CONFIDENTIAL PATIENT INFORMATION
PLEASE PRINT

Patient Name: Date of Birth: / /
| ast First M

Address:

City: State: Z1p: Home Phone: ( )

Work Phone: ( ) Cell Phone: ( )

Social Security #: - - Marital Status: S/ M/ W /D

Family Doctor: Phone: ( )

Emergency Contact: Phone: ( )

|s your condition accident related? YES / NO Date of accident:

Type of accident: Auto  Work-Comp At Home  Other:

Insured Name: Date of Birth: / /
Last First Mi

Insured Employer: Insured’s Soc. Sec. #

Insured Employer's Address:

City: State: Zip: Phone: { )

Insurance Company: Group #

|D# Patient relationship to insured: Self / Spouse / Child / Other

| understand and agree that health and accident insurance policies are an arrangement between myself and the insurance carrier and that |
am personally responsible for payment of any and all services, covered or non covered. | hereby authorize Tieman Chiropractic &

Rehabilitation. LLC to furnish information to my insurance carriers concerning my treatment and | hereby assign to the practitioners all
payments for medical services rendered to my dependents or myself. | authorize the providers to perform any necessary services needed

during the diagnosis and treatment.

Patient Signature: Date:

Insured or Guardian Sighature: Date:
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OFFICE USE ONLY

Phone:. ( ) Contact Name:

Insurance Address City State Zip

Effective Date: Pre-Cert? Y /N Referral? Y /N Med Nec? Y /N ACN? Y /N
CHIRO PT

Copay $ Copay b

Deductible $ Deductible $

Percentage % Percentage Yo

Pt. OOP Max $ Pt. OOP Max $

CYM $ CYM $

Visit Limit Y N Visit Limit Y N




Tieman Chiropractic & Rehabilitation
202 S. Fourth Street
Boonville, IN 47601
(812) 897-4616 Fax (812) 897-4640

FINANCIAL POLICY

Thank you for choosing Tieman Chiropractic & Rehabilitation to be a part of your overall
health care. We are committed to making health care less stressful; and more effective by
clarifying financial responsibilities in advance. The following is a statement of our Financial
Policy which we require that you read and sign prior to any treatment. All patients must
complete our “Patient Information Form” before seeing Dr. Tieman.

FULL PAYMENT IS DUE AT TIME OF SERVICE.WE ACCEPT CASH, CHECKS AND
MOST MAJOR CREDIT CARDS.

Regarding Insurance

You must provide us W|th your msurance information. We will, asa courtesy to you, verlfy
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1e time of service. Please be aware that some and perhaps all of the services
ay be "non-covered” services and not considered reasonable and necessary

e ee contract. We will process your claims; however, all deductibles and co-pays are
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Adult Patients Adult patients are responsible for full payment, deductible, and/or co-pays,
at the time of service.

Minor Patients The adult accompanying a minor and the parents (or guardians) are
responsible for full payment. For unaccompanied minors, non-emergency treatment will be
denied unless charges have been pre-authorized to an approved credit plan, or payment by
cash check or credit card at the time of service has been verified.

Missed Appointments Unless canceled at least 24 hours in advance, our policy is to
charge for missed appointments at the rate of a normal office visit. Please help us serve

you better by keeping scheduled appointments.

Thank you for choosing Tieman Chiropractic & Rehabilitation. Please iet us know if you have
questions or concerns.




