
CONFIPC.NTIAL PATENT

Name:

Social Security #:_

Address:

Today's Pate:,

Date eft birth: M / f
City:

Zip:

i-Jome Phone-,

Lmergency Contact

Cell
.Relationship:,

.Marital Status: Single tvjarried

ELmpUyar s Address-.

Zip;. business Phone:(
*e confirm thte numbfirP Y / hi

referred y^ u t<?

Personal Physician:

i?ffice?

Pate 6 Place 0f Last physical:

y«?u seen any eiher Owrepracier. Physical Therapist er

If yes, pUase List

fi;

jJealth insurance Carrier:

Name 0$ Insured:

Insurance IP #:
Insureds P. O. &•

#-.
Are you covered on any other policy (spouse, parent etcP) Yes

If yes, please List secondary health insurance earner-.

Name of Insured:

Insurance IP #: CJVoup #:

Insureds P. O.

.Lffective Pate; 7

fi agree that health & aut̂  insurance policies are strictly an arrangement between an insurance carrifir £ ma
(•urthernwe. I understand that Pr. Pavid J. C/illigan. PC Will prepare any necessary reports & farms \,e assist me in making c

frpm the insurance cswpany, & that any amount authorized tt> be paid directly ka Pr. Pavid J. (̂ iliigan. PC will be credited b? my

up<?n receipt UaWever, i clearly understand fi a^ree that all sen/ices rendered \o me are charged directly io me <5 that I am
responsible ft?i" payment, balances after 5x9 days will be charged at a rate <>f M/2 % interest Hie patient will be responsible far any

in coll^ction of past due accounts.

Patient's 6i«?nature_ Pate: 7

Signature, if min«?r_ Pate;



PRkSLNT COMPLAINTS

\Ve Would like to take a moment io Welcome you to The E>ackCenter 6 iff assure you that you will be

receiving the best care available. In the space below, please describe the complaint̂ } that brought you

The E>ackCenter for care. The information you provide concerning past 6 present health. Please check
all answers & be as thorough as possible.

Patient Name-,.

Please check any of the following symptoms you have experienced in the past 6 months:

a Pain in mid to upper back n Low back pain u ilif/Leg pain

a Arm/ClboW pain D Ankle/Foot pain n

Low energy or tiredness a PigestiVe troubles n jJeadaches

Unresolved pain despite D Neck/Shoulder pain or a
medical treatment stiffness

a

n

Present Complaints:

D

Pid yeur accident or injury <?ccur while at W^rkr*
tf yes, please provide date 6 time-,

you L?st any days ̂ f w^rkP Yes
If yes, please provide dates:

Yes

you had recent X-RaysP Yes N<? Ifyas,

F<gmalg: Are you pregnantP Yes N^ if yes. due date;
Are you taking any medicati<?n(s) fcw the abisve cc?ndrt3/?n{5}P

If yes. please list

Please describe the character <?f yi?ur pain (check all that apply);

D Aches D

D Numbness D
u £jVippin<i/C!#nstricti<?n n Pull

n Thrabbing/C îiawing n Weakness

&

n
n

a

D

3 4 5 6 /1-iiTW bad b y^ur pain or acheP (Please circU a number) 0 1 2
tio Pain

-6in<re the problem began, is the pain (circle one}. Increasing Pecreasin^

\Vhere did y<nir problem be înP (Please provide specHic date if p<»sible}
Describe h^?W y<?ur problem began-.

8 9 '0
Unfc-aaratis Pain

Changing

\Vhat treatment have you received for thb present

D Therapy fn?rn a P.T D ^ur̂ ery

n A B»ack ^>upjwrt D Spinal Injections

n



\Vere you previously treated far a different occurrence <?f this same ctfnditkmP Yes

if yes. by a: a Chin?pracrb?r a fvj.P. a Therapist a

Please specify dates With treatment results: _ .

\Vhat makes y^ur problem w^wse? n Nothing n Laying D«?wn n \VaLking n

a .Sitting a H/t<?vemenVI.Lxercbe a inactivity n

li<?W WiPuld y<?u grade y^mr stress leVelP O hl̂ ne n N înirnal n fvj^derate O (^reatty Atressed

Physical activity at W«rb D Oft m r̂e than 5<?% ̂ f the day u U ĥt Manusl l-ab r̂

q Moderate Manual i_ab<7r a jJeavy f̂ anuat L_ab<jr

(general Physical Activity. a Ne regular exercise a Light exercise O ̂ trenutfus exercise

are y^ur c<?mpLaints afteciana y<?ur aWiity -b? be <jtherwbe activeP

D Ntf» affect

a Owne physical restrictions (at̂ e 1j? perf<?rtn light duty Wiprk & h^uaeh^y tasks)

n N**d Umitad assbtance with c^mrrum everyday tasks

a Meed assbtanctf tfften

a ilaVe significant inabilrty b? function With<wt assistance

a Am totally <J»aHed (impaired) / CanntA. care ^0r myself

fvfark an ̂  "n the picture bel̂ W t» indicate where y<?u have pain ̂ ^ (finer sympt̂ nm include ̂ yfnpfc?m^

pain, numbness. <!/0r tangling,

•• • , • •"

^>'.4ii i - • . . , • • - '$

•

•

^ -^- •"*

I authorize Di€ &ackC«nter & Ass^ciaiiss iff perft?nn an examinatî m 6 any & all treatment deemed

necessary by them.

Pati*ni* 6



we are committed to providing you the best care and are pleased to discuss our professional fees with you

at any time. Your clear understanding of our financial policy is important to our professional relationship.

feel free to ask any questions you may have regarding our fees or your responsibility in complying with our
financial policies/procedures.

• Cash Patients-. Payment is due when services are rendered \Ve gladly accept faster Card Visa,
check, or cash.

• Insurance Patients Please pay 2.0%. or your co-insurance %, for your first visit charges.
Professional services are rendered and charged on your behalf Any services not covered by your
insurance are ultimately your responsibility and may have to be paid at the time of service. If you fail
iff keep your scheduled appointments or if you discontinue care for any reason other than doctor
appointed discharge, the bill is due and payable by you in full immediately, regardless of any
insurance claims submitted. Our office accepts billing for Individual and C,roup policies. Personal
Injury claims, and authorized Worker's Compensation.

• Collection/Attorney fees I agree to pay all costs of a collection agency if necessary to obtain

payment if/when Legal action occurs in order to collect an unpaid balance for medical services
rendered.! agree to pay reasonable attorney's fees or other such costs as the court determines
proper.

• Authorization is Process Drafts: I agree that The &ack Center & Associates, LLC shall be
appointed as my agent to endorse drafts on any checks for payment of my bill for medical services
rendered.

• Limited Rjjlease of tyedlcal Information: I authorize The &ack Center 6 Associates, LLC to make

inquiries and to release any pertinent information to any insurance company, adjuster, or attorney to
facilitate collection under these assignments.

» Assignment of Cause of Action: In the event that any insurance company or third party obligated to
make payment to me or to The &ack Center £ Associates, LLC for services rendered, refuses to
make such paymeni upon demand. I hereby assign, transfer, and convey to The E>ack Center &
Associates all cause of action that might exist in my favor against any such company or person. I

authorize The B>ack Center 6 Associates to prosecute said action in my name w their name if
collect fees due for care rendered and legal expenses, and to r<ssolv«r said claims as thsy see fit

financial Arrangements:

-ingnature: Pate-,.

for <5ffke Use Only-.
Print Patient Name: Account #-. _



— •

APPOINTMENT CANCELLATION
POLICY

Without exception, all massage/Soft Tissue Therapy appointments require a
24 hour notice of cancellation or change. Any cancellation after the required time,
or those who do not show for their appointment will be charged $30.00 for the
missed appointment.

When you schedule a massage/Soft Tissue Therapy, this appointment is reserved
specifically for you. If you miss your appointment, without providing proper
notice, we are required to pay the therapist for the reserved appointment
regardless of the circumstances.

Also, charges for missed appointments are not eligible for insurance
reimbursement. Your health insurance company will not pay for missed or
cancelled appointments thus the charges are solely your responsibility.

Thank you for understanding and cooperation regarding this policy. If you have
any questions please feel free to ask us for more details before signing this form

**I have read this policy and I agree that if I am unable to keep a scheduled
appointment, I will notify the office by telephone at (480)248-7231, at least 24
hours prior to my scheduled appointment in order to avoid the cancellation/no-
1 i f j*. _show charge of $30.00

Patient Signature Date


