2705 HW State Raute 7, Blue Springs, MO 64014
lahn A. Haywood, DO

& HAYWOOD

Phiome Munber: (816) 228-8700 = Rt Actidentinjury
‘Patient Nama Birthdate Sex M/F
Address City
State Zip Telephone ( i Patient Primary Language
Oecupation Employer Work Phone
Address City State Zip
Subscriber Name Health Plan: ;

Subscriber ID # Group # Spouse Name
Spouse Employer City State Zip
Primary Care Physician Name FPCP Phone,

MARK AN X ON THE PICTURE WHERE YOU HAVE PAIN OR OTHER SYMPTOMS.
DESCRIBE YOUR CURRENT PROBLEM AND HOW IT BEGAN:
[JHeadache []Meck Pain [ Mid-back Pain  [] Low Back Pain
[ Cther
Is this? [J Werk Related [ Auto Related [ WA
Date Problam Bagan:
How Problem Began:

Current complaint (how you fesl taday):
I |
o1 2 3 4 § 6 7 8 9 10
No Pain Linbearable Pain

How often ara your ptoms prasont?
(Intermittent) | ] 0 - 25% 28 -50% 051 -75% O76-100% (Constant)
lnmpmmk,hlwn'l.ld'rhurnurpllnwmmrdmmﬁu{a.g.wﬂg?ﬁnlmamm?

Na interference O 1 2 3 4 5 8 7 8 9 10 Unable to carry on any activities
HAVE YOU HAD SPINAL X-RAYS, MRI, CT SCAN FOR YOUR AREA(S) OF COMPLAINT? [ No Yes

Date{s) taken: What areas were taken?
Please check all of the following that apply to you:
Recent Fever [ Prostate Problams
Diabetas Menstrual Problems
High Blood Pressure Uirinary Problams
Stroke (date) Currently Pregnant, # waaks
Corticosteraid Usa (cortisona, pradnlsons, atc.) Abnormal Weight [] Gain [] Loss
Taking Birth Control Pllls Marked Meming Pain/Stiffnass
Dizziness/Fainting Pain Unrelieved by Position or Rest
Numbness in Groin/Buttocks Pain at Might
[ CancenTumor (explain) Visual Disturbances
Surgeries
Ostecporosis
Epilepsy/Seizures
Othar Health Problems (explain) ___ [[] Medicalions
Family History: Cancer I:l Diabates D High Blood Pressure
Heart Problems/Stroke [ Rheumatoid Arthritis

I certify to the best of my knowieage, the above information is complete and accurate, If the health plan information
is mot accurate, or If | am not eligible to receive a health care benefit through this provider, | understand that | am
liable for all charges for services renderad and | agree to notify this doctor Immediately whenever | have changes in
my health condition or health plan coverage in the future. !umwwmnrnﬁnhﬂm
employed by ASH Plans may nead to contact my physiclan if my condition needs lo be co-managed. Thersfore, |
give authorization to my chiropractor andior ASH Plans to contact my physiclan, if necessary. '

Patient Signature Date

A F e o 5 - 10-{ides.




¥ HAYWOOD

Auto Accidentinjury

1705 NW State Raute 7, Blue Springs, MO 64014

lahin A Haywood, DO

Phone Mumber: (816) 228-6700

Informed Consent to Chiropractic Treatment

As with any healibcare procedure there are cerain complications which may arise during
chinopractic manipelation and therapy. Doctors of Chiropractic are requined 1o advise
paticnts that there are risks associated with such treatment. In parficulsr you should note:

1) Fome patients may experience some stiffness or soreness following the first lfew days
of treatment.
2) Some types of manipulstion hevve been sssociated with injuries 1o the aneries of the
neck leading or contributing to serious complications including stroke. This occomrence
is excepiionally rare and remote. However, you ane being informed of the possibilicy

of the extremsa remole clamee,
3) 1 will make every effort to screea for any contraindications to care: however, if you
have & condition that would otherwise not come to my attention, i i3 your responsibilicy
b infiorm me.
4.) Oeher complications may include factures, dise injudes, disdocations, muschs strain,
cervical myelopathy, costoverizebead strains and separations, and buams.

The probabilities of these complications are rare and generally result from some
underiying weakness of the hone or tissoe, which 1 check for during the history,
cxamination, and x-rey (when wermanted).

| acimowledge | have had the oppomonity 1o discuss the associated risks as well 2s the
nature and parpose of treatment with my chiropracior.

[ consent 10 the chiropractic treatments offersd o recommended 1o me by my
chiropracior, including spinal manipulation, | intend this conseat to apply o all my
present and future chiropractic care.

Pdient Signature Paticnt Name

Witness Signature




1705 NW State Route 7, Blue Springs, MO 64014
HAYWOOD . ; 2
i lahin A Haywood, Do

Auto Accidentinjury Phone Munber: (§16) 225-6700

IMPORTANT NOTICE: You may have additional coverage options for these services through your medical
insurance bansfils. ASH recommends that you contact your health plan to inquire regarding coverage for these
services prior to signing this form.

l. _ . & member being treated by Dr. :
(Mama of PatiertMbembenSubscriber) {ChHropracior Mama)

do hereby acknowledge that a certain portion of my eare will not be covered by my HMO, insurance compary,
or health plan under the terms of my Benefit Plan with

[Nama of Health Fian)
| understand and agree to be responsible to salf-pay for the following services:

LIST OF SERVICES TO BE PAID FOR BY MEMBER:
Cate Procedure

MaSSage T herapy
s b2y

2% .

W |4 | | | 5 e

Separately list each date of service on which non-covered services will be rendered and have the member
initial the charge. Please attach additional Member Billing Acknowledgment form({s) for additional services.

This form is only to be used if an ASH member desires to self-pay for non-covered services. Non-covered
serviceés include services such as supplements that are not coverad by the member's health plan. Non-covered
services may also include services determined by ASH to be maintenance-type services.

The ASH Contracted Chiropractor may not bill the member during the course of an ASH approved treatment
program unless there is a copayment, deductible, coinsurance, or the member is receiving non-covered
SEMICESE.

The ASH Contracted Chiropractor may not bill the member for the difference batween what the ASH:
Contracted Chiropractor bills and what the ASH Contracted Chiropractor agreed contractually to accept as
payment for gervices. This difference represents an amount the ASH Contracted Chiropractor agreed
contractuzally to waive.

This agreement may not be used as a “blanket’ or "retroactive™ agreement to bill members for any services not
reimbursed by ASH. Such use will render this agreement “vold” and non-binding on the Member. This
agraement may only be used to allow the member to agree to “self pay” for specific services In advance,

| acknowledge that | have reviewed my coverage options and that | have been told in advance of trestment
what portion of my care | will have to pay for, including non-covered services as described above, and agrea 1o
make financial arrangements with my chiropractor,

Dr. , to for these services m :
T —— pay ysalf
Dated at i this day of , 20
icity) {stata) [daka) [mesth} fyear)
Member Signatura Member Haalth Plan (D4

(Guardian must gign lor all membars 17 yEars of youngar]

Practiioner Signature Date:

DO MErEM chn(EER N2 doex



