~Welcome~

Name Date

First MI Last
Address City State Zip
Home Phone # Cell Phone # Work Phone #
SSN E-mail
Birth Date Age Sex: o0 Female 0 Male
Person to contact in case of emergency Phone #
Do you prefer to receive calls at: o0 Home oCell o Work
Areyou: oMinor o0 Married o0 Divorced o0 Widowed o Single o Separated
Are you: 0O Student 0 Employed Full-Time o Employed Part-Time o Unemployed © Homemaker
Insurance Company Insured’s Name
Policy ID# Group #
Employed by Occupation
Business Address City State Zip
Spouse or parent’s name Workplace
Work Phone #
Medical Doctor Date of Last Visit
Whom may we thank for referring you to us?

SYMPTOMS

Reason for visit
Date when symptoms first appeared
Is this condition getting progressively worse: o0Yes ©No o Unknown

Where specifically is the problem(s) located?




Rate the severity of your pain on a scale from 1(less pain) to 10(severe pain):
ol o2 o3 o4 oS5 o6 o7 o8 o9 o 10
Which activities are difficult to perform? o Sitting o Standing o Bending o Walking o Lying down o Other

Type of pain: o Sharp ©Dull o©Throbbing © Numbness 0 Aching o Shooting o0 Burning
o Tingling o Cramps o0 Swelling o Other

Is the pain constant or does it come and go?

What treatment have you already received for your condition?
o Medication o Surgery o Physical Therapy o Other

Name and address of other doctor(s) who have treated you for your condition:

ACCIDENT INFORMATION

Is this condition due to an accident? o Yes oNo Date

Type of accident: 0 Auto © Work o Home o Other

To who have you made a report of your accident?
o Auto Insurance o0 Employer o Worker Comp. o Other

Attorney name (if applicable)

DAILY HABITS
What type of exercise do you perform on a daily basis? 0 None 0 Moderate o0 Heavy

What do your daily work habits include?(ex: sitting, standing, labor, computer work)

What vitamins/nutritional supplements do you currently take?

Do you smoke? ©Yes ©No How much per day? How long?

How much liquor do you consume on a weekly basis?

How much coffee do you consume on a daily basis?

How much soda do you consume on a daily basis?

What do you usually eat for breakfast?




Patient Name

HEALTH HISTORY

Check symptoms you currently have or have had in the past year. THIS IS A CONFIDENTIAL HEALTH
REPORT.
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General
Chills
Depression
Dizziness
Fainting
Fever
Headache
Loss of Sleep
Loss of Weight
Nervousness
Numbness
Sweats
Allergies

Muscle/Joint/Bone
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Arthritis

Bursitis

Sciatica
Swollen joints
Pain, weakness,
numbness in:

Neck

Shoulders

Arms

Elbow

Hands

Back

Hips

Knees

Legs

Feet

Skin
Bruise Easily
Hives
Itching
Change in
moles
Rash
Sores won’t
heal

Medications

Gastrointestinal
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Bloating
Constipation
Diarrhea
Excessive
hunger
Excessive thirst
Hemorrhoids
Indigestion
Nausea
Stomach pain
Vomiting

Eye/Ear/Nose/Throat

O

[y [y oy

Asthma

Colds

Earache

Ear discharge
Eye pain

Loss of hearing
Nosebleeds
Ringing in ears
Sinus problems
Vision
disturbance

Cardiovascular
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Chest pain
High blood
pressure

Low blood
pressure
Irregular heart
beat

Poor circulation
Swelling of
ankles
Varicose veins

Surgeries

Genito-urinary
0 Blood in urine

O Frequent
urination

0 Lack of bladder
control

0 Kidney
infection/stones

0 Painful
urination

Q Prostate
problems

For Women Only

O Abnormal Pap
smear

0 Bleeding
between periods

0 Cramps or
backache

a Irregular cycle

0 Lumps in breast

O Menopausal
symptoms

a Painful
intercourse

a Painful
menstruation

O Vaginal
discharge

Pregnant  Yes  No
Date of last menstrual

period
Number of children

Allergies

Check conditions you

have/had:

Circle items common
to family members:
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AIDS
Alcoholism
Anemia
Appendicitis
Bronchitis
Cancer
Diabetes
Eating disorder
Emphysema
Epilepsy
Glaucoma
Goiter
Gonorrhea
Gout

Heart disease
Hepatitis
Herpes

High
cholesterol
HIV positive
Miscarriage
Multiple
sclerosis
Pacemaker
Polio
Psychiatric care
Rheumatic
fever

Stroke
Suicide attempt
Thyroid
problems
Tuberculosis
Ulcers
Venereal
disease




AUTHORIZATION

I, , certify that Dr. Teresa Melton and Cornerstone
Health does not claim to cure any illness or disease. I understand that I am to continue all
medications and other treatment modalities as they have been prescribed unless otherwise
directed by the doctor who prescribed them.

I hereby give permission to Dr. Teresa Melton and Cornerstone Health to release any
private health information necessary in treatment, payment or health care operations. I
authorize the use of my signature on all insurance claim submissions. I understand I may
revoke this release only in writing. I understand that this office does leave voicemail
messages if they are unable to contact patients, unless instructed in writing not to do so.

I hereby understand that payment is expected when services are rendered unless other
arrangements are made in advance. I also understand that I am responsible for all bills
and any collection expenses incurred at this office.

I, the undersigned, assign directly to Dr. Teresa Melton and Cornerstone Health all
insurance benefits, if any, otherwise payable to me for services rendered.

I fully understand and agree that the insurance policies are an arrangement between an
insurance carrier and myself. I understand I am financially responsible for all charges
whether or not they are paid by insurance, and I may be billed if necessary for additional
costs incurred in the collection of these accounts. I understand that it is ultimately my
responsibility to know and understand my insurance plan.

I also understand that insurance benefits are not a guarantee of insurance coverage.

I hereby give permission to the doctor to administer treatment and perform such general
procedures as she deem necessary in the treatment of my condition.

The Doctor/Cornerstone Health will not be held responsible for any pre-existing
medically diagnosed conditions nor for any medical diagnosis.

I certify that I have read and understand the above information and that it is correct to the
best of my knowledge. I will not hold my doctor or any members of his/her staff
responsible for any errors or omissions that I may have made in the completion of this
form.

Patient’s/Guardian’s Signature Date

PLEASE PRESENT YOUR INSURANCE CARD AND A PHOTO ID
A copy will become part of your medical record.

Cornerstone Health — 741 McHenry Ave. Suite C, Crystal Lake, IL 60014 — 815-479-0200



Patient Missed Appointment Policy

It is our wish that each and every one of our patients receive the very best care and
service possible. Your Treatment Program consists of a recommended series of
treatments. If you do not follow this plan, then you will not receive the desired results.

If we did not request that you meet all your appointments, we would be doing you a
disservice and it would be indicative that we did not care. We do not want to do you a
disservice and we do care about you and the success of your program here. Therefore,
we have a few guidelines that we ask you follow:

1.

2.

Signature:

Meet all of your scheduled appointments.

If you become ill, we still want you to come in, because Chiropractic
and/or Acupuncture will help you recover.

If you are unable to keep your appointment, please call us and let
us know so that we may fill your appointment time with someone on the
waiting list.

With the exceptions of unexpected emergencies, we request that you
notify us 24 hours in advance as to any appointment changes.
Appointment confirmation calls will be made 24-48 hours in advance of
your scheduled appointment.

In order to achieve/maintain the desired results, canceled or missed
appointments should be rescheduled within one week. However, the

frequency of your visits is your decision.

There is a $25.00 service charge for missing an appointment. This charge
will be added to your account at the time of your missed appointment.

I have read, understand and agree to follow the above policy.

Patient’s Name:

Staff Witness:




FINANCIAL POLICY

Communication with our clients regarding our financial policy assists us in providing the best
possible service to you. Please read the following. Your initials and signature are required.
Thank you.

. Private Pay/Cash Patient — (clients without BC/BS insurance) Full payment is

required when services are rendered to continue treatment OR payment
arrangements need to be agreed upon.

. Insurance Reimbursement - Clients are required to contact their insurance
company to verify their deductible status and the amount of coverage for
chiropractic, acupuncture and massage therapy available to them. We will
also be contacting your insurance company to verify your coverage.

It is important to remember that what the insurance tells us is not a
GUARANTEE of payment from them.
. Deductible and Co-payment - If you have not met your deductible, you will be

required to pay the full amount of each visit until you have met it. We require
your co-payment or co-insurance at the time of service. If you do not know
what your co-insurance is, a minimum of 20% is due at the time of service.
Any charges that your insurance company does not pay for or denies will be
the patient’s responsibility.

. Purchasing Products — Payment for all products is the patient’s responsibility.
Payment for products is due at the time of purchase. As a courtesy to you, we
will bill your insurance company. If your insurance company does pay for the

product, we will credit/refund your account.

AGREEMENT TO PAY

| understand that the agreement with my health insurance is an agreement between them and me. |
take full responsibility for payment of all charges for professional services rendered. | understand
the financial policy detailed herein. | understand that | am responsible for all charges regardless of
my existing medical coverage.

Checks, which are declared non-sufficient funds, will be charges a $25.00 service fee. Also, there is
a $5 monthly late charge assessed on all balances after 30 days past due. The undersign agrees to
pay a collection fee of 33% of the total owed when sent to collection, all attorney fees and court
costs incurred by the creditor. All the information provided is correct.

Consent for Treatment/Release of Insurance Assignment Medical Information.

YES NO | authorize any and all therapy services that the provider feels necessary.
YES NO | assign payment of medical benefits directly to Cornerstone Health.
YES NO | authorize Cornerstone Health to leave voicemail messages regarding my appointments.

Should I decide that | no longer wish to have messages left, | understand that a written request

must be made.



YES ____NO____ I hereby authorize Cornerstone Health to release to my insurance company, health plan, or
insurance group, any medical records or information concerning the treatment to obtain
reimbursement on my behalf for the treatment or service provided by Cornerstone Health.

I understand that | may revoke the consent to release information to third parties at any time
and that the provision of services is not conditional on my agreement to disclose information
to the parties. If | revoke my consent, | will be responsible for paying for all services rendered

by Cornerstone Health.

| have read , understand and agree to this financial agreement in its entirety.

SIGNATURE DATE



HIPAA Notice of Privacy Practices

Cornerstone Health
Teresa K. Melton D.C.
741 McHenry Ave. Suite C
Crystal Lake, IL 60014

815-479-0200

This notice describes how medical information about you may be used and disclosed
and how you can get access to this information. Please review it carefully.

Dr. Teresa K. Melton is dedicated to protecting your medical information. This Notice of Privacy Practices
describes how we may use and disclose your protected health information to carry out treatment, payment, or
healthcare operations and for other purposes that are permitted or required by law. It also describes your
rights to access and control your protected health information. "Protected Health Information” is information
about you, including demographic information, that may identify you and that relates to your past, present, or
future physical or mental health or condition and related health care services.

Uses & Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff, and others
outside of our office that are involved in your care and treatment for the purpose of providing health care
services to you, to pay your health care bills, to support the operation of the physician’s practice, and any
other use required by law.

Treatment

We will use and disclose your protected health information to provide, coordinate, or manage you health care
and any related services. This includes the coordination or management of your health care with a third party.

Payment

Your protected health information will be used, as needed, to obtain payment for your health care services.
For example: obtaining approval for a procedure may require that your relevant personal health information be
disclosed to the health plan to obtain approval for the procedure.

Healthcare Operations




We may use or disclose, as needed, your protected health information in order to support the business
activities of the practice. These activities include, but are not limited to, quality assessment activities,
employee review activities, training of medical students, licensing, and conducting or arranging for other
business activities. We may also call you by name in the waiting room when your physician is ready to see you.
We may use or disclose your protected health information, as necessary, to contact you fo remind you of your
appointments.

We may use or disclose your protected health information in the following situations without your
authorization. These situations include: as Required By Law, Public Health issues as required by law,
Communicable Diseases; Health Oversight; Abuse or Neglect; Food and Drug Administration
requirements; Legal Proceedings; Law Enforcement; Coroners, Funeral Directors, and Organ
Donation; Research; Criminal Activity; Military Activity and National Security; Workers'
Compensation; Inmates; Required Uses and Disclosures; Under the law, we must make disclosures to
you and when required by the Secretary of the Department of Health and Human Servces to
investigate or determine our compliance with the requirements of Section 164.500.

Authorizations

We will not use or disclose your medical information for any other purpose without your written
authorization. To request a Revocation of Authorization form, you may contact:

Dr. Teresa K. Melton
741 McHenry Ave. Suite C

Crystal Lake, IL 60014

Your Rights Regarding Your Medical Information:

You have the following rights with respect to your medical information:

*  You may ask us to restrict certain uses and disclosures of your medical information.
We are not required to agree to your request, but if we do, we will honor it.

*  You have the right to receive communications from us in a confidential manner.

* Generally, you may inspect and copy your medical information. This right is subject
to certain specific exceptions, and you may be charged a reasonable fee for any
copies of your records.

*  You may ask us to amend your medical information. We may deny your request for
specific reasons. If we deny your request, we will provide you with a written



explanation for the denial and information regarding further rights you may have at
that point.

*  You have the right to receive an accounting of the disclosures of your medical
information made by Dr. Teresa K. Melton during the last six years, except for
disclosure for treatment, payment or healthcare operations, disclosures which you
authorized and certain other specific disclosure types.

*  You may request a paper copy of this Notice of Privacy Practices for personal health
information.

* You have the right to complain to us and/or the United States Department of
Health and Human Services if you believe that we have violated your privacy rights.
If you choose to file a complaint, you will not be retaliated against in any way. To
complain to us, please contact:

Dr. Teresa K. Melton
741Henry Ave. Suite C

Crystal Lake, IL 60014

If you would like further information regarding your rights or regarding the uses and disclosures of
your medical information, you may contact the above address.

THIS NOTICE IS EFFECTIVE AS OF JANUARY 1, 2011

Revision of Notice of Privacy Practices:

We reserve the right to change the terms of this Notice, making any revision applicable to all the
protected health information we maintain. If we revise the terms of this Notice, we will post a
revised notice at Cornerstone Health and will make paper copies of the revised Notice of Privacy
Practices available upon request.

Patient Consent Form




The Department of Health and Human Services has established a "Privacy Rule” to help insure that
protected health information is protected for privacy. The Privacy Rule was also created in order to
provide a standard for certain health care providers to obtain their patients’ consent for uses and disclosures
of health information about the patient to carry out treatment, payment, or health care operations.

As our patient we want you to know that we respect the privacy of your personal medical records and
will do all we can to secure and protect your privacy. When it is appropriate and necessary, we provide the
minimum necessary information to only those we feel are in need of your health care information and
information about treatment, payment, or health care operations, in order to provide health care that is in
your best interest.

We also want you to know that we support your full access to your protected medical records. We
may have indirect treatment relationships with you (such as laboratories that only interact with physicians and
not patients), and may have to disclose protected health information for purposes of treatment, payment,
or health care operations. These entities are most of fen not required o obtain patient consent.

You may refuse to consent to the use or disclosure of your protected health information, but this
MUST be in writing. Under this law, we have the right to refuse to treat you should you choose to refuse to
disclose your protected health information. If you choose to give consent in this document, at some future
time you may request to refuse all or part of your protected health information. You may not revoke
actions that have already been taken which relied on this or a previously signed consent.

If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer. You
have the right to review our privacy notice, to request restrictions and revoke consent in writing after you
have reviewed our privacy notice.

Print Name Signature Date

Compliance Assurance Notification For Our Patients

To Our Valued Patients:

The misuse of protected health information has been identified as a national problem causing
patients inconvenience, aggravation, and money. We want you o know that all of our employees, managers, and
doctors continually undergo fraining so that they may understand and comply with government rules and
regulations regarding the Health Insurance Portability and Accountability Act (HIPAA) with particular
emphasis on the "Privacy Rule”. We strive to achieve the very highest standards of ethics and integrity in
performing services for our patients.



It is our policy to properly determine appropriate use of protected health information in
accordance with the government rules, laws, and regulations. We want to ensure that our practice never
contributes in any way to the growing problem of improper disclosure of protected health information. As
part of this plan, we have implemented a compliance program that we believe will help us prevent any
inappropriate use of protected health information.

We also know that we are not perfect! Because of this fact, our policy is to listen fo our employees
and our patients without any thought of penalization if they feel that an event in any way compromises our
policy of integrity. More so, we welcome your input regarding any service problem so that we may remedy the
situation promptly.

Thank you for being one of our highly valued patients!



