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Welcome to West Chester Acupuncture and Chiropractic
Or. Julle Hilbert, DC, FIAMA, Dipl.Ac. — Dr. Burton Young, DC, FIAMA, Dipl.Ac.
76865 Monarch Court, Suite 110, West Chestar, OH 45068 e 513-777-89428

PERSONAL INJURY PROTECTION QUESTIONNAIRE
Name: ' Date of Accident: Time:

Please describe the accident in your own words:

Please answer the following questions regarding your aceldent and Injury.

1. What was your baslt!on in the car? driver passenger
* if passenger, were you in front seat right rear seat laft rear spat
2. Were you wearing a seat balt? yes no
* i s0, what type? iap shoulder
3. Did your seat have a head restraint (headrest)? yes no ‘
* If s0, what was the position of the head restraint? low _____midposition high
4, Did your vehicle strike the other vehicle? yes no
5. ‘Was your vehicl struck by the other vehicle? yes 10
6. Was the impact from: the front the rear the left side the right side
7. 'What was the approxiraate speed at the time of impact?
» Your vehicle raph
» Other Vehicle mph
8. 'What were the road conditions? dry ' wet oy
9. At the time of impact were you: " looking straight shead looking to the right
looking to the left looking down looking up
10, Were both hands on the steering wheel? yes ____mo
* Of no, which hand? right Jeft
11, Was your foot on the brake? ____yes 1o
* If so, which foot? right left
12. Were you braced at the time of impact? yes 1o
13. Did you strike anything at the time of impact? yes ... 1O .
*If s0, please specify: seatbelt restraints ______ steeringwheel dashboard
___windshield ____ sidedoor _____side window other
* Please state part of body:  _ chest . __head | chin face Rt/Lt knee
Rt/1Lt shoulder Rt/Lt hand other

14. mmediately after the accident were you: conscious . daved wconscious

——
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15. Did you go to the hospitai? yes no
*If so, when?: at time of accident next day other
16. How did you get to the hospital? ambulance private transportation
* If by ambulance, did the ambulance atendants place yau ina: neck brace back brace
other :

17. If you went to the hospital, please answer the following:
Name of hospital .

Name of doctor
Diagnosis
Treatment received

Patient s:gmm Date:

*****************ﬁ***** *'i:****i*******'h*********'k*************'k****************

FOR DOCTOR’S USE ONLY
Picture
Pt vehicle #1
Other vehicle #2
Requested medical records from:
1.
2.
3.
Requested accident report

Accident Questionnaite reviewed with patient by Dr.
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' New Patiaﬂt Registration

So that we may best serve your heaithcare he‘éds, please complete the following information
as accurately as possible. Thank youl

Totay's Date / ]

Legal Name

First Name you would like to be called:

Address

City - | State ZipCode __
Heme Phone ( ) __ Work ﬁ'hone ( )

Cell Phone ( ) .. *Email Address: i

o e s g
* This wili oniy be Used to send smail ofters thru Constant Contaet, office closings, specil offers,
Holidays, conditions we trest, #ic. Also i you choose 1o have sppointment inindars want hate.

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. Refemred__(name) 2. Internet __ 3. Called Insurance ____ 4. Angie's List __
How you would like to receive appalinu'nant reminders: (check below) ‘
o Text message o Phone (home/cell). . o Email o None
*Employer . | Occupation

Do you have health insurance you wish us to file? Yes___No___Have you seen another Chiropractor? Y/ N

Name of Insurance Subscriber (policy card 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

' Signature of Patient (or Guardian if under 18)
Print Name . . Date / /

A Jl e R Rasa ) Tooacdt -l inat bR ATEA [0 AR T *
Uir, Juite Hibert, DO, FIARA, DIglLAG, = Dy, Burton Yoo, DC, FIAMA, DiplLAC, ‘
THES Monarch Court, Suﬂ's 110, West Chester, OH 45059 = 513-777-5428 120
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MEDICAL HISTORY
Patlent Name,
Main Complaints 1 2 3
When did symptoms begin’? What causad this condition?

Genaral
o Foar Appetite 1 Heavy appatite i Ghange in appatite; (how)
o Poor Sleep o Heavy slesp o insomnia o Houra of sleep:
t Waking at night o Troubls waking wTrouble going back to slesp  © Hours of sleep
o When to bee: o When o wike 1 Dreams r Fatigue
o Tremora o Vertigo . o Cold Handa a Cold feet
o Cold back - o Cold abdorman ‘o Favers o Chills
o Night Sweats o Swent sasily @ Cravings w Localized weaknens
1z Poor coondination o Sudden anergy drop o Sudden Incraase in energy & Pecullar tastas/smelis
o1 Strong thirst v Blesding/brulsing esslly - o Best tima of day, o Worst time of day,
Skin & Halr |
o Dandniff o Eczema o Hives o ltching
o Pimples © Purpura o Rashes o Uicerations
o Changes in halr/akin: & Other hair or skin probiams:
Head, Eyes, Ears, Nose & Throat
o Dizziness & Concusslons o Earaches o Ringing In eam
& Poor heating o Fatial pain n Facial paralysis - o Eye airain
o1 Eye paity r Poor viglon o Blurry vislon o Nigit biindness
o Color blindnesas » Calaracis . @ Spotsin eyas 2 Nosableseds
i Sinus problems 2 Mucus o Dry throet @ Dy meuth
t Copious seliva o Testh problems o Gur prablems o Jaw clicks
 Grinding teeth o Sores on lips or tongue & Recument som throats o Migralnes
o Headsches o Other heud ar nsck: :
Cardiovascular '
o High blood pressure o Low biood pressure o Chest pain o Imegular heartheat
o Dizziness 11 Fainting o Cold handaffeet o Swelling in handafeet
o Blood cioty @ Difficulty bresthing o Other;

1 Phisbitis

Al dinra gt AL

UG

IS

, ki 1 [ISE LS a.' . FLLY
Dr. Julls Hiibart, DC, FIAMA, Dipl A+ Dr. Burtsn Young, DG, FIAMA, niplAc,

7866 Monarch Court, Sulte 110, Wast Chester, OH 45068 « §13-777-6428
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MEDICAL HISTORY
‘ Fage Z
Patlent Name
Respiratory
u Cough ' Goughing up biood 0 Production of phiegm o Asthma ,
o Bronchitls O Preumonia ' £ Tight chest ‘ O Difficutty when laying down
a Other lunyg problems:
|
Gastrointestinal’ l
o Nauses = Vamiting o Dlarrhea o Gas
u Balching . 1 Gonatipation o Bad Breath * & Rectal paln
o Black stools u Sensitive|abdomen o Paln or cramps o Bloody stools, odor
o Hemorrholds o Laxative o Undigestad food
- |
Genltourinary | | oo
@ Palts with urination n Blood in yrine o Cloudy urine o Urgency to urinate
" o Unable to hold urine o Unable t3 complate g Pribbling a8
i Urisary tract infection o Kidney stanes ©  Prostate problems & Wake to urinmte
. ! '
Gynecology Pregnancy ‘,
Age at first monsas Pregnancios # wx Iregular Poriods © Menopause
Last PAP Birthe#___ o Painful periods o Clots
Last Monses, Migcarriages o Vaginal Discharge o Broast lumps
& Blrth Control Pramature ! u Changes to' body/psyche prior to menstruation
‘;
Neuropsychological | _
& Depresslon u Arsas of humbness o Sad tempor & Concussion '
w3 Treatad for emotional pAmdoty | " g Consldarad/Attempied 7 Enslly utressed
problems ) : suicide
oOther, cPoor memory uSaizures
Musculoskeletal . Mark {ocation of puin o lulure:
@ Neck pain 1 Beteriworse with heat
o Limb pain ' 1 Betlerworse with cold
o Rack paln o Better/worse with movement
o Muscle pain o Betterivorse with prassure
o Joint pain u Fixed location
n Sham quality o Dull quality
n Distending quality o Radlating quallty
o Buming queadity 1 Sinbbing quallgy
Put a mark on the scale to Indicats you present lsvel of pain:
No 1 Worst pousible
Discomfort 1 2 3 4 5 8 7 8 8 10 Discomfort

,‘ Nalcame to Wost Chester ACUDUNCIUIT RN ST PTR .
Dr. Jutie Hither, DC, FIAMA, DipLAc- Dr. Burton Young, DC, FIAMA, DiplAc
7865 Monarch Court, Sulte 110, West Cheater, OH 45068 51 37178428

|
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MEDICAL HISTORY
Page 3
Patient Nama
Significant lliinesses (llst date of diagnosis)
o Cancer o Disbetes . "o High Blood Pressura Other:
o Hepatitis 1 Rheurmatic Fever " o Thyroid Disesse
o HIV 1 Haart Dlsease . ‘n Selzuran
o Surgeries (typs & date):

o Significant Trauma (lype and date):

Miscallansous Informuation:

Birth History (prolonged labor, premature, forceps delivary. els.).

Allergies (drugs, chamicalg, food, etc.):

Medication (name and dosage, inciude vitarnins and herbs):

Occupational Stresses (chemical, physical, psychological):

Exercise (type and frequency):

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

—— — ——r
A

Family History -
o Cancer w Diabetes o High Blood Pressure o Allergies
o Stroke o Selzures pAsthma | o Heart disease
o Alecholism o Multiple sclerosia Other: -

Notea {please add anything of note}

Dr. Julie Hifbm‘!, DC, F!AMA, DtpLAc. Dr. Bumn Ywnu. DG. FIMM. DiplAc,
7888 Monarch Court, Suite 110, Wast Chester, Qﬂ 45088 » 513.777-B428
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arms of Acc nco

Patient Name: Date:

The goal of aur office is to enable patients to galn control of their health. To attaln this we belleve communication is the key.
‘There are oftan topics that are hard to understand and we hope this document wili clarify those isgues for you,

Plaase read the below and if you have any questions plaase foél fres to ask ohe of our staff members.

Informed Consent:

A patient, In coming to the chiropractic doctor, gives the doctor parmissian and authority to care for the patient in sccordance
with the chiropractic tests, diagnosis, and analysis. The chiropractic adjustmant or other clinical procedures are usually
beneficial and seldom causa any problems. In rare cases, underlying physical defacts, deformities or pathologies may render
the patient susceptible 1o Injury, The doctor, of course, will not give any treatment or cave if he/she Is aware that such ¢are
may be contra-indicated. Again, it is the rasponsibiiity of the patient to.make it known, or fo leam. through healthcare
procedures what he/she (s suffering from; latent pathological defects, ilinesses or deformities which would otherwise not come
1o the attention of the chiropractic physiclan. The chiropractic doctor provides & speclalized, non-duplicating heaith care
service. Your doctor of chiropractic Is icansed in a special practice and Is avaliable to work with other types of providers in
your haalth care regimen, | underatand that if | am accepted as a patient by a physician at Dr.Julls B. Hilbert/Dr. Burten T,
Young's uffice, | am authorizing them to proceed with any treatment that they deem necessary. Furthermore, any risk
involved, regarding chiropractic treatrent, will be explained to me upon my request,

nt ] L) inslon:

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

+

Communications:
In the event that we would need to commuricate your healthcare information, to wharn may we do gu‘?

Spouse:

Ghilttren;
Others:;

Nooneo

May we leave messages regarding your parsonal heaithcare information on any answering device, 1.8, home answaring
machines or volcemalls? Yeso Nowo

Acknowiedgemant

o By subscribing my name below, | acinowledge my understanding and agreement ta the notice of privacy practices
(HIPAA effective as of 9/28/2013). | do NOT want a copy of my It PAA lgws gt this time.

a By subseribing my name below, | acknowledge my understanding and agmamt o th notice of privacy practices
(HIPAA effactive ag of 9/23/2013). | have requesteq d HIFAA laws gt thig Sime.

Print Name:

Signature: ‘ Date:

WelcOme 1O Yyl eyt ACUE I e T PO A
Dr. Julie Hilbert, DC, FIAMA, Dipl.Ac.- Dr. Burton You , FIAMA, Diol AG,
T e Ot Suits 140, Wost Chester, OH 45080 « 513.777-4428
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Financlal Pollcy 2023

Payments/daductibles and/or co-payments are duo at the time of service. A payment of $55.00 CR your Copay (if cleary
marked on your insurance card) will be required at the dme of sarvice until we have verified your insurance, A carrent insurance
card must be presented at the time servioa Is provided. If charges are filed incomrectly dus o outdated information, the carmplete
balancs then bacomes your responsibllity. Many of our families have Health Savings Accounts (HSA), or Health Reimburssment
Accounts (HRA), You will be expecied to pay at the time of service until your deductibls is met. We accopt cash, check, or any

1t Is your responsibility to know the detalls of your insurance pian. )
As a courtesy, we wili verify your Insurance coverage; however it Is NOT a guarantes of benefits,

Piease check which one of the follow!ng applies;

INSURANCE . :

{o Check hera for VA patients with active authorization) . L

If your Insurance is a high deductibla plan, the offico will collact In anticipation of your finalized elalm. Onee your
. Deductitla has been met, your co-insurance will be pollectad wach viait,

smeens MEDICARE/AdVantage Plans (Son ARM form)

MEDICAID (Molina/Caresource/Ohio Job and Family Services)
if eligible, you must bring a current Medlcald card on the first visits and at the beginning of esch month
Thareafter when receiving treatment. Exams are not covarsd

WORKER'S COMPENSATION n

It is your rezponaibility to notify your employer and the doctor i you are seeking treatment from an Injury sustained
whils on-the-job, This type of Injury.ls classified as an industrial injury and will be billed accordingly. If the injury
neglects to meet the requirements of the Industrial Commission and they will not pay, you are responsible for all
charges incurred in this office, If you have an aatablished claim, plsase notify the recaptionist that you nead to sign 8
transfer of physician form,

PERSONAL INJURY }

Wa do not accept third-party payer. We de not bill the atfault. Dr. HibertDr, Young rscornands that you
Immediately file a ciaim with your automobile insurance. Wa blli med-pay first. When all med-pay funds have bean
usad we will bl your hastth insurance. At the ime of sarvice you wiil be responsibie for the deductibles, co-pays, atc,
If you do not heva health ingurance or med pay, then you are respunsible to pay as treatmant is recelved on the day
of each viskt by cash, check, or cred?t card, Each case is unique so please do not hesitate to ask the receptionist.
Uitimately, you are responsibla for alf charges incuered for traatrnant in our office.

NO INSURANCE COVERAGE o
Patient pays ali fees on the day sarvices aro renderad by cash, check, or all major credit cands.

1 hereby authotize any holdar of medical information to relogses 1o my insurants company or Intermediarios any
Informatian needed to process 5 cialm for payment, | request that payment be made to Julle B, Hithart, 0C, inc. for
Any charges or sarvices renderad to me ty Julte & Hitbart, DC, FIAMA, DiptAe. Andior Burton T Young, pe,

i H shalz 13114 afs i B Ll MY ‘a‘:_ RCE [ COVEIFENS . lagl'ﬂetﬂﬂ'lﬂ mm ;n tha
Financial policy as staled mbove for tha acupuncture and/or chivapraciic care rendared to me by either of docters
Mantionsd above. A lata fea of $25 per month will he added to the balance, beginning at 90 days after service is rendared.
Balances over 90 days past dus will ba forwardad 1o Gur collaciion agency.

Signature of Patient (Parent/Guardian) Data

Prin{ Name of Patient (Parent/Guardian) ’ Date

. kel AL R AL SRV LR 0] . RSO EN LRSS, Bligmiris kS
Dr. Julle Hiibart, DC, FIAMA, Dipl.Ac.- Dr. Burtan Yaung, DG, FIAMA, DiplAe.
. 7685 Monarch Court, Sulte 110, Wisst Chestor, OH 45088 » 513-777-8420

Pimsscist Polioy updated 82620
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DR. JULIE BILBERT, DC, FIAMA, DiplL.Ac*
DR. BURTON YOUNG, DC, FIAMA, DipLAc* "
7665 Monarch Court, Suite 110, West Chester, Ohio 45069 .
Phone:513.777-9428 Fax:513-777-3628

Authorization for Records *
1 hereby authorize the release of my medical records as described below (please
check the one thit qpplies): o . .
___Requesting Transfer of Records bé sent to the Office of Dr. Julie Hilbert/Dr. Burton Young
FROM: Dr | , '
' Center OR Clinic
Address
City State Zip
Phone: Fax__
OR
Tranafer Records From Our Office to:
Send to: Dr. '
Center OR Clinic
Address .
- City C ___ State Zip
Phone:__ Fax
Reqguesting Recorde; (enter vislt dates) * From to
Office Notes/Medical File

—___ Diagnostic Results for Any Studies such as:
Plain Fim X-Rays Reports, CT, MRI, US Imaging, EMG, etc.
Medication List :
MRI films and/or Report
Otber

This authorzation sl be i foreo and effect for S yours ater the dato I aign thix sgroctoent, thoroafior this suthoriztion o uso or
" disclose this protested health mfarmm@:pmmmmmthmngmmmmmmﬁmw. in writing. This may
) . ‘e ncoomplished by contasting the practice's mvﬂyﬂﬁm,nm&ﬂmdmmﬁinnnwo!wmm.l

" ikicrstand that such B rovocation i not effbctive to the cxpant that mry physician has roliod on tho use or discloser af tha protactod
health infermation of i my suthorzstion wax obtained ss & condition Mohmﬂngmmwmqmwmnhwﬂw
maomtmaim.lmdmmmememmmmmummwmmmm
nolonger be protectod by foderal or sate law, My physician will 1ot condition my treatmant andior paymet on whether § provide
suthorization for ths requested uso or dizclogurs, Timdenitand L havo tho right to: I)Inapectoruppymapmwmdhu!m indormation 10
husedordlwlmdasymiﬁa&unﬁcrfudmul!m(urm!uwmmmmmmmmwmm)Z)mw

sign this suthorization.
Print Pafient Name " Datcof Birth  Sigoature of Patient ~ Date

Yf Applicable, Print Name of Guardian ‘Describe Relationship to Patient

Modical rooarnts relosso
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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 is never a guarantee of payment from the insurance company. For this
reasoh, our office requires patlents to sign a payment agresment to guarantee payment for
thelr services. If for any reasans your insurance does not cover the services rendered, then you
will be financlally respansible for the entire amount owed to Dr. Hilbert and/or Dr. Young.

CHRONIC NO SHOW POLICY: This policy applies to all patients Including VA or WC patients.
If two appointments are missed, or less than 4-hour notice 10 cancel is given within a two-
menth period, then we will not be able to schedule, any future massage appointments in our
office for the patient.

anceliat] oo will occur:

You must call or leave a message at the office at least 4 hours prior to your appolintment 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 occuTs. 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 s no
fee 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 signing below, I agree to these tarms:

Patient Signature . Date

Print, Name

WEST CHESTER ACUPUNCTURE AND CHIROPRACYIC
DR, JULIE HIBERT AND DR, BURYON YOUNG
7665 MONARCH COURT, SUXTE 110, WEST CHESTER, GHIO 45062
(PHONE) 513.777.9428 (PAX) 513.777.3628

2023



