The Spine Center of Williamsburg
First Name:

M.I.

Last:

Address:

City:

Phone: Home (

)

Primary Contact:
Sex:
Race

Male

Nickname:

Mobile (
Home

Cell Phone

Female Date of Birth:

)

Work (

Zip:

)

Work Cell Phone Carrier: ___________________________________
/

Native Hawaiian or other Pacific Islander

Asian

American Indian or Alaska Native

White

Black or African American

State:

/

Social Security NO.
Ethnicity

Hispanic or Latino

Language: ___________

Not Hispanic or Latino

Other Race

Email Address: _________________________________ Primary Care Physician: ______________________________
Marital Status: married – single – widowed – separated – divorced Spouse’s Name:
Employer/School:
Employer/School Phone:

Occupation:

Referring Doctor/Patient:
Emergency Contact:

Phone #:

Signature__________________________________________________ Date_________________________________

Copy of Photo Id & Insurance Card
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The Spine Center of Williamsburg, 219 McLaws Circle, Williamsburg, VA 23185
Patient Financial Responsibility Contract
Please read and sign where indicated-this document describes your financial responsibilities.
I agree to be financially responsible for payment of The Spine Center of Williamsburg’s services. Cash, check
or credit cards are acceptable forms of payment for these services.
Current insurance cards must be presented at every office visit. The Spine Center of Williamsburg is not
responsible for filing your insurance claim, but as a courtesy we will do so. I agree to pay the remaining
balance after my insurance has paid on my claim immediately upon receipt of a statement.
I agree to give The Spine Center of Williamsburg my complete and accurate insurance information for primary
and secondary insurance benefits including referral documents from other providers, if needed. I understand
that if I fail to give complete and accurate information about my insurance benefits this may result in a denial
of my claim or a delay in payment. I agree to pay The Spine Center of Williamsburg the balance on my account
after my insurance claim has been processed.
I agree that if my insurance benefit requires me to provide a referral and if the referral is not in place before
my appointment, that I will pay in advance an estimate of charges for my office visit or reschedule my
appointment.
I understand that I will be responsible for any missed appointment or any cancelled appointment in which a
24-hour notice was not given. There will be a $25.00 fee for any missed office visit.
I understand there will be a $25.00 for all returned checks.
I understand that all services provided to me by The Spine Center of Williamsburg are considered medically
necessary, if I fail to comply with my provider’s instructions it may be against medical advice and may void my
insurance benefits. Should this occur, I agree to pay the balance remaining on my account after my insurance
has processed claims.
I understand that my insurance may or may not agree to the usual, customary or reasonable charges for my
local area. I understand that my benefits may not cover all services or might deny payment for services that
have been approved of in advance. I agree to pay the balance remaining on my account after insurance has
been processed.
If I have a high deductible policy or do not currently have insurance benefits, I agree to pay an estimate of
charges for my office visit in advance and understand that other charges may apply.
The Spine Center of Williamsburg has a contract with my insurance company. The Spine Center of
Williamsburg will receive payments from my insurance company for covered services provided by my
insurance benefits. I agree to pay copayments and deductibles at the time of service. If copayments are not
made at the time of service, I understand that my appointment may be rescheduled.
I agree to pay the balance remaining on my account for any reason upon receipt of a statement and I
understand that when requested, I must give The Spine Center of Williamsburg my current address and other
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contact information. I understand that if I fail to pay the balance on my account this may result in The Spine
Center of Williamsburg pursuing any collection means possible.
If my account become delinquent, it may be forwarded to an outside collection agency without notice. If this
happens, I will be responsible for all costs of collection, including but not limited to interest (18%), rebilling
fees, court costs, attorney fees and collection agency costs (33%).
If the reason for my appointment is related to a work injury or auto accident, I agree to give The Spine Center
of Williamsburg the case number or policy number, the workman’s compensation or insurance carrier’s name,
address or other contact information at the time of my appointment so that The Spine Center of Williamsburg
can bill workman’s compensation or the auto insurance carrier for my visit. If I do not provide this information
at the time of the visit, I agree to pay all charges for my visit.
I have read and I understand The Spine Center of Williamsburg’s financial policies and I accept responsibility
for the payment of any fees associated with my care.
________________________________________________________________
Patient Signature

_______________
Date

Assignment of Benefits
I hereby authorize direct payment of medical benefits, including medical benefits to which I am entitled to The
Spine Center of Williamsburg. This is a DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS. This
authorization will remain in effect until cancelled by me in writing. A copy of this authorization is as valid as
the original document.
I authorize the release of any medical information necessary in order to obtain payment and I understand that
I am financially responsible for all charges, late fees, interest, attorney fees and collection charges considered
patient responsibility by my insurance company. I understand that if I am not insured, I am responsible for the
charges of all services provided to me. I authorize The Spine Center of Williamsburg to deposit checks
received on my account when made out in my name.
I have read and I understand The Spine Center of Williamsburg’s financial policies and I accept responsibility
for the payment of any fees associated with my care.

__________________________________________________________________ _____________________
Patient Signature
Date
__________________________________________________________________ ______________________
Witness Signature
Date
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Medical Information Release Form
HIPAA Release Form
Name: ________________________________________________

DOB: _______________________

Release of Information
I understand that, under the Health Insurance Portability and Accountability Act of 1996 (“HIPPA), I have
certain rights to privacy regarding my protected health information. I understand that this information can
and will be used to:




Conduct, plan and direct my treatment and follow-up among multiple providers who may be involved in that
treatment directly and indirectly.
Obtain payment from third-party payers.
Conduct normal healthcare operations such as quality assessments and accreditations.

In addition to health care providers, my protected health information may be disclosed to:
Spouse: ______________________________________________________________
Children: _____________________________________________________________
Other: _______________________________________________________________
Information is not to be release to anyone
This Release of Information will remain in effect until terminated by me in writing given to The Spine Center of
Williamsburg.
Patient Initials ________
Appointment Reminders
I prefer that The Spine Center of Williamsburg send a reminder to and/or leave a message on my:
Home Phone

Work Phone

Cell Phone

__________________________________________
Patient or Legal Guardian’s Signature

Email

No Reminders

______/_____/_______
Date

OFFICE USE ONLY
I attempted to obtain written acknowledgement of receipt of this Notice of Privacy Acknowledgement, but
was unable to do so as documented below:
Date:

Initials:

Reason:
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Informed Consent to Care
You are the decision maker for your health care. Part of our role is to provide you with information to assist
you in making informed choices. This process is often referred to as “informed consent” and involves your
understanding and agreement regarding the care we recommend, the benefits and risks associated with the
care, alternatives, and the potential effect on your health if you choose not to receive the care.
We may conduct some diagnostic or examination procedures, if indicated. Any examinations or tests
conducted will be carefully performed but may be uncomfortable.
Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional
supportive procedures or recommendations as well. When providing an adjustment, we use our hands or an
instrument to improve mobility of anatomical structures, such as vertebrae. Potential benefits of an
adjustment include restoring normal joint motion, reducing swelling and inflammation in a joint, reducing pain
in the joint, and improving neurological functioning and overall well-being.
It is important that you understand, as with all health care approaches, results are not guaranteed, and there
is no promise to cure. As with all types of health care interventions, there are some risks to care, including,
but not limited to: muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement
of symptoms, burns and/or scarring from electrical stimulation and from hot or cold therapies, including, but
not limited to, hot packs and ice, fractures (broken bones), disc injuries, strokes, dislocations, strains, and
sprains. With respect to strokes, there is a rare but serious condition known as an arterial dissection that
involves an abnormal change in the wall of an artery that may cause the development of a thrombus (clot)
with the potential to lead to a stroke. This occurs in 3-4 of every 100,000 people, whether they are receiving
health care or not. Patients who experience this condition often, but not always, present to their medical
doctor or chiropractor with neck pain and headache. Unfortunately, a percentage of these patients will
experience a stroke. As chiropractic can involve manually and/or mechanically adjusting the cervical spine, it
has been reported that chiropractic care may be a risk for developing this type of stroke. The association with
stroke is exceedingly rare and is estimated to be related in 1 in one million 1 in 2 million cervical adjustments.
It is also important that you understand there are treatment options available for your condition other than
chiropractic procedures. Likely, you have tried many of these approaches already. These options may include,
but are not limited to: self-administered care, over-the-counter pain relievers, physical measures and rest,
medical care with prescription drugs, physical therapy, bracing, injections, and surgery. Lastly, you have the
right to a second opinion and to secure other opinions about your circumstances and health care as you see
fit.
I have read, or have had read to me, the above consent. I appreciate that it is not possible to consider every
possible complication to care. I have also had an opportunity to ask questions about its content, and by
signing below, I agree with the current or future recommendation to receive chiropractic care as is deemed
appropriate for my circumstance. I intend this consent to cover the entire course of care from all providers in
this office for my present condition and for any future condition(s) for which I seek chiropractic care from this
office.
Patient Name: ______________________________ Signature: ____________________________ Date: _____________
Parent or Guardian: _________________________ Signature: ____________________________ Date: _____________
Witness Name: _____________________________ Signature: ____________________________ Date: _____________
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CHART# ________
MEDICATIONS
----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ALLERGIES
__________________________________________________________________________________________
__________________________________________________________________________________________
PAST SURGICAL HISTORY (procedure/approximate dates)
________________________________________________________________________________
________________________________________________________________________________
MEDICAL HISTORY (prior & current)
Heart Attack (year) ________________

Kidney Disease

Gallbladder Disease

Cancer (type) ____________________

Asthma

Diabetes

Stroke (year) _____________________

Rheumatoid Arthritis

Osteoporosis

Heart Failure

Kidney Stone

Tuberculosis

Prostate Disease

High Blood Pressure

Hepatitis

Anxiety/Depression

High Cholesterol

Other:
________________________________________________________________________________
FAMILY HISTORYs
________________________________________________________________________________
________________________________________________________________________________
SOCIAL HISTORY
Marital Status:

Single

Married

Separated

Divorced

Widowed

Tobacco Use:

Never

Current

Alcohol Use:

None

Casual

Moderate

Heavy

Caffeine:

None

Casual 1-3

Moderate 3-6

Heavy 6 or more

Drug Use:

None

Recreational User

Exercise:

Never

Daily

Former (quit) _______

Weekly

Addiction
Other________

Signature: ___________________________________ Date: ______________________
STAFF SECTION: Height _______ Weight _______ BP ______/_______ Pulse ________ BMI
________
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NAME

__ NO.

______DATE

___

PATIENT SECTION
Was this injury auto accident related? Yes or No

Was this injury work related? Yes or No

When did your symptoms start?
Are your symptoms (Circle one):

Constant

Frequent

What makes it better?

Intermittent

Occasional

Draw in the area of your
pain/symptoms

What makes it worse?

Have you had these symptoms before? (Circle)
YES or NO
What other treatments have you had for this
condition?

Have there been any recent changes in bowel or
bladder function? YES or NO
Is the pain? (Circle all that apply)

R L

L R

Aching, Burning, Numb/Tingling, Sharp, Throbbing
Primary Care Physician:
____________________________
Are you pregnant?
Yes or No
OTHER

Circle a number on the pain scale:

No Pain 0

1

2

3

4

5

6

7

8

9

10

Unbearable

Signature__________________________________Date___________________
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Neck Pain Disability Index Questionnaire
Please just circle the ONE choice which best describes your problem right now.
Section 1: PAIN INTENSITY
A.
B.
C.
D.
E.
F.

I have no pain at the moment.
The pain is mild at the moment.
The pain comes and goes and is moderate.
The pain is moderate and does not vary.
The pain is severe but comes and goes.
The pain is severe and does not vary.

Section 2: PERSONAL CARE (Washing,
Dressing, etc.)
A. I can look after myself without causing extra pain.
B. I can look after myself normally, but it causes extra
pain.
C. It is painful to look after myself; I am slow and
careful.
D. I need some help, but manage to perform most of
my personal care.
E. I need help every day in most aspects of self-care.
F. I do not get dressed, I wash with difficulty, and I
stay in bed.

Section 3: LIFTING
A. I can lift heavy weights without extra pain.
B. I can lift heavy weights, but it causes extra pain.
C. Pain prevents me from lifting heavy objects off of
the floor; I can lift if the object is conveniently
placed. (I.e. on a counter.)
D. Pain prevents me from lifting heavy weights. I can
lift light to medium weights if conveniently
positioned.
E. I can lift very light weights.
F. I cannot lift or carry anything at all.

Section 4: READING
A. I can read as much as I want without any neck pain.
B. I can read as much as I want with slight neck pain.
C. I can read as much as I want with moderate neck
pain.
D. I cannot read as much as I want because of moderate
neck pain.
E. I cannot read as much as I want because of severe
neck pain.
F. I cannot read at all.

Section 5: HEADACHE
A. I have no headaches at all.
B. I have slight headaches which come infrequently.
C. I have moderate headaches which come
infrequently.
D. I have moderate headaches which come frequently.
E. I have severe headaches which come frequently.
F. I have headaches almost all of the time.

Section 6: CONCENTRATION
A. I can concentrate fully when I want to without difficulty.
B. I can concentrate fully when I want to with slight difficulty.
C. I have a fair degree of difficulty in concentrating when I
want to.
D. I have a lot of difficulty in concentrating when I want to.
E. I have a great deal of difficulty in concentrating when I
want to.
F. I cannot concentrate at all.

Section 7: WORK
A.
B.
C.
D.
E.
F.

I can do as much as I want to.
I can only do my usual work, but nothing more.
I can do most of my usual work, but no more.
I cannot do my usual work.
I can hardly do any work at all.
I cannot do any work at

Section 8: DRIVING
A. I can drive my car without neck pain.
B. I can drive my car as long as I want with slight neck pain.
C. I can drive my car as long as I want with moderate neck
pain.
D. I cannot drive my car as long as I want because of moderate
neck pain.
E. I can hardly drive at all because of severe neck pain.
F. I cannot drive my car at all.

Section 9: SLEEPING
A.
B.
C.
D.
E.
F.

I have no trouble sleeping.
My sleep is slightly disturbed (<1 hour sleepless).
My sleep is mildly disturbed. (1-2 hours sleepless).
My sleep is moderately disturbed. (2-3 hours sleepless).
My sleep is greatly disturbed. (3-5 hours sleepless).
My sleep is completely disturbed. (5-7 hours sleepless.

Section 10: RECREATION
A. I am able to engage in all recreational activities without neck
pain.
B. I am able to engage in all recreational activities with some
neck pain.
C. I am able to engage in MOST recreational activities because
of pain in my neck.
D. I am able to engage in a few of my recreational activities
because of my neck pain.
E. I can hardly do any recreation because of my neck pain.
F. I cannot do any recreational activities at all.

Patient Name: ______________________
Signature: _______________________
Disability Score: ________%
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The Revised Oswestry LOW BACK PAIN Questionnaire
Please just circle the ONE choice which best describes your problem right now.
Section 1: PAIN INTENSITY
A.
B.
C.
D.
E.
F.

The pain is mild and comes and goes.
The pain is mild and does not vary.
The pain is moderate and comes and goes.
The pain is moderate and does not vary.
The pain is severe and comes and goes.
The pain is severe and does not vary.

Section 2: PERSONAL CARE
A. I do not have to change my way of personal care to
avoid pain.
B. I do not normally change my way of personal care
even though it causes extra pain.
C. Personal care increases the pain, but I manage not to
change my way of doing it.
D. Personal care increases the pain, and I find it
necessary to change my way of doing it.
E. Because of the pain, I am unable to do some
personal care without help.
F. Because of the pain, I am unable to do personal care
without help.

Section 3: LIFTING
A. I can lift heavy weights without extra pain.
B. I can lift heavy weights but it causes extra pain.
C. Pain prevents me from lifting heavy weights off of
the floor.
D. Pain prevents me from lifting heavy objects off of
the floor; I can lift if the object is conveniently
placed. (I.e. on a counter.)
E. I can lift light to medium weights if conveniently
positioned.
F. I can lift very light weights.

Section 4: WALKING
A. I have no pain with walking.
B. I have some pain with walking but it does not
increase with distance.
C. I cannot walk more than 1 mile without increasing
pain.
D. I cannot walk more than ½ mile without increasing
pain.
E. I cannot walk more than ¼ mile without increasing
pain,
F. I cannot walk at all without increasing pain.

Section 5: SITTING
A.
B.
C.
D.
E.
F.

I can sit in any chair as long as I like.
I can sit in only my favorite chair as long as I like.
Pain prevents me from sitting more than 1 hour.
Pain prevents me from sitting for more than ½ hour.
Pain prevents me from sitting more than 10 minutes.
I avoid sitting because it increases my pain straight
away.

Section 6: STANDING
A. I can stand for as long as I want without pain.
B. I have some pain on standing but it does not increase with
time.
C. I cannot stand for longer than 1 hour without increasing
pain,
D. I cannot stand for longer than ½ hour without increasing
pain.
E. I cannot stand for longer than 10 minutes without increasing
pain.
F. I avoid standing because it increases the pain immediately.

Section 7: SLEEPING
A. I do not have pain in bed.
B. I have pain in bed, but it does not prevent me from sleeping
well.
C. Because of pain, my night’s sleep is reduced by less than ¼.
D. Because of pain, my night’s sleep is reduced by less than ½.
E. Because of pain, my night’s sleep is reduced by less than ¾.
F. Pain prevents me from sleeping well.

Section 8: SOCIAL LIFE
A. My social is normal, I do not have pain.
B. My social life is normal, but increases my pain.
C. Pain has no significant effect on my social life apart from
limiting my more energetic interests. (Dancing, etc.)
D. Pain has restricted my social life, but I do not go out often.
E. Pain has restricted my social to my home.
F. I hardly have any social life because of my pain.

Section 9: TRAVEL
A. I do not have pain while traveling.
B. I have some pain while traveling, but none of my usual forms
make it any worse.
C. I get extra pain while traveling, but it does not compel me to
seek alternate forms.
D. I get extra pain while traveling which compels me to seek
alternate forms.
E. Pain restricts all forms of travel.
F. Pain prevents all forms of travel expect that done lying
down.

Section 10: CHANGING DEGREE OF PAIN
A.
B.
C.
D.
E.
F.

My pain is rapidly getting better.
My pain fluctuates but overall is definitely getting better.
My pain seems to be getting better, but is slow at present.
My pain is neither getting better nor worse.
My pain is gradually worsening.
My pain is rapidly worsening.

Patient Name: ______________________
Signature: _______________________
Disability Score: ________%
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Self-Pay / Out of Network Fees:
We are Out of Network with: Anthem Health Keepers, Optima, Tricare, Virginia Premier,
Medicaid
The treatment costs in our office if you do not have insurance or if you have insurance
that we do not participate with are:
•
•
•
•

$95 for your initial exam
Typically, $49 - $60 for Spinal Manipulation Therapy.
$30 for Extremity Manipulation (knee, hip, jaw etc.)
$30 for Exercise / Manual Therapies (traction, massage, stretching, etc.)

First Visit / Regular Visit: (Charges dependent upon treatments performed)
•

A typical first visit, on average, will cost around $150.

•

A typical regular visit, on average, will cost around $49.

In Network Insurance Fees:
•

Because Chiropractic coverage varies greatly, we use a professional billing
company that specializes in Chiropractic benefits.

•

You will have open access to our professional Billers, and they are there to
answer any questions you may have about your coverage, responsibilities, and
bills.

•

The billing company will verify your benefits and notify us what we should collect
here in the office.

The treatment costs in our office are:
•
•
•
•

$95 for your initial exam
Typically, $49 - $60 for Spinal Manipulation Therapy.
$30 for Extremity Manipulation (knee, hip, jaw etc.)
$30 for Exercise / Manual therapies (traction, massage, stretching, etc.)

First Visit / Regular Visit: (Charges dependent upon treatments performed)
•

A typical first visit, on average, will cost around $150.

•

A typical regular visit, on average, will cost around $49.

If we have not collected enough here in the office, you will receive a bill. If your
insurance pays more than we think they will, you will receive a credit. Please note that
in either case, it takes months for all claims to settle. Refunds will be issued after your
account has been audited and all claims have been fully settled

Medicare Fees: Active Treatment
•

Medicare requires that you have an initial Exam for you to be treated, but they
will NOT pay for the cost. ($95)

•

Medicare does NOT pay for Exercise / Manual Therapies (traction, massage,
Vibracussor therapy, trigger point therapy, stretching, exercise education, etc.)
($30)

•

Medicare does NOT pay for any extremity or non-spinal manipulations (knee, hip,
jaw, shoulder, etc.) ($30)

Medicare WILL pay for 80% of Spinal Manipulation Therapy after you have met your
deductible.
•

The treatment costs in our office are:
o $95 for your initial Exam
o $30 for Extremity Manipulation (knee, hip, jaw etc.)
o $30 for Exercise / Manual Therapies
o 20% cost for Spinal Manipulation Therapy, after deductible is between
$5.63 to $10.50. (Before deductible, $49-$60)

First Visit / Regular Visit: (Charges dependent upon treatments performed)
•

A typical first visit, on average, will cost around $150. (Around $175 while you
are meeting your deductible)

•

A typical regular visit, on average, will cost around $38. (Around $75 while you
are meeting your deductible)

Medicare Fees: Maintenance Care
Medicare does NOT pay for Maintenance Care. Maintenance Care is defined as a
treatment plan that seeks to support, maintain, or prevent deterioration of a chronic
condition. When further Chiropractic treatment is supportive, rather than corrective, the
treatment is then considered to be Maintenance and Self Pay pricing applies.
•

A typical Maintenance visit costs around $49.

Supplemental / Replacement Policies
•

Because Chiropractic coverage varies greatly, we use a professional billing
company that specializes in Chiropractic benefits.

•

You will have open access to our professional Billers, and they are there to
answer any questions you may have about your coverage, responsibilities, and
bills.

•

The billing company will verify your benefits and notify us what we should collect
here in the office.

•

If we have not collected enough here in the office, you will receive a bill. If your
insurance pays more than we think they will, you will receive a credit. Please
note that in either case, it takes months for all claims to settle. Refunds will be
issued after your account has been audited and all claims have been fully settled.

