Welcome To Our Office (Please fill out completely)

Name Date
Address City State/Zip
Age Date of Birth SS# Phone
Occupation Business Phone E-mail address
Employer Business Phone
Spouse Employer Business phone
Do you rent or own? If rent, landlords name Phone

Insurance NO.1 Insurance NO.2

Name of Co. Name of Co.

Phone Phone

ID#/ Group# ID#/ Group#

Name of Insured Name of Insured

Insured SS# Insured SS#

Other Insurance

Medical Doctor Phone Last visit
IN CASE OF EMERGENCY, WHOM SHOULD WE NOTIFY Phone
NEAREST REALITIVE NOT LIVING WITH YOU Phone

WHO MAY WE THENK FOR REFERRING YOU

What is your complaint

How long have you had it? What first caused the problem?

Is your problem O Getting worse O Better O Not changing How often do you have the problem?

What makes the problem worse? What makes your problem better?

Have you seen anyone else for this problem? Y/N If yes who?

What treatment was done?

Do you smoke? Y/N # of packs/ day Frequency of alcohol use O Never O Rare O Social O Moderate O Heavy

Physical activity at work: O sitting more than 50% of day O light manual labor O Heavy manual labor O repeated motion

Has your work been affected by your problem? Y/N How?

Please list any past illnesses (HIV/ AIDS), Cancer, Heart/ lung, blood disorders, surgeries, etc.)

Please list any medications, or supplements you are currently taking

General physical activity O None O Moderate O Strenuous Please Explain

Is your problem affected by your daily activities or physical activities? Y/N How?

Any additional comments you feel | should know regarding your condition or past medical history? Y/N

| hereby give permission to the doctor to release any information requested by my insurance company acquired in the course of my exanimation and
treatment. | hereby authorize my insurance benefits to be paid directly to the doctor. | am financially responsible non-covered services. | hereby give
permission to the doctor to administer treatment and perform such general procedures, as he may deem necessary in the diagnosis and/or treatment of

my condition. | have read, understood, and agree to the above.

Signature Date




FINANCIAL AGREEMENT

We are committed to providing you with the best possible care. If you have medical insurance, we are anxious to help you receive your maximum
allowable benefits. In order to achieve these goals, we need your assistance and your understanding of our payment policy.

Payment for services are due at the time of service unless payment arrangements have been approved in advance by our staff. We accept cash, checks,
MasterCard and Visa. We will be happy to help you process your insurance claim for your reimbursement. Any such request must be accompanied by a
completed insurance for at each visit.

| understand that if a check or debit is returned for insufficient funds, | will be charged a $25.00 services charge and balances over thirty days may be
subject to an additional collection fees and interest of 1.75 % per month. Charges may also be made for broken appointments and appointments
canceled without a 24 hour notice.
We will gladly discuss your proposed treatment and answer any questions relating to your insurance.
You must release, however, that:
1) Yourinsurance is a contract between you, your employer and the insurance company. We are NOT a party to that contract
2) Ourfees are generally considered to fall within the acceptable range by most companies, and therefore are covered up to the maximum
allowance determined by each carrier. This applies only to companies who pay a percentage (such as 50% or 80%) of “U.C.R”. “U.C.R.” is
defined as usual, customary and reasonable fees for this region. Thus, our fees are considered usual, customary and reasonable by most
insurance companies.
3) Not all services are covered benefits in all contracts. Some insurance companies arbitrarily select services that they will not cover. We will do
our best to inform you of non-covered services however this is up to the insurance. | understand that I, the patient, am responsible for all

services covered or non-covered.

Disclosure of Fees

98940  Manipulation (1-2 areas) $45.00 98941  Manipulation (3-4 areas) $50.00
98942  Manipulation (5 areas) $59.00 98943  Extremity Manipulation $40.00
97530  Exercise Training (each 15 min) $45.00 97032 EMS, Attended (each 15 min) $35.00
97110 Therapeutic Exercise (Each 15 min) $25.00 97112  Neuromuscular re-education (each 15 min) $45.00
G0283  Electric Muscle Stimulation (each 15 min) $40.00 97810  Acupuncture $45.00
97140  Manual Therapy (each 15 min) $59.00

| have read the above codes and fees and | understand the cost of my care with Jeff Banas, DC and Banas Sports Therapy, PLLC. 4540 E. Baseline Rd, Suite
106, Mesa, AZ 85206. | understand that | am responsible for 100% payment of all deductibles, co-pays, and any other services rendered to me related to
my care. | understand that if | have a balance for medical services not paid, | will make a minimum payment of $50.00 each month or 25% of the
outstanding balance, whichever is greater. If my balance is not paid in a timely and monthly fashion, | promise to pay any and all fees related to collection
the outstanding balance, and all collection, court, and attorney’s fees related to the collection of my account. | further understand that if my treatment is
associated with a personal injury, motor vehicle accident, all medical bills will be paid at 100% of the above fees regardless of the outcome of my case.

We must emphasize that as chiropractic providers, our relationship is with you, not your insurance company. While the filing of insurance claims is a
courtesy that we extend to our patients, all charges are your responsibility from the date the services are rendered. We realize that temporary financial
problems may affect timely payment of your account. If such problems do arise, we encourage you to contact us promptly for assistance in the
management of your account. If you have any questions about the above information or any uncertainty regarding insurance coverage, PLEASE do not
hesitate to ask us. We are here to help you.

| have read, understood, and agree to the above financial terms and prices.

Print Name Patient Signature Date

NOTES:



PAIN DRAWING

Please mark the figures below with the letters that best describe the sensation or pain you are feeling. Please mark areas
where pain radiates or spreads with a I, {/, or &, - arrow to indicate the direction of radiating pain. (Include all affected
areas)

A= Ache B= Burning R = Radiating Pain D= Dull Pain

N = Numbness S = Stabbing P= Pins & Needles O = Other

Please indicate how you would rate your pain (LOW) 0 1 2 3 4 5 6 7 8 9 10((HIGH)

NAME: (please print)

SIGNATURE: DATE:

Banas Sports Therapy PLLC

4540 E. Baseline Rd Suite 106, Mesa, AZ 85206 480-633-6837




