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: New Patient R on

. So that we may bast serve your heatthcare needs pleuso compiate the foltowing information
as accurately as possible, Thank youl

Today's Date / /

Legal Name

First Name you would like to be called:

Address
City ‘ , State ' ZipCode
Home Phone ( ) I Work Phona (____ )

Cell Phone ‘Em*.ﬁ? umm Corstant Cortiest, dﬂwdoﬂnnl.op-dd
* Thin wil be used offers,
mmmummmmmummmmmmmlmmm

Gender: Malke Female ﬂaﬁt&i Status: Single Married ' Separated Divorced Widowed
Date of Birth Ss# - - Age:

Emergency Contact: " Relationship.
Phone:

What sources did you first utiize to choose our offics?  (Gheck sl that apph)

1. Referrad__(nams) 2. Intemet__3. Called Insurance __ 4. Angie’s List__
How you would like to recelve appointmunt reminders: (check bolow) . ' |
a Text message o Phone (home/cel). . n Emall v None
*Employer . Qcoupation !
Do you have health Insurance you wish us to file? Yes___ No___Have you sean anoﬂwr Chimpmntor? YIN
Name of Insurance Stibscriber (pollcy eand holder) Subscriber's DOB.

Relationship to Subscriber . . Subscriber's employer
Name of Primary Care Physician and City _ '

Do you have a secondary insurance? Yes No
| Date _ / /
" Signature of Patient (or Guardian if under 18)
Print Name ' Date / /

L ot Y oui, G, FIAMA, DIpLAC. |
“#‘é‘«“—mm &ﬁmm OH 45080 « 813-777-3428 , 120
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" MEDICAL HISTORY
Pationt Namo a
Main Complalits 1 2 3
Wrien did symptoms begin? . What causad this condion?

© Poor Appotite " mHeavysppetits o Change in appatite; (how)

e Poor Siesp o Heavy sleap . & Insomnia 2 Hours of slesp:

& Waking at nigit o ‘Trouble waking tTrouble going back tosieap  © Mours of sleep,

o When 1 becd: o Whan to wake : ¢ Dreams w Fatigue

o Tremomns ' o Varige . o Cold Hands oz Cold faet

s Cold back ' o Cold sboman ‘r Fovers C » Chills

& Night Sweats ‘ 0 Sweat aasly o Cravings o Lecallzod weakness

 Poor coondination v Sudden ansrgy drop o Sudden incresse iy snorgy o Peculier tastesismelis

w Strong thirst o Bisoding/brulsing eesily o Best ime of day £ Worst time of day,
Skin & Hair

o Dandndtf - o Eczema o Hives o fiehing

@ Pimplen w Purpum _ wRashens a Ulceretions

o Changes [n hair/akin: o Other helr or skin problems:
Hoad, Eyes, Ears, Nosa & Throat '

o Dizziness o Concissions ' o Earaches o Ringing In ears

o Poor hearing o Faslal paln 1 Facial paralysis o Eye straln

o Eye pain © Poor vislon . o Blurry vision @ Night bilndness

o Golor biindness o Cutaracts o Spoia insyos a Nosabloads

o Sinus problems o Mucus, ' o Dry throst o Dry mouth

o Coploons safiv o Tooth problems o Gum problems 15 Juw cficks .

o Grinding teeth D Sores on lips or tongue o Recurrent sons thivats o Mgraines

¢t Mentiwedwe 13 Cther hawd or neck: : . .
Cardiovascular

& High blood pressure o Low blood pressure o Chest pain o Inegular heartbeat

o Dizziness o Fainting o Cold handaeet - o Swelling tn hands/feet

1 Blood clots p Phisbitis @ Difficulty breathing o Other:

P, Julle } AM ' -‘ ou, ‘ Dipl.Ac.

7885 Monsrch Couit, Sulte 110, West Chester, OH 45000 « BI85

[
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‘. .
MEDICAL HISTORY
, Fege 2
Patiant Name
Resplratory
a Cough 0 Coughing up blood Cr Production of phiegm o Asthma
o Bronchitis 1 Pnaumonia : t3 Tight chost ¢ Dificuity when leying down
o Other lung problems: .
Gastrointestinal
i Nausea o Vomiting o Diarrhea i {iss
u Belching , @ Censtipation o Bad Breath @ Rectal pain
o Black stools o Sensitive abdomen 0 Pain or crumps t Bloody stooks, odor
o Hemorrholds o Laxative use o Undigesisd food i
Genitourinary
ts Paln with urination o Blookt in utine i Gloudy wine a Urgency to urinate
" 11 Unable to hold urine v Linable fo complete ez Dinibbling & S '
© Urinary tract infection o Kidney siones o Prostate problems meuM
Gynecology Pregnancy :
Aga ot first menusa ' Pregnancies # o {rreguiar Periody  Manopause
Last PAP . Birfhs 11 Paledul porods o Clots
Last Menass Miscariages o Vaginal Discharge 17 Breast lumps
& Birth Controt Promature births , 1 Changes to body/payche prior to menstruztion
Neuropsychological - : '
o Dopreasion o Avens of ambhsss o teenpew & Concunsian
o Treated for emotionst nAmdety o Considerad/Attermpted o Eaglly stressed
problema ' sulcide
aOthern: piFoor memary mGalnres
Mumculoskaletal Mark logation of pain or Inivry:
o Neck pain o Betteriworse with hem
o Limb pain o Better/worsa with cold . .
oBack pain ¢ Befter/worse with moverment .
13 Muacls pain © Batlerivoroe with prassure
o Joint pain - Fhewd focation
o Sharp quaiity o Dull quelty
o Distending quality 1 Radleting quality
o Buming quality o Stabbing quallty
Put a mark on the sesls to indicats you present lovel of pein:
No Worst possibie
Discomfort 1 2 3 4 86 6 7 8 8 10 Discomfort
7 o
I, Jusle Hibart, DC, FIAMA, DiplAc.» Or, Burton Yourg, DG, DipiAc.

7885 Monerch Court, Sulty 110, West Chester, OH 48069 » B1377T-0428
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MEDIGAL HISTORY

P 6/40

Foge3

Putient Nams

Significant llinesses (st dute of dingnosia) . .
u Cancer o Diabetes - . o1 Migh Blood Pressure Ottver;
o Hapatitie o Rhoumatic Fover 0 Thyroid a2 72
o HIV o Heart Diseass ‘ ‘n Selzurens

o Surgevias (typs & date):

t1 Significant Trauma (lype and data):

Miscolianaous Irdormation;

Birth History (profonged labor, prematura, forceps deuvery, ote.):

Allergies (drugs, chermicals, food, elc.).

Madication (name and dosage, inciude vitamine and herbs):

Occupational Stresses (chermical, physical, paychological).

Exarciea (iype and frequency):

Average dally diet (st moming, afternoon and avening):

Family History : .
o Cancer o Disbetes o High Blood Pressurs o Allsigies
1 Biroke 11 Selzunes ' o Authina o Howrt clisosss
o Aleoholistm o Multipie scienosis Other:

Notes {please add anything of nots)

bt n e gie g 'l Al RSN
Dr. .:mhmmumnc FIAMA.DIPIM-D!‘ Bummng.w.FMW!M
785 Monateh Caurt, Sul 110, Weet Chooter, OH A5DBY » 513-777.0420
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‘Terms of Acceptance |

Patient Name: - L Date:

The goal of our office Is to enable patients to gain control of thelr hesith, Ta attain this we belleve communicetion is the Key.
There are often topics that are hard to understand and we hope this document will clarify those istues for you.

Please read the beiow and if you hava any questions please feel fres to ask one of our staff members.

Infonmed Congent:

A patient, in coming fo the chircpractic doctor, gives the doctor parmission and authority to cars for the patient in accordance
with the chiropractic tests, diagnosis, and analysis. The chiropractic adjustment or other clinical proceduras an usually
beneficial and saldom cause any probiems, In rare cases, underlying physical defects, deformities or pathologlies may render
the patient susceptible o Injury. The doctor, of course, will notgive any treatment or care if he/she is aware that such cam
may be contra-indicated. Again, it ia the responsibiity of the patient to make it known, or to leam through healthcare
procedures what he/she Is suffering from: laten pathoiogical defects, Hinesses or deformities which would otherwise not come
to the attention of the chiepractic physiclan, The chiropractic doctor provides & speciaiized, non-duplicating heaith care
service. Your doctor of chiropractic Is licansad In a special practice and Is avaliable to work with other types of providers in
your health care regimen. 1 understand that if | am acceptad as a patient by a physician at Dr.Julle B. Hilbert/Dr. Burton T.
Young's office, | am authorizing ther to procesd with any treatment that they deem niecessary. Furthermore, any rigk
invoived, regarding chiropractic treatment, will be explained to me upon my request.

Consent to medical records submission:

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

in the avent that we would need to communicate your healthcare information, to whom may we do qo?
Spouse. -
Chiidren:
Qthers:

Noonac |

May we lssive messages regarding your pembnai healthcam information on any answering davice, i.e. homa answering
machines or voicemglla? Yeso Noa

Acknowledgement

o By subscribing my nama below, | acknowladge my understanding and agreemant to the notice of privacy practices
(WPMGMWMMQIZWNQ. do NOT wanis P hig ime.

" & By subscribing my nama below,
(HIPAA effective as of 81232013).

Print Na_ma:

Signature: ' ‘ Date:

PR OITIE 2 TY R BT AL MY Lt a3, e
Dr. Julle Hibart, DG, FIAMA, Dipl.Ac- Dr. Burton Your, DC, FIAMA, DiplAc.
7805 Monarch Coutt, Sults 110, West Chestor, OH 45008 » 513.777-5428
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Financial Policy 2023

Payments/deductiblss and/or co-payments are dua at the time of service. A payment of $55,00 OR your Copay (if clearly
marked on your insurance card) will ba required atthe time of servica until we have verified your insurance. A curment insuranca
card must bo pressnted at the time service is provided. If chargas are filed Incomactly due 10 cutdated information, the complete
balancs then becomes your rasponsibility. Many of our famblins have Health Savings Accounts (HSA), or Health Reinbursament
Accounts (HRA). You will ba expected to pay at the time of service until your deductible ls met. Wae accapt cash, check, or any
major credi card, ‘ ‘
it is your tespansibliity to know the detalls of your insurance plan. .
As a courtesy, we will verify your Insurance coverage; however it Is NOT a guarantee of benetits,

Please check which ore of the following applies:

INSURANCE o ‘

{z Check here for VA pationts with active authorization) :

If your insurencs Is e high deductible plan, the office will collact In anticipation of your finalized'clalm, QOnce your
. Deductible has been met, your co-insurance will ba collected each visit.

MEDICARE/Advantage Plane (See ABN form)

MEDICAID (Molina/Caresource/Ohlo Job and Family Services)
it eligible, you must bring a curment Madicald card on the first visits and st the beginning of sach month
Thereafiar whqn racsiving trestment. Exams are not covernd

" WORKER'S COMPENSATION .
It Is your responsiblilty to notify your employer and the doctor if you are seeking treatment from as Injury sustained
while on-the-job, Thig type of injury.ls cassified an an Industrial Injury and will be hilled acoordingly. if the injury
neglects to meet the requiremants of the Industidal Commission and thay will not pay, you are responsible for all
charges Incumed In this office. If you have an astabllshed claim, please notity the racaptionist that you need to sign 8
tranafar of phyalcian furm,

PERSONAL INJURY ,

We do riot accept third.party payer. We do not biil the atfault. Or. Hibert/Dr. Young recommentls that you:
immediately file a claim with your automobila Insurance. We bill med-pay first. When all med-pay funds have been
used wa will bill your health insurance. At the time of service you will be responsible for the deductibles, co-pays, efc.
If you do not have health insurance or med pay, then you aea rasponglble to pay as treatment Is roceived on the day
of each visit by cash, check, or credit card. Each case Is unique 30 pleage do naot healtate to ask the recoptionlst,
Uttimataly, you are responaible for aif charges incurred for treatment in cur office,

NO INSURANCE COVERAGE .
Patient pays all foes on the day services am tendared by cash, check, or all mejor cradit caris.

| haraby authorize any holder of medical information to relesss to my insurenca company oF intermediaries any
Information needed io process a clalm for paymant. | request that payment be made to Julie B. Hilbert, DC, Inc. for

Any charges or ssrvices rendered to me by Julte B Hilbart, OC, FIAMA, Dipl A, Ancfor Burton T Young, oG,

FIAMA, Dipl.Ac, ] undarsiand Lam.finen ailv resnoneible for any balance NOL COVOIDL. | agree to the tarma In the
Financial poilcy as stated a for the acupuncturs andfor chirapractic care rendered ta me by either of doctons
Mantionsd above. A iate fee of $25 par month will be addod to the batance, beginning at 20 days after sarvice is rendered.
Baiances over 90 days past dus will be forwarded to our collection agency.

Signature of Patient (Parent/Guardian) Date

Brint Name of Patient (Parent/Guardian) : Date

. FY R ., M T PN Tt [V ORI
B, Julle Hibett, OC, - D, Biurian Young, DC, FIAMA, Dipl.Ac.
. %68 Monarch Coutt, Suhs 110, West Chester, OH 45088 @ 513-777-5428

Finmocial Policy updatnd 8/2620
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2023 Massage Therapy Agreement

PAYMENT: Our office will verify your Insurance benefits as a courtesy for you. However, a
verification of benefits 15 hever 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 responsible for the entire amount owed to Dr, Hilbert and/or Dr. Young.

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

4

ellation potice julred a fec will gocur:
ou Mmust 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 appolintment otcurs. Reminder calls
are done as a courtesy; you are ultimately responsible for keeping your appointment. If you are
running late, please call the office so that we may inform your massage therapist, There is no
foe for being late; however, your massage time may be cut short due to the schedule. This
policy does not apply to VA or WC patients.

By sighing below, 1 agree to these terms:

Patient Sighature . Date

Print Narme

WEST CHESTER ACUPUNCTURE AND CHIROPRACTIC
DR, JULIE HIBERT AND DR, BURTON YOUNG
7855 MONARCH COURT, SUITE 110, WEST CHESTER, OHIQ 45065
(PHONE) 513.777.9428 (PAX) 513.777.3628

2023



