Thompson Healthcare
& Sports Medicine

ATLANTIC HEALTH SYSTEM

424 SOUTH MAIN STREET, FORKED RIVER, NJ 08731
P (609) 971-3500 ~ F (609) 971-3545

GENERAL INFORMATION

PATIENT NAME: SOCIAL SECURITY #:
PREFERRED NAME:
SEX M/F OTHER: DATE OF BIRTH: AGE:
MAILING ADDRESS: CiTy: STATE: ZIP CODE:
EMAIL ADDRESS: MAY WE CONTACT YOU VIA EMAIL?: | MAY WE CONTACT YOU VIA TEXT
Y / N MESSAGE?: Y / N
HOME PHONE #: CELL PHONE #: WORK PHONE #:
EMPLOYER: OCCUPATION:
PART TIME FuLL TIME
HAVE YOU EVER BEEN TO A CHIROPRACTOR? Y / N Is TODAYS VISIT RELATED TO A MOTOR VEHICLE ACCIDENT? Y / N
NUMBER OF CHILDREN: MARITAL STATUS:
S/M/D/W
PRIMARY CARE PHYSICIAN: PCP PHONE:
IN CASE OF EMERGENCY
CONTACT NAME:
RELATIONSHIP: ADDRESS:
HOME PHONE: CELL PHONE: WORK PHONE:
How DID YOU HEAR ABOUT OUR OFFICE?
WHO MAY WE CONTACT REGARDING YOUR CARE/BILLING? ~ CONTACT NAME: PHONE:

PRIMARY INSURANCE INFORMATION

PRIMARY INSURANCE COMPANY NAME:

SUBSCRIBER ADDRESS:

ID#:

GROUP #:

SUBSCRIBER NAME:

SUBSCRIBER SSN:

SUBSCRIBER PHONE:

SUBSCRIBER DOB:

SECONDARY

INSURANCE INFORMATION

SECONDARY INSURANCE COMPANY NAME:

SUBSCRIBER ADDRESS:

ID#:

GROUP #:

SUBSCRIBER NAME:

SUBSCRIBER SSN:

SUBSCRIBER PHONE:

SUBSCRIBER DOB:

TODAYS VISIT

REASON FOR TODAY'S VISIT:

HOW LONG HAVE YOU HAD THIS PROBLEM:

YEARS

MONTHS

WEEKS




WHAT MAKES IT BETTER OR WORSE: RATE THE PAIN :
( 0 =NOTHING, 10 = WORST IMAGINABLE)

ON THE DIAGRAM BELOW, PLEASE INDICATE WHERE YOU ARE EXPERIENCING PAIN RIGHT NOW. PLEASE USE KEY TO THE RIGHT OF THE DIAGRAM TO FURTHER
EXPLAIN WHAT TYPE OF SENSATIONS YOU ARE EXPERIENCING IN EACH AREA.

)3 A = AcHE
B = BURNING
N = NUMBNESS
P =PINs & NEEDLES
S = STABBING

O = OTHER

<

—

&\

ARE YOU A: (PLEASE CIRCLE ONE) CURRENT SMOKER FORMER SMOKER NEVER SMOKED PIPE SMOKER CIGAR SMOKER
IF YES, HOW MUCH DID YOU SMOKE? 3 CIGARETTES OR LESS PER DAY % A PACK PER DAY MORE THAN A PACK PER DAY  VAPE SMOKERS+-

DO YOU DRINK ALCOHOL? (PLEASE CIRCLE ONE)  YES NO
IF YES, HOW FREQUENTLY? SOCIALLY ONLY SEVERAL TIMES PER WEEK EVERYDAY

DO YOU OR HAVE YOU EVER USED ILLICIT DRUGS? (PLEASE CIRCLE ONE) YES NO
IF YES, WHAT KIND? IV DRUGS PILLS MARIJUANA OTHER

ARE YOU CURRENTLY PARTICIPATING IN SPORTS? (PLEASE CIRCLE ONE) YES NO
IF YES, WHAT SPORT? GOLF TENNIS FOOTBALL SOCCER BASEBALL BASKETBALL OTHER

PLEASE CIRCLE ANY OF THE FOLLOWING SYMPTOMS THAT YOU’VE EXPERIENCED RECENTLY:

CONSTITUTIONAL: FEVER NIGHT SWEATS WEIGHT Loss

EYES: RED EYES BLURRED VISION VISION Loss

EARS / NOSE / MOUTH: NOSE BLEEDS SORE THROAT HEARING LOSS
CARDIOVASCULAR: CHEST PAINS PALPITATIONS LEG SWELLING
RESPIRATORY: SHORTNESS OF BREATH CHRONIC COUGH WHEEZING
GASTROINTESTINAL: NAUSEA VOMITING DIARRHEA
GENITOURINARY: BURNING W/ URINATION BLOOD IN URINE URINARY INCONSISTENCY
SKIN: RASH HIVES SKIN INFECTION
NEUROLOGICAL: HEADACHE TREMOR SEIZURES
PSYCHIATRIC: DEPRESSION PANIC ATTACKS SUICIDAL IDEATION
ENDOCRINE: EXCESSIVE THIRST COLD INTOLERANCE EXCESSIVE SWEATING
HEMATOLOGICAL: EASY BRUISING SWOLLEN GLANDS EASY BLEEDING
ALLERGY / IMMUNE: RUNNY NOSE SINUS CONGESTION ITCHY EYES




PAST MEDICAL HISTORY (PLEASE CIRCLE ONE)

HIGH BLOOD PRESSURE

CORONARY ARTERY DISEASE

VASCULAR DISEASE

EMPHYSEMA

DIABETES CONGESTIVE HEART FAILURE HEART DISEASE / ATTACK THYROID DISEASE
LYME’S DISEASE BLEEDING DISORDER SEIZURES GASTRIC REFLUX
MULTIPLE SCLEROSIS ENLARGED PROSTATE HEPATITIS LIVER DISEASE
OSTEOARTHRITIS RHEUMATOID ARTHRITIS STOMACH ULCERS KIDNEY DISEASE
ASTHMA COPD CANCER ScoLiosIs
DEPRESSION OTHER:

FAMILY HISTORY (PLEASE CIRCLE ONE)
BLEEDING DISORDER CORONARY ARTERY DISEASE HEPATITIS CANCER
HEART DISEASE / ATTACKS SEIZURES LUNG DISEASE RHEUMATOID ARTHRITIS
KIDNEY DISEASE MALIGNANT HYPERTHERMIA ScoLlosis ASTHMA

OTHER:

SURGICAL HISTORY (PLEASE CIRCLE ONE)

SURGERY

DATE

SURGERY

DATE

KNEE ARTHROSCOPY ( RIGHT / LEFT )

SHOULDER ARTHROSCOPY ( RIGHT /

LEFT )

SPINE SURGERY

JOINT REPLACEMENT SURGERY

HERNIA REPAIR

LAPAROTOMY

EYE SURGERY

THYROID SURGERY

PERIPHERAL BYPASS SURGERY

CARDIAC CATHETERIZATION

CORONARY ARTERY BYPASS SURGERY

HYSTERECTOMY

PACEMAKER

DEFIBRILLATOR

PLEASE LIST ANY OTHER SURGERY YOU MAY HAVE HAD IN THE PAST NOT PREVIOUSLY MENTIONED:

PLEASE LIST ANY MEDICATIONS YOU ARE ON, OR HAVE TAKEN IN THE PAST 6 MONTHS:

PLEASE LIST ANYTHING YOU MAY HAVE AN ALLERGIC REACTION FROM:

PATIENT SIGNATURE:

DATE:

PARENT / GUARDIAN SIGNATURE:

DATE:

REVIEWED BY PHYSICIAN:

DATE:




Thompson Healthcare & Sports Medicine
FINANCIAL POLICY AGREEMENT / ASSIGNMENT OF BENEFITS

Thank you for choosing Thompson Healthcare & Sports Medicine as your healthcare provider. We are committed to
providing excellent care and assisting you in understanding your financial responsibilities.

Insurance Participation

We participate with many insurance plans, including Medicare and select commercial carriers. As a courtesy, we will
verify benefits and submit claims on your behalf. Coverage varies by plan, and it is your responsibility to understand your
copayments, deductibles, coinsurance, and non-covered services.

In-Network Services

If we are in-network with your plan:
¢ Copayments, deductibles, and coinsurance are due at the time of service
¢ Any remaining balance after insurance processing is your responsibility

Out-of-Network Services

If we are not participating with your plan:
¢ Claims will be submitted on your behalf unless otherwise requested
* You may be responsible for out-of-network cost-sharing and any difference between billed charges and
allowed amounts, if applicable
¢ If payment is sent directly to you, you agree to remit it to Thompson Healthcare & Sports Medicine within 30
days.

Treatment recommendations are based on medical necessity and are not limited by insurance determinations.

New Jersey Patient Protections

Under New Jersey law, patients receiving inadvertent out-of-network services at an in-network facility are protected
from balance billing beyond in-network cost-sharing. You will be responsible only for applicable in-network amounts in
these situations. You will be informed of your rights when applicable.

Patient Financial Responsibility
Payment is expected at the time of service for all known balances. Any remaining balance after insurance processing is
your responsibility. Unpaid balances may be subject to collections in accordance with applicable laws.

ASSIGNMENT OF BENEFITS

| irrevocably assign all insurance benefits to Thompson Healthcare & Sports Medicine for services rendered. | authorize
the release of necessary information for claim processing and direct that all payments be made to the practice. |
authorize the practice to file claims on my behalf and act on my behalf regarding insurance matters as permitted by law.

| acknowledge that | have read, understand, and agree to this financial policy.

Patient Name: Date:
Signature:




