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WEST CHESTER ACUPUNCTURE and CHIROPRACTIC
Dr. Julie B, Hilbert, DC, FIAMA, Dipl.Ac.
Dr. Burton T. Young, DC, FIAMA, Dipl.Ac.
7665 Monarch Court, Suite 110
West Chester, OH 45069
513-777-9428 Phone
513-777-3628 fax

CONSENT TO TREATMENT OF A MINOR CHILD

I hereby authorize Julie Hilbert, DC, FIAMA, DiplAc. and/or Burton Young, DC,
FIAMA, Dipl.A¢. to administer treatinent

as she/he so deems necessary to my

Son/Daughter

Please print child’s full name

Date

Signature of Parent or Guardian

Relationship to Minor

PRINT: Parent or Guardian's address
responsible for Patient financial statements

Phone Number

Witness

10/19/20
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8o that we may best serve your healthcare needs, pleasé complete the following infonmation
. as accurately as possibie. Thank you!

P 12/40

Today's Date / /

Legal Name

First Name you would like to be called:

Address

City i . State _ Zip Code _
Home Phone ( ) Work Phone ( )

Cell Phone ( ) *Email Address:

A MWW
* Thim wit only be used to sand emu!] ofters thru mmtmmmmmmum,
 Holideys, conditionms we trest, sic. mewmcmmwmwmm rominders sant here,

Gender Male Female  Marital Status: Single Married ~ Separated Divorced  Widowed

Date of Birth SS# - - Age;

Emergency Contact: Relationship
Phone;

What sources did you first utilize to choose our office?  {(Check all that apply)

1. Referred__(nams) 2. Intemet ___3. Called Insurance ___ 4. Angie's List __
How you would like to receive appdlntment reminders: (check below) ' |
o Text message o Phone (home/cell) . . o Email o None
‘Employer , Oceupation

Do you have health insurance you wish us to file? Yes__ No_ __Have you seen another Chiropractor? Y/IN

Name of Insurance Subscriber (policy card holder) Subscriber's DOB:
Relationship to Subscriber _ Subscriber's amployer

Name of Primary Care Physician and City _

Do you have a secondary insurance? Yes No

" Bignature of Patient (or Guardian if under 18)
Print Name ’ Date / /

Meicome b Yeest SclEHRL L0 e aleif il
Dr. Julle Hiibert, DG, FAMA, DIpLAG, - Dr. Burton Yeung, M., FIAMA, DiplAz.
Mﬂmrg Court, Sults 110, West Chester, OM 45089 = 513-77T-9428 , 10020
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' MEDICAL HISTORY
Patient Name 5
Main Complaints 1 2 3
Whan dig symptoms begin? What catisad this condltion?

- General
o Poor Appetite o Heavy appetite o Change In appetite: (how)
o Foor Sleep © Heavy sleep o Insomnis o Hours of slesp:
v Waking at night o Trouble waking uTrouble going buck to sleep 2 Hours of nlesp
1 When 1o b & Whan {0 wake n Dreams © Faligus
& Tremom ' o Vertigo . o Cold Hands o Cold feet
t1 Cold back o Cotd abdormen "o Favers o Chitin
f Night Sweats o Swaat saslly - &1 Cravings m Locallzed weaknuss
o Poor coordination o Sudden anergyy drop o Sudden incresse in energy  © Pecullar tustonmedis
o Strong thirst o Bleading/bruising easlly o Bost time of day & Worst tima of day,
Skin & Halr
o Dandruff o Eczama o Hivae o Jtehing
o Pimples o Pupura o Rashes & Ulcarations
o Changes in halr/akin: o Othar hair or gkin probiems;
Head, Eyes, Ears, Nose & Throat
i Dizdiness o Concussions o Earaches o Ringing in ears
o Poor hearing o Faclal pain o Facial panalysie o Eye strain
o Eye pain o Poor vision o Blurry vision o Night bilndness
o Golor biindnenss n Colaracts o Spaols In ayss o Nosebleeds
o Sinus problems o1 Mucus. o Dry throst o Dry mouth
©: Coplous saliva o Teath probisms v Gum problems o Jaw clicks -
o Grinding teeth o Sores on lips or fongue o Recurrent sore throata o Migraines
& Headaches o Other hand or neck; '
Cardiovascular
o High blood pressure n Low blood pressure g Chest pain a Imeguiar heartbeat
2 Dizziness o Fainting & Cold hands/fest o Swelling In hands/feet
o Blood clots o Phiskttie o Difficulty breathing o Other,
Ak n 10 Wesl CIe L AU g CHrorees
Or. Julle Hilbait, DG, FIAMA, Dipl.As.- Dr. Burion Yourg DC, FIAMA, Pipl.As,
7e5% Monarch Court, Sufte 110, Wast Cheater, OH 45085 » B43-TTI-A28
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MEDICAL HISTORY
Fage 2
Pationt Namea
Respiratory
@ Cough £ Coughing up blood 0 Production of phlegm & Agthma
© Bronchitis & Pneumonia 11 Tight chest - o Difficulty when laying down
o Othat lung problems: .
Gastrointesatinal
o Nausea 1 Vemiting n Diarhes n Gas
o Belching . = Constipation o Bad Breath o Rectal pain
oz Black stools o Sensitive abdomen o Pain or cramps o Bloody stools, odor
o Hemuorrholds o Laxative use a Undlgested food :
Genitourinary
& Pain with urination 1 Blood in wrine n Cloudy urine o Urgency to urinate
" & Unable to hgld urine o Unabla to complete o Cribbiing g SL
es Urinary traet Infaction 2. Kitnay stones © Prostate problems : Wake to urinate
Gynecology Pregnancy
Age at first mansos © Pragnancies ¥ o fregular Perods o Manopause
Last PAP . Births# o Palmtul periods r Clots
Lant Menses Mlscariages o Vaginal Discharge s Breast lumps
r: Birth Corvrol Premature births . o Changes t body/psyche prior to menstruation
Neouropsychologlcal '
r1 Depression o Aroas of numbness o Bad tempar o Concussion
1 Treated for smotionat mirudety o Conaidered/Attarnpted o Easlly stressed
problama ) ' syicide
oOther: aPour memary eSebrmes
Musculoskelotel Mark Jjocution of paln or iniury:
1 Nesck pain o Betterworse with heat
o Limb pain o Betfer/worse with cold
o Back pain o Bettariworse with movement
o Muscle pain & Batter/worse with preasure
o Joint pain o Fixed location
o Sharp quality o Dull quetty
s Distanding quaiity n Radiating quality
n Buming quality n Stabbing quaiity
Put a mark on the scale to Indicate you present lovel of pain;
No Worat possible
Discomfort 1 2 3458788 10 Discomtort

[ 53 YYSEE Wileety IPUNCRITS R DERCT
1C, FIAMA, Dipl Az Dy, Burton Young, DG, FIAMA, DiplAc.

7665 Monarch Gourt, Sufte 110, West Cheater, OH 45088 » §13.777-8428
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Page 3

MEDICAL HISTORY
Patient Name
Significant linesses (list date of diagnosis) . .
o Cancer a Digbetes . o1 High Blond Pressune Other:
r1 Hepatiths t: Rheumnutic Faver o Thyrold Disease
0 HIV o Heart Digease ‘0 Selzures
o Surgeries (type & date): '

n Significunt Trauma (type and date):

Miscellaneous Information:

Birth History (prolonged labor, premature, forceps dellvery. ete.):

Allergias (dnugs, chemicals, food, ete.):

MedIcation (name and dosage, include vitamins and herbs):

Occupational Stresses (chemical, physical, pasychological):

Exerclsa‘ (type and frequency):

Average dally diet (llst moming, afternoon and evening):

RRRAARARAN JRAARSARARIRoABSA e

Family History ) :
. @ Cancer & Disbotes o High Blood Prosaure o Allergies
G Stoke n Seizures o Agmma , o Heart disoase
& Alcohoiism n Multiple sclerosis Other: ;
Notes (plaase atd anything of note)

O, Jle Hifoort, D, FIAMA, DiplAc- B Burton Young, OC, FIAMA, DIpLAG
7685 Manarch Coutt, Sulto 110, West Choster, OH 46089 » 813-777-9428
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Terms of Acceptance

Patient Name: o Date:

The goal of aur office Is to enable patients to gain control of their health. To attain this we believe communicetion is the kay.
There are often topics that are hard to understand and we hope this document will clarffy those issues for you.

Ploase read the below and if you have any questions please feel free to ask one of our staff members.

informed Consent:

A patient, i coming to the chirepractic dector, gives the doctor permission and authority to care for the patient in accordance
with the chiropractic tests, diagnosis, and analysis. The chiropractic adjustment or other clinica procedures are usually
bonaficial and seldom cause any problems, In rare cases, underlying physical defects, deformities or pathologies may render
the patient susceptible to injury. The doclor, of course, will not give any ireatment or care if he/she is aware that such care
may be contra-indicated. Again, it is the responsibiitty of the patient to tnake It known, or to lsam. through healthcare
procedures what he/she s suffering from: latent pathological defacts, linesses or deformities which would otherwise not comse
to the attention of the chiropractic physician. The chiropractic doctor provides a specialized, non-duplicating health care
service. Your doctor of chiropractic Is Hcansed in a speclal practice and Is avallable to work with other types of providers in
your health care regimen, | undenstand that if | am accepted as a patient by a physicisn at Dr.Julle B, Hilbert/Dr. Burton T.
Young's office, | am authorizing them to proceed with any traatment that they deam necessary. Furthermore, any gk
Involved, regarding chiropractic: treatment, will be explained to me upon my request.

Consan re sybmission:

Periodically medical records are requested by your insurance company and upon that request | agree to have all visit
information sent. .

Communi ! :
In the event that we would need to communicate your heaithcare information, to whom may we do 80?
Spouse:

Chlldren:
Qthars:

No one o L

May we leave messages regarding your parsonal heatthcare information on any answaring device, i.e. home answering
machines or voicemails? Yeso Noo

Acknowledgement

o By subsctibing my name below, { acknowledge my understanding and agreement to the notice of privacy practices
(HlPAAaﬂecﬂvaasofmmom).l o NO 1 CQ PAA laws at thig ume.

T By subscribing my natme below, | acknowladg:a my understanding and agreement to the notice of privacy practices
(HIPAA effective as of 9/23/2013). | have regiyesteq 2 cOQ IEAA laws Bt fhis lime.
Print Name:
Signature: | | Date;

Nelcome 1O YYREE b Acupungiure 2 SN IOUTR
Or. Julis Fiibett, [IC, FUMA, DipiA¢.- Dr, Burion Young, DO, FIAMA, DipLAc.
a8 aonarch Gourt, Sutts 110, West Chuster, OH 45066 » 513-777-8428
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Financlal Policy 2023

Payments/deductibles and/or co-payments are due at the time of service. A payment of $55.00 OR your Copay (f clearly
marked on your insurance card) will be requlred ot the ime of service untl we have vertfied your insuranca. A cumrert Insurance
card must b presentad ot the time service 18 provided. if charges are filed Incarrectly due to outdated information, the complets
balance then becomas your responsibliity, Many of our farniiian have Health Savings Acoounts {HSA), or Heaith Relmbumement
Accounts {HRA), You will be expected to pay at the time of service untl your daductible Is met, We accept cash, check, or any
major credit card. : < : .

1t |5 your responsibility to know the detalls of your insurance plan.

As a courtesy, we will verify your insurance coverage; however It Is NOT a guarantes of benefits,

+

Please check which one of the following applies;

INSURANCE . :

(&) Check hare for VA patients with active authorization) o

ff your insurance is & high deductible pian, the office will collect in anticipation of your finalized claim, Once your
. Daduciible has been met, your co-insurance will be collactad mach visit,

IIEBIQMEMdmhga Plans (Ses ABN form)

MEDICAID (Molina/Caresource/Chio Job and Family Services)
if efigltte, you must bring a current Madicald card on the first visite and at the beginning of sach month
Tharesfier when receiving treatment. Exams are not covored

" WORKER'S COMPENSATION :
It te your responsibiilty to notify your employer and the doctor if you are seeking trostrnert from an Injury sustained
while or-the-ob. This type of Injury.is classifisd a3 an intustde) Injury and will be billed aceordingly, If the Injury
naglects to meet the requirements of the industrial Commiassion and they will not pay, you aré responsible for all
charges Incurred In this office. If you have an astablshed ciaim, pleaso notify the receptionist that you need to sign a
tranisfor of phyaician form, :

FERSONAL INJURY X

We do not accept thirdparty payer. We do not bill the atfault. Dr. HilbertDr, Young recommends that you
immediately file & claim with your automoblle insurance. Wa bl med-pay first. When all med-pay funds have bean
used wo will bill your health Insurance. At tha time of sarvice you will be respansibia for ths deductibles, co-pays, ate.
1f you do not have health Insurance or med pay, then you sra responsiblo to pay as troatment (s necalved on the day
of anch vight by cash, check, or cradit card. Each case Is unique 8o pleass do not hesitate to ask the recaptionist.
Ultimately, you are responsibla for all charges Incurred for treatmant in our office.

NO INSURANGE GOVERAGE _n
Patiant pays all foes on the day sarvices am rendared by cash, check, or all mgjor credit cards,

| hereby authorize any holder of medical information to relense to my insurance company or intermediaties any
information needad to process a claim for payment. | request that payment be made 10 Julle &, Hilber, DC, inc. for
Any charges or services rendered to me Julle B Hitbert, BC, FIAMA, DiplAc, Andior Burtan T Young, DG,

§ teratand | 8 3 v responsibla for & 5 not coversd. | agnee to the terms in the
Firancial policy as stated above for the acupunclurs andior chiropraciic care rendered 1o me by alther of doctore
Mentioned above. A lata fee of $25 par month will ba added to the balance, baginning at 90 days after sarvice is rendered,

Signature of Patient (Parent/Guardian) Date

et Name of Patient (ParentGuardlan) ' Date

. Y H ] S AR poa AL Wl BLIEE MY i [T PR
Or. Jule b . FIAMA, DiplAc- Dr. Brton Young, DC, FIAMA, Dipl.Ac.
O Manret, Court, Suts 110, Wesst Ghestor, OH 45088 » 513-777-8428

Pingnrial Pofiny updated B/26/20
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2023 Massage Therapy Agreement

. Our office will verify your insurance benefits as a courtesy for you. However, a
verification of benefits is never a guarantee of payment from the Insurance company. For this
reason, our office requires patients to sign a payment agreement to guarantee payment for
their services. If for any reasons your insurance does not cover the services rendered, then you
will be financially responstble for the enfire amount.owed to Dr, Hilbert and/or Dr, Young.

CHRONIC NO SHOW POLICY: This policy applies to all patients inciuding VA or WC patients.
If two appointments are missed, or less than 4-hour notice to cancel I given within a two-
month period, then we will not be able to schedule, any future massage appointments in qur
office for the patient.

"
P

ou must call or leave a message at the office at least 4 hours prior to your appointment to
avoid a fee. If this notice Is not given, then you will be charged a $40.00 missed appointment
fee on your credit card the same day that the late/missed appointment occurs. Reminder calls
are done as a courtesy; you are ultimately responsible for keeping your appointment, If you are
running late, piease call the office so that we may inform your massage therapist, There isno’
fee for belng late; however, your massage time may be cut short due to the schedule, This
policy does not apply to VA or WC patients.

By signing below, I agree to these terms:

Patlent Signature \ Drate

Print Name

WEST CHESTER ACUPUNCTUAE AND CHIROPRACTIC
DR, JULTE HIBERT AND DR. SURTON YOUNG
2685 MONARCH COURT, SUTTE 110, WEST CHESTER, OHIO 45069
(PHONE) 513.777.5428 (PAX) 533.777.3628

2023



