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TIESZEN

CHIROPRACTIC & MASSAGF

Preferred Name:

Please allow a few minutes at each visit for us to evaluate your progress and collect any necessary
documentation for your billing agreement with us.

Note if injury caused by:  Car Accident Job  Slip & Fall N/A

Legal Name (first/last):

Social Security # Date of Birth Male Female

Martial Status

Address

City/State/Zip

Contact Phone: Mobile: Home: Work:

Emergency Contact Name: Phone number:

E-mail

Employment: Full-Time Part-Time Self-Employed Student N/A

What specific improvements are you seeking from treatment?

Do you smoke? Chew? Drink?

How did you hear about us?

Did you see another doctor for this condition?
If yes, complete the Medical Records Release form available at the front desk.

When did you last receive an adjustment from a doctor of chiropractic?

D.C. Name/Location

Did a doctor refer you directly to our clinic for care?
If yes, please allow our front desk to obtain a copy of your medical referral or RX. A summary of your care
will be sent to your primary provider.



albho.
TIESZEN

CHIROPRACTIC & MASSAGEF

CONSENT FOR TREATMENT

| understand it is the practice of Dr. Neil Tieszen to evaluate, examine and oversee patient care and
treatment. | authorize the staff of Tieszen Chiropractic to render whatever services are necessary for
the care of myself and/or my family, and | agree to assume all financial obligations incurred for such
care.

DATE: SIGNATURE:

CANCELLATION POLICY

In order for Tieszen Chiropractic to function efficiently and effectively cancellations must be made 24
hours prior to scheduled appointments. Failure to cancel a scheduled appointment within the required
time will result in a $40 cancellation fee to be charged to your patient account. This fee will also be
charged for missed appointments. Exceptions will only be made at the discretion of the doctor and
office staff. | have read, agree to, and understand Tieszen Chiropractic’s cancellation policy.

DATE: SIGNATURE:

Mark “same” or “N/A” if not applicable. (If you have more than two insurances, use the bottom of a second
form.)

Name of Policy Holder Relation to You

Primary Policy Holder Date of Birth
Primary Policy Holder SSN#

Primary Policy Holder Employer Name & Location

Name of Secondary Policy Holder Relation to You

Secondary Policy Holder Date of Birth
Secondary Policy Holder SSN#

Secondary Policy Holder Employer Name & Location




Tieszen Chiropractic & Massage
1310 E. Dimond Blvd., Suite 2, Anchorage, Alaska 99515 « Ph: 907-677-6345 « Fax: 907-677-6604

PAYMENT FOR SERVICES
Please read, initial where indicated, and sign below.

Medical Release & Payment Authorization: I hereby authorize Tieszen Chiropractic & Massage to furnish
information to insurance carriers concerning my illness/injury and treatments and hereby assign to the clinic all payments for
medical services rendered to myself and my dependents. ( Initial)

PATIENT RESPONSIBILITY
e Insurance coverage is not a guarantee of payment. ( Initial)
e We will verify your benefits. This is not a guarantee of coverage, benefits, or payment.
( Initial)
e We will bill your insurance if you present your insurance card(s) at the time of your appointment.

It is important for you to be aware that we are not contracted with every insurance carrier. This
means that you are responsible for monitoring the processes of your insurance company to make certain your claim is
processed in a timely manner, for contacting them if you have questions as to how your claim was processed, and that

you are ultimately responsible for payment of services rendered. ( Initial)

e Any co-payments, deductibles, or “patient responsibility” percentages must be paid at the time of
service. ( Initial)

e You will receive a statement for any remaining balance after all applicable insurance claims have
been paid. That balance is due in full at that time. ( Initial)

We also highly recommend that you research your insurance benefits prior to your visit, as there could be
reasons why your insurance may not pay for your visit. These reasons might include the following:
e Your deductible has not been met.

e You have not received the proper referral or preauthorization for the visit or services. If your
insurance requires preauthorization, it is your responsibility to obtain it before the visit or services are performed.
Remember, preauthorization is not a guarantee of payment.

e The services or procedures are not covered by your insurance. We will inform you when we know a
treatment or procedure is not covered, but many times it is not possible for us to know with certainty, as this varies
greatly among insurance companies, and because they will not make a final determination until they have received the
claim. If there is an uncertainty about coverage, we will be happy to provide you with an estimate of your fees before
treatment is given. You are responsible to pay for the non-covered services at the time of your visit.

PAYMENT OPTIONS:
We accept cash, checks, and all major credit cards. If payment in check form is returned to us because of
insufficient funds, you will be charged a $25 fee.

When we are billing insurance for you, you have the following payment options:
e You may pay your first visit in full at the time of service. (We will refund or credit your account if
your insurance pays more than expected.)
e You may pay your co-pay, co-insurance,or deductible in full. If we have verified your benefits.
e You may use our Tieszen Easy Pay program and have a credit card on file that will be billed
monthly for any balance that remains on your account. We will contact you before we run your
card, per your request. (Please ask the front desk for details.)

Important: If your account should ever become 120+ days overdue, without a payment agreement on file, your account will
accrue interest of .875% monthly per Alaska State Law. Accounts over 180+ days overdue will be sent to collections at
Cornerstone Credit Services. You must contact Cornerstone to deal with your account after this time.

By my signature below, | acknowledge | have read and that | understand the above statements and am willing to accept
responsibility to pay for services rendered if my insurance does not cover them. This authorization is not limited in time.

PATIENT SIGNATURE (or RESPONSIBLE PARTY) DATE



Consent for Purposes of Treatment, Payment & Healthcare Operations
HIPPA Notice

I consent to the use or disclosure of my protected health information by Tieszen Chiropractic
for the purpose of analyzing, diagnosing or providing treatment to me, obtaining payment for my
health care bills or to conduct health care operations of Tieszen Chiropractic. I understand that
analysis, diagnosis or treatment of me by Tieszen Chiropractic may be conditioned upon my consent
as evidenced by my signature below.

I understand I have the right to request a restriction as to how my protected health information
is used or disclosed to carry out treatment, payment or healthcare operations of the practice. If I
request a restriction, Tieszen Chiropractic may or may not agree to a restriction that I request, the
restriction is binding on Tieszen Chiropractic. I have the right to revoke this consent, in writing, at
any time, except to the extent that Tieszen Chiropractic has taken action in reliance on this Consent.

My "protected health information" means health information, including my demographic
information, collected from me and created or received by my physician, another health care provider,
a health plan, my employer or a health care clearinghouse. This protected health information relates
to my past, present or future physical or mental health or condition and identifies me, or there is a
reasonable basis to believe the information may identify me.

The privacy practices of Tieszen Chiropractic are as follows; our patients’ documents will not
be released outside of our office without express agreement from the patient. The documents that can
be released with permission from the patient are for purposes of treatment and billing compliance with
an insurance company. Any request for the release of records must be signed in witness of a Tieszen
Chiropractic employee. Each employee at Tieszen Chiropractic is informed on HIPAA laws and
regulations.

Tieszen Chiropractic reserves the right to change the privacy practices that are described
above. I may obtain a revised notice of privacy practices by calling the office of Tieszen Chiropractic
and requesting a revised copy be sent in the mail or asking for one at the time of my next appointment.

Signature of Patient Date of Signing
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