
attorney/court costs will be added to the balance of my account.

PAYMENT IS EXPECTED AT TIME OF VISIT UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE.

Patient’s Signature Date
Guardian or Spouse’s Signature

Live Naturally  Live Healthy Live Optimally



MEDICAL HISTORY

PATIENT NAME:

DATE:

IF YOU ARE NOT IN PAIN, please list your current complaints below.

IF YOU ARE IN PAIN, mark area of pain on diagram and describe.

Mark
Area
of
Pain

When were you first aware of the problem(s)?

What caused the problem(s)? specific incident | multiple incidents gradual onset no reason

Have you received treatment for the problem(s)? yes no If yes, where, when, results?

Have you previously experienced similar symptoms? yes no If yes, when ?

Were you treated previously for similar symptoms? yes no If yes, where, when, results?

Has/Have problem(s) been getting/staying better worse same | Comments:

What makes your problem better? nothing | lying | walking | standing | sitting [movement |inactivity food
down intake

What makes your problem worse? nothing | lying | walking | standing | sitting [movement | inactivity food
down intake

How would you rate your level of stress? no stress minimal stress moderate stress severe stress

Describe your physical activities at work: sit 50+% of time | stand 50+% of time light labor heavy labor

Describe your regular physical activity/exercise: none light moderate strenuous

What aspects of your life have been affected? home life work life recreation rest / sleep

Describe the affects on your life:

Do you need assistance with everyday tasks? yes no Comments:

Do you need assistance often? yes no

Can you function without assistance? yes no

Do you have any physical restrictions? yes no

Are you able to work? yes no

Any accidents, injuries or illnesses NOT reported above?

Are you pregnant? yes no Date of last menstrual period:

CURRENT DRUGS and PAST SURGERIES:
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HEAD - (CIRCLE AS MANY AS APPLY)

Lightheaded  Fainting  Loss Of Balance ~ Memory Loss
Double Vision Blurred Vision Light Sensitivity Bloodshot Eyes
Hearing Loss Ringing In Ears Head Feels Heavy
HEADACHE: Migraine Tension Pressure Throbbing Sinus
Daily 1XWeek 2XWeek 3XWeek _ XWeek _ XMonth
Back Of Head  Forechead  Temples  Behind Eyes  All Over

My Symptoms Are: Constant Frequent Intermittent Occasional
Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:____

CHEST - (CIRCLE AS MANY AS APPLY)

Pain Between Ribs Left  Right Both
Pain in Breast Bone Left  Right Both
Shortness Of Breath Irregular Heartbeat

My Symptoms Are: Constant Frequent Intermittent Occasional
Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:___

NECK - (CIRCLE AS MANY AS APPLY)

Pain Stiff Tight Tension Ache
Left Side Right Side Both Sides
Base of Skull Nape of Neck Entire Neck
Muscle Spasms Muscle Weakness Grinding/Grating
Aggravated by: Forward Movement Backward Movement
Rotate Left Rotate Right
Bend Left Bend Right

My Symptoms Are: Constant Frequent Intermittent Occasional
Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:____

ABDOMEN - (CIRCLE AS MANY AS APPLY)

Constipation Indigestion Nausea
Diarrhea Heartburn Gas
Loss Of Appetite Nervous Stomach Pain

My Symptoms Are: Constant Frequent Intermittent Occasional
Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:____

SHOULDERS - (CIRCLE AS MANY AS APPLY)

Pain Across Shoulders Left  Right Both
Pain In Joint Left  Right Both
Limitation Of Motion Left  Right Both

My Symptoms Are: Constant Frequent Intermittent Occasional
Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:___

LOW BACK - (CIRCLE AS MANY AS APPLY)

Low Back Pain Left Right  Both
Sacroiliac Pain Left  Right Both
Buttock Pain Left  Right Both
Hip Pain Left  Right Both

My Symptoms Are: Constant Frequent Intermittent Occasional
Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:___

ARMS & HANDS - (CIRCLE AS MANY AS APPLY)

Pain In: Upper Arm Left  Right Both
Elbow Left  Right Both

Forearm Left  Right Both

Wrist Left Right Both

Hand Left Right Both

Pins & Needles In:  Arm Left Right Both
Hand Left  Right Both

Numbness In:  Arm Left  Right Both
Hand Left Right Both

My Symptoms Are: Constant Frequent Intermittent Occasional
Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:____

LEGS & FEET - (CIRCLE AS MANY AS APPLY)

Pain Radiates Down Leg to: Mid-Thigh Left  Right Both
Knee Left  Right Both
Calf Left  Right Both
Foot Left  Right Both
Pins & Needles In:  Leg Left  Right Both
Foot Left Right Both
Numbness In: Leg Left  Right Both
Foot Left  Right Both
Ankle Pain  Swollen Ankle Foot Pain  Swollen Feet ~ Cramps

My Symptoms Are: Constant Frequent Intermittent Occasional
Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:___

MID BACK - (CIRCLE AS MANY AS APPLY)

Pain Left Right Center
Spasms Left  Right Center
Tension Left Right Center

My Symptoms Are: Constant Frequent Intermittent Occasional
Mild Moderate Severe Dull Sharp Burn Throb Pain Scale 0-10:____

OTHER - (CIRCLE AS MANY AS APPLY)

Anxiety Nervousness Trritability Apprehension
Disturbed Sleep ~ Fatigue = Depression  Inability to Concentrate
Jaw Pain Hemorrhoids Ulcers Cancre Sores

Frequent Urination Painful Urination Incontinence
Difficulty Starting Urinary Flow Difficulty Holding Urine

Heart Trouble Recurrent Infections Prostate Trouble
Menstrual Pain Menstrual Irregularity ~ Hot Flashes PMS
Frequent Colds Asthma Allergies Chronic Cough
Weight Loss Weight Gain Hypoglycemia Diabetes

My Symptoms Are: Constant Frequent Intermittent Occasional
Mild Moderate Severe Comments:

CHECK ANY of the following conditions YOU NOW HAVE

METABOLIC DIGESTIVE EYES - EARS - NOSE - THROAT

_ Heart Disease __ Irritable Bowel _ Glasses
_ Cancer __ Belching _ Floaters
____ Stroke ____ Flatulence __ Loud Noise Intolerable
_ Arthritis __ Vomiting __ Dry Nasal Membranes
_ Neuritis __ Blood in Stool _ Excess Mucous
_ Colitis __ Food Sensitivities _ Hoarseness

OTHER:

I understand that the information provided above will assist the doctor in making clincal decisions and acknowledge that these records and
any tests performed, including x-rays, will remain a part of my permanent record. I have answered every question fully and completely.

SIGNATURE of PATIENT/GUARDIAN
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HISTORY OF INJURIES

NAME DATE
PLEASE MARK ALL PLACES THAT HAVE EVER BEEN INJURED

Sprains/Strains, Broken Bones, Severe Bruises, Surgery, Scars, Head Bumps, Cuts, Burns, Etc.

What happened? When did it happen?

What happened? When did it happen?

What happened? When did it happen?
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Chiropractic Applied Kinesiology Vitamins Herbs
Homeopathy Health Education Classes

BOZEMAN WELLNESS CENTER

Refusal to Allow Submission of Billing to Insurance

Dr. Philip Cameron, DC (NPI# 1053417287) is notifying the following listed patient of the
information contained in this document.

I, whose Medicare number is , desire to obtain professional
Chiropractic and Kinesiology services from the doctor.

The reason Medicare is NOT expected to pay for the professional services of Dr. Philip Cameron, DC is
that he is not enrolled in the Medicare system as a provider of services, and therefore payment for all
of these services is denied by law.

I desire to receive professional services from this doctor, and by my own free will agree NOT to
submit a claim to Medicare or to ask Dr. Philip Cameron, DC to submit a claim to Medicare. I also
understand that those insurance companies that pay for health care benefits only on condition that
Medicare first be billed will not pay any health insurance. In order to avoid problems and to be
consistent with what is stated here, I also refuse to allow the submission of bills to other health
insurance companies that base their payment upon Medicare first being billed.

[ understand that Medicare payment will NOT be made for any items or services furnished by Dr.
Philip Cameron, DC that would have otherwise been covered by Medicare if there was not a private
contract and a proper Medicare claim had been submitted. I understand that Medicare limits do not
apply to what Dr. Philip Cameron, DC may charge for items or services furnished. Therefore, I accept
full responsibility for payment of charges for all services furnished by the doctor.

[ understand and enter into this contract with the knowledge that I have the right to obtain Medicare-
covered items and services from a physician and/or practitioner who has not opted-out of Medicare,
and [ am not compelled to enter into private contracts that apply to other Medicare-covered services
furnished by other physicians or practitioners who have not opted-out.

[ understand that [ have the right to change my mind and decision at any time, and further agree that
if I decide in the future to have professional services by this doctor and/or their office billed to
Medicare, I will first inform the doctor/office of my decision in writing, which will only be effective
upon the doctor receiving my signed written statement with this intention and simultaneously this
intention will operate as an immediate withdrawal from care from the doctor, their office, and their
professional services.

[ also understand that my signature acknowledges that I have read, agree with what is written, of my
own free will give these instructions, understand this document, and will promptly receive a copy of
this notice after signing this notice.

Patients Signature: Date:
Patients Legal Representative Signature: Date:
Provider’s Signature: Date:

Witness: Date:




Bozeman Wellness Center Cancellation/No Show Policy

THIS NOTICE DESCRIBES OUR CANCELLATION POLICY. PLEASE READ IT CAREFULLY.

YOUR MEDICAL CARE IS OUR NUMBER ONE PRIORITY. WE THOUGHTFULLY SET ASIDE YOUR
APPOINTMENT TIME TO FOCUS SOLEY ON YOU. NO SHOWS AND LATE CANCELLATIONS (NOT
WITHIN 24 HOURS) PREVENT US FROM BEING ABLE TO FILL THOSE TIME SLOTS WITH ANOTHER
PATIENT. PATIENTS ARRIVING 15 MINUTES LATE FOR THEIR APPOINTMENT MAY NEED TO BE
RESCHEDULED.

THE FIRST TIME A PATIENT NO SHOWS OR DOES NOT CANCEL WITHIN 24 HOURS (IF THE
APPOINTMENT WAS MADE OUTSIDE OF 24 HOURS). A ONE TIME NO PENALTY WILL BE
EXTENDED AS A COURTESY. WE GET LIFE HAPPENS!

THE SECOND AND THIRD TIME A PATIENT NO SHOWS OR DOES NOT CANCEL WITHIN 24 HOURS
(IFF THE APPOINTMENT WAS MADE OUTSIDE OF 24 HOURS), A ONE TIME FEE OF $50.00 WILL BE
ADDED TO THEIR ACCOUNT AND MUST BE PAID PRIOR TO OR AT THE TIME OF THEIR NEXT
APPOINTMENT.

AFTER THE THIRD NO SHOW OR LATE CANCELLATION, AND IF A PATIENT WOULD LIKE TO
SCHEDULE, THEY MUST REMIT A NONREFUNDABLE DEPOSIT FOR THE APPROXIMATE COST OF
THE VISIT. IF THERE IS A SUBSEQUENT NO SHOW OR LATE CANCELLATION, THE DEPOSIT WILL
BE FORFEITED.

EMERGENT SITUATIONS ARE A PART OF LIFE. IF THERE IS AN EMERGENCY, PLEASE CONTACT
US! IN THESE SITUATIONS THE FEES MAY BE WAIVED.

Patient Printed Name Patient/Guardian Signature. Date

IF YOU WOULD LIKE A COPY OF OUR CANCELLATION POLICY OR HAVE ANY
QUESTIONS, PLEASE LET THE FRONT DESK KNOW!




