






Name: _________ D08: _____ Account#: ____ _ 

How is your current health concern interfering with your quality of life? 

□ Work □ Sleep □ Attitude

□ Exercise/Recreation □ Self-care □ Patience

□ Relationships □ Energy □ Productivity

What are your HEALTH GOALS? 

1. ----------------------------------

2. _________________________________ _

3. 

What is your level of commitment to yourself and your well-being? 

1 2 3 4 5 6 7 8 

0 

FAMILYFIRST 
CHIROPRACTIC 

4 

9 10 





 



Electronic Health Records Intake Form 
In compliance with requirements for the government EHR incentive program

First Name: _______________________________Last Name:  ______________________________ 

Preferred Language: _______________   D.O.B.___/____/_______    Sex: _________  

Sex at Birth:______________       

Smoking Status (Circle one): Every Day Smoker / Occasional Smoker / Former Smoker / Never 

Smoked CMS requires providers to report both race and ethnicity   If yes, start date:____________

Race (Circle one): American Indian or Alaska Native / Asian / Black or African American / White 

(Caucasian) Native Hawaiian or Pacific Islander / Other / I Decline to Answer 

Ethnicity (Circle one): Hispanic or Latino / Not Hispanic or Latino / I Decline to Answer 

 I choose to decline receipt of my clinical summary after every visit.

Patient Signature:   Date:

For office use only 

Height: ________     Weight: _________    Blood Pressure: _______/_______   Pulse:________



 



        Patient Name: ________________________   D.O.B.:____________________ Date:______________________ 

Financial Policies S:\090101 Revised 5-22-19 

Financial Policies 

Proof of Insurance: New patients must complete our new patient information forms before seeing a doctor. We 
must obtain a copy of your picture ID and current insurance card to have proof of insurance.  If you do not provide 
us with the correct insurance information in a timely manner, you will be responsible for any balance accrued.  If 
your insurance lapses or expires we require full payment within 10 days unless you provide proof of valid 
insurance coverage. 

 Self-Pay: Patients without health coverage are expected to make payment in full at the time services 
are rendered.  Any Plan Discounts can only be applied to services paid at the time the 
services/plans are rendered/initiated.  A service charge of 15.00% per annum may be applied 
to all unpaid balances over sixty days.  Financial Hardship is only available upon proof of said 
hardship and exclusively at the discretion of the doctor. 

Medicare: Deductible and/or Co-Insurance is due at time of service when no secondary insurance 
coverage is available, or benefits cannot be verified.  Services not statutorily covered by the 
Medicare Program are due at the time services are rendered.  An Advance Beneficiary Notice 
will be required for all services not covered or not believed to be covered.  Deductibles will 
be billed and shall be due within ten days.  A service charge of 15.00% per annum may be 
applied to all unpaid balances over sixty days. 

In-network plans: I understand Family First Chiropractic will submit claims on by behalf and prepare any 
necessary reports and forms to assist me in making collection from the insurance company. Family First  
Chiropractic will accept direct assignment of benefits under this policy and will credit any payments 
received from insurance company to your account. 

I have read and understand the above Financial Policy fully understand that I am ultimately responsible for 
payment of all services and any costs associated with the collections including but not limited to service charges 
and other fees for any balance due at to the above office and doctor. 

________________________________________________________ _________________ 
Signature of patient or authorized representative Date 

________________________________________________________ ___________________ 
Authorized Representative Name Printed Relationship to patient 



Consent for Care and Privacy Notice Acknowledgment S:\090101 Revised 5-29-19 


