
‭NEW PATIENT INTAKE & POLICIES FORM‬

‭☐‬‭PRIMARY CARE‬‭☐‬‭PHYSICAL THERAPY‬‭☐‬‭MASSAGE THERAPY‬

‭N‬‭AME‬‭: _______________________________________________________________________‬

‭D‬‭ATE OF‬‭B‬‭IRTH‬‭: _______________________ M‬‭ALE‬‭:‬‭☐‬‭F‬‭EMALE‬‭:‬‭☐‬

‭S‬‭TREET‬‭A‬‭DDRESS‬‭: _____________________________________________‬‭A‬‭PT‬‭/S‬‭UITE‬‭: ________‬

‭C‬‭ITY‬‭: _____________________________________ S‬‭TATE‬‭:‬‭__________ Z‬‭IP‬‭: ___________‬

‭T‬‭HIS PRACTICE PERFORMS CLINICAL NOTIFICATION VIA EMAILS‬‭AND TEXT MESSAGES‬‭.‬‭BY CHECKING THE BOXES BELOW AND‬

‭PROVIDING CONTACT INFORMATION‬‭,‬‭YOU ARE GIVING CONSENT‬‭FOR OUR CLINIC TO DO SO‬‭.‬

‭IS IT OKAY TO LEAVE A DETAILED MESSAGE?‬ ‭☐PHONE‬ ‭☐PORTAL‬

‭☐‬‭P‬‭RIMARY‬‭P‬‭HONE‬‭: (_______) ______________________‬

‭☐‬‭E‬‭MAIL‬‭: _____________________________________‬

‭E‬‭MERGENCY‬‭C‬‭ONTACT‬

‭N‬‭AME &‬‭R‬‭ELATION‬‭: ___________________________ P‬‭HONE‬‭:‬‭(_______) ____________________‬

‭P‬‭ARENT OR‬‭G‬‭UARDIAN‬‭(‬‭IF UNDER‬‭18)‬

‭N‬‭AME‬‭: ___________________________________ P‬‭HONE‬‭: (_______)‬‭____________________‬

‭R‬‭EFERRING‬‭P‬‭ROVIDER‬‭/ C‬‭LINIC‬

‭N‬‭AME‬‭: ___________________________________ P‬‭HONE‬‭: (_______)‬‭____________________‬

‭P‬‭REFERRED‬‭P‬‭HARMACY‬

‭N‬‭AME‬‭: ___________________________________ P‬‭HONE‬‭: (_______)‬‭____________________‬

‭I‬‭NSURANCE‬

‭E‬‭MPLOYER‬‭: ____________________________ O‬‭CCUPATION‬‭:‬‭_____________________________‬

‭☐‬‭A‬‭UTOMOBILE‬‭☐‬‭C‬‭OMMERCIAL‬‭☐‬‭S‬‭ELF‬‭-P‬‭AY‬‭☐‬‭W‬‭ORKMEN‬‭’‬‭S‬‭C‬‭OMPENSATION‬

‭P‬‭RIMARY‬‭: _____________________________________________________________________‬

‭ID/P‬‭OLICY‬‭#: ____________________________ G‬‭ROUP‬‭#:‬‭____________________________‬

‭S‬‭ECONDARY‬‭: ____________________________________________________________________‬

‭ID/P‬‭OLICY‬‭#: ____________________________ G‬‭ROUP‬‭#:‬‭____________________________‬

‭D‬‭ATE OF‬‭I‬‭NJURY‬‭/A‬‭CCIDENT‬‭: ___________________‬

‭C‬‭LAIM‬‭M‬‭ANAGER‬‭: ____________________________ P‬‭HONE‬‭:‬‭(_______) ___________________‬

‭HOW DID YOU HEAR ABOUT US?‬

‭☐‬‭F‬‭AMILY OR‬‭F‬‭RIEND‬‭☐‬‭PC M‬‭EMBER‬‭☐‬‭O‬‭NLINE‬‭☐‬‭P‬‭HYSICIAN‬‭☐‬‭O‬‭THER‬‭: _______________________‬



‭NO SHOW & CANCELLATION POLICY‬

‭W‬‭E MAKE EVERY EFFORT TO PROVIDE YOU WITH AN APPOINTMENT‬‭THAT ACCOMMODATES YOUR SCHEDULE‬‭. O‬‭NCE THE APPOINTMENT‬‭IS MADE‬‭,‬‭THAT TIME IS RESERVED SPECIFICALLY FOR YOU‬‭.‬
‭I‬‭F AN APPOINTMENT IS CANCELED WITHOUT ADVANCED NOTICE‬‭,‬‭IT NOT ONLY MEANS THAT YOU DO NOT GET THE SERVICE‬‭YOU NEED‬‭,‬‭IT ALSO PREVENTS OTHER PATIENTS THE OPPORTUNITY‬‭TO‬

‭SCHEDULE THAT APPOINTMENT TIME‬‭.‬

‭❖‬‭LATE CANCELS - CANCELS GIVEN WITH LESS THAN 24 HOURS‬‭NOTICE, MAY RESULT IN A $50.00 FEE.‬
‭❖‬‭NO-SHOWS - PRIMARY CARE: $175.00 |MASSAGE/PHYSICAL‬‭THERAPY $75.00‬

‭I‬‭T IS IMPORTANT THAT YOU ARRIVE AND ARE READY TO START‬‭AT THE TIME OF YOUR SCHEDULED APPOINTMENT‬‭.‬

‭❖‬‭LATE ARRIVAL OF 10 MINUTES OR MORE MAY BE CONSIDERED‬‭A LATE CANCEL, REQUIRING TO RESCHEDULING YOUR‬
‭APPOINTMENT AND SUBJECT TO THE $50.00 LATE CANCEL FEE.‬

‭C‬‭ANCEL AND‬‭N‬‭O‬‭S‬‭HOW‬‭F‬‭EES MAY REQUIRE PAYMENT PRIOR‬‭TO SCHEDULING FUTURE APPOINTMENTS‬‭. P‬‭LEASE NOTE THAT‬‭YOUR INSURANCE CARRIER IS‬‭NOT‬‭RESPONSIBLE FOR THESE‬

‭CHARGES‬‭. W‬‭E APPRECIATE YOUR UNDERSTANDING AND COOPERATION‬‭.‬

‭P‬‭ATIENT‬‭I‬‭NITIALS‬‭:‬‭_________‬

‭CONSENT FOR SURESCRIPTS‬

‭I‬ ‭HEREBY‬ ‭GIVE‬ ‭CONSENT‬ ‭TO‬ ‭THE‬‭C‬‭ENTER‬ ‭FOR‬‭F‬‭UNCTIONAL‬‭H‬‭EALTH‬‭/T‬‭HE‬‭P‬‭ACIFIC‬‭C‬‭LINIC‬ ‭AND‬ ‭ITS‬ ‭EMPLOYEES‬ ‭AND‬‭/‬‭OR‬ ‭CONTRACT‬ ‭PERSONNEL‬ ‭TO‬ ‭OBTAIN‬ ‭MEDICAL‬ ‭INFORMATION‬ ‭USING‬
‭S‬‭URESCRIPTS‬‭.‬‭*S‬‭URESCRIPTS‬ ‭IS‬ ‭AN‬ ‭INFORMATION‬ ‭TECHNOLOGY‬ ‭COMPANY‬ ‭THAT‬ ‭SUPPORTS‬ ‭E‬‭-‬‭PRESCRIPTION‬‭,‬ ‭THE‬ ‭ELECTRONIC‬ ‭TRANSMISSION‬ ‭OF‬ ‭PRESCRIPTIONS‬ ‭BETWEEN‬ ‭HEALTH‬ ‭CARE‬

‭ORGANIZATIONS AND PHARMACIES‬‭,‬‭AS WELL AS GENERAL HEALTH‬‭INFORMATION EXCHANGE OF MEDICAL RECORDS‬‭.‬

‭P‬‭ATIENT‬‭I‬‭NITIALS‬‭:‬‭_________‬

‭NOTICE OF PRIVACY PRACTICES‬

‭I‬‭UNDERSTAND‬‭C‬‭ENTER FOR‬‭F‬‭UNCTIONAL‬‭H‬‭EALTH WILL USE‬‭AND DISCLOSE HEALTH INFORMATION ABOUT ME IN COMPLIANCE WITH THE‬‭HIPAA A‬‭CT‬‭. I‬‭HAVE THE RIGHT TO ASK THAT‬‭SOME OR‬
‭ALL OF MY HEALTH INFORMATION NOT BE USED OR DISCLOSED IN THE MANNER DESCRIBED IN THE‬‭N‬‭OTICE OF‬‭P‬‭RIVACY‬‭P‬‭RACTICES‬‭. I‬‭UNDERSTAND‬‭I‬‭MAY REQUEST A COPY OF THE‬‭FULL‬‭N‬‭OTICE‬

‭OF‬‭P‬‭RIVACY‬‭P‬‭RACTICES FOR‬‭C‬‭ENTER FOR‬‭F‬‭UNCTIONAL‬‭H‬‭EALTH‬‭,‬‭AS OUTLINED BY‬‭F‬‭EDERAL‬‭R‬‭EGULATIONS AT ANY TIME‬‭.‬

‭I‬‭AUTHORIZE THE‬‭C‬‭ENTER FOR‬‭F‬‭UNCTIONAL‬‭H‬‭EALTH TO SHARE‬‭MY PROTECTED HEALTH INFORMATION WITH‬‭T‬‭HE‬‭P‬‭ACIFIC‬‭C‬‭LINIC TEAM MEMBERS ON AN AS NEEDED BASIS AS IT PERTAINS‬‭TO MY‬

‭HEALTH TREATMENT‬‭, R‬‭EGENERATIVE‬‭T‬‭HERAPY AND‬‭/‬‭OR‬‭M‬‭EDICAL‬‭W‬‭EIGHT‬‭L‬‭OSS‬‭P‬‭ROGRAM‬‭.‬

‭P‬‭ATIENT‬‭I‬‭NITIALS‬‭:‬‭_________‬

‭NOTICE OF NON_PARTICIPATION‬

‭C‬‭ENTER FOR‬‭F‬‭UNCTIONAL‬‭H‬‭EALTH IS NOT A PARTICIPATING‬‭PROVIDER FOR‬‭M‬‭EDICAID‬‭S‬‭TATE‬‭I‬‭NSURANCE‬‭(‬‭S‬‭). I‬‭UNDERSTAND‬‭I‬‭AM FULLY RESPONSIBLE FOR ALL CHARGES AND BALANCES‬‭THAT‬
‭CAN NOT‬‭/‬‭WILL NOT BE BILLED TO MY‬‭M‬‭EDICAID‬‭S‬‭TATE‬‭I‬‭NSURANCE‬‭P‬‭LAN‬‭.‬

‭I‬‭UNDERSTAND‬‭I‬‭AM RESPONSIBLE FOR ALL UNPAID BALANCES‬‭ON MY ACCOUNT FOR ANY COPAY‬‭,‬‭DEDUCTIBLES‬‭,‬‭OR COINSURANCE‬‭REGARDLESS IF IT IS PRIMARY OR SECONDARY‬‭.‬

‭P‬‭ATIENT‬‭I‬‭NITIALS‬‭:‬‭_________‬

‭FINANCIAL POLICY & PATIENT AUTHORIZATION‬

‭I‬‭ASSIGN MEDICAL AND‬‭/‬‭OR MAJOR MEDICAL BENEFITS TO‬‭C‬‭ENTER FOR‬‭F‬‭UNCTIONAL‬‭H‬‭EALTH AND AUTHORIZE‬‭C‬‭ENTER‬‭FOR‬‭F‬‭UNCTIONAL‬‭H‬‭EALTH TO PROVIDE AND RECEIVE ANY MEDICAL‬
‭INFORMATION NECESSARY TO BILL AN INSURANCE‬‭/‬‭THIRD PARTY‬‭AND RECEIVE A DIRECT PAYMENT FROM LISTED INSURANCE‬‭/‬‭THIRD‬‭PARTY‬‭.‬

‭I‬‭UNDERSTAND THAT IT IS MY RESPONSIBILITY TO KNOW‬‭INFORMATION PERTAINING TO MY INSURANCE PLAN‬‭/‬‭THIRD‬‭PARTY BILLING COMPANY AND THEIR BENEFITS‬‭,‬‭LIMITATIONS‬‭ETC‬‭. A‬‭LL‬

‭CO‬‭-‬‭PAYMENTS AND PATIENT STATEMENT BALANCES ARE DUE‬‭AT THE TIME THAT SERVICES ARE PROVIDED‬‭. A‬‭NY AMOUNTS‬‭NOT COVERED BY MY INSURANCE COMPANY ARE MY RESPONSIBILITY‬‭.‬
‭T‬‭HIS INCLUDES‬‭,‬‭BUT IS NOT LIMITED TO‬‭,‬‭CHARGES FOR‬‭OFFICE VISITS‬‭,‬‭SUPPLIES‬‭,‬‭DME‬‭,‬‭SUPPLEMENTS‬‭,‬‭PRESCRIPTIONS‬‭AND‬‭/‬‭OR LABS‬‭. S‬‭HOULD MY ACCOUNT NOT BE PAID WITHIN‬‭ONE‬

‭HUNDRED AND TWENTY DAYS‬‭(120)‬‭OF FIRST STATEMENT BILLING‬‭,‬‭MY FULL ACCOUNT MAY BE SENT TO COLLECTIONS‬‭. I‬‭N THE‬‭EVENT THAT LEGAL ACTION BECOMES NECESSARY RELATED TO‬

‭YOUR COLLECTIONS‬‭,‬‭YOU WILL BE RESPONSIBLE FOR ALL‬‭ATTORNEY‬‭’‬‭S FEES AND COURT COSTS‬‭.‬

‭I‬‭HEREBY GIVE CONSENT TO‬‭C‬‭ENTER FOR‬‭F‬‭UNCTIONAL‬‭H‬‭EALTH‬‭/T‬‭HE‬‭P‬‭ACIFIC‬‭C‬‭LINIC AND ITS EMPLOYEES AND‬‭/‬‭OR CONTRACT‬‭PERSONNEL TO RENDER TREATMENT TO MYSELF AND‬‭/‬‭OR MY‬

‭CHILD‬‭(‬‭OR CHILD UNDER MY GUARDIANSHIP‬‭). A‬‭LTHOUGH RARE‬‭,‬‭COMPLICATIONS FROM TREATMENT ARE A POSSIBILITY AND‬‭I‬‭WILL DISCUSS ANY CONCERNS‬‭I‬‭MAY HAVE WITH THE PROVIDER‬

‭PRIOR TO THE INITIATION OF TREATMENT‬‭. I‬‭AUTHORIZE‬‭PAYMENTS OF ALL MEDICAL BENEFITS DIRECTLY TO‬‭C‬‭ENTER‬‭FOR‬‭F‬‭UNCTIONAL‬‭H‬‭EALTH FOR SERVICES PROVIDED‬‭.‬

‭P‬‭ATIENT‬‭/G‬‭UARANTOR‬‭N‬‭AME‬‭: ________________________________________________________________‬

‭P‬‭ATIENT‬‭/G‬‭UARANTOR‬‭S‬‭IGNATURE‬‭: _____________________________________________‬‭D‬‭ATE‬‭: __________‬

‭(‬‭SIGNATURE INDICATES PATIENT HAS READ‬‭,‬‭UNDERSTOOD‬‭&‬‭INITIALED ALL THE AFORE‬‭-‬‭STATED POLICIES‬‭)‬

‭C‬‭ENTER FOR‬‭F‬‭UNCTIONAL‬‭H‬‭EALTH‬


