Banas Sports Therapy, PLLC.             Welcome To Our Office                    (Please fill out completely)
Name______________________________________________        Date_________________________________

Address__________________________________          City_____________________        State/Zip_____________________________

Age__________ Date of Birth____________________________   SS#________________________ Phone_______________________________

Occupation_____________________________ Business Phone_____________________  Employer_________________________________________ 

E-Mail address________________________________________________________________  OK to contact me by e-mail      O Yes O No 
Spouse__________________________   Employer_______________________________ Business phone________________________________

Height______________
Weight_______________
[image: image1.jpg]




Other Insurance_______________________________________________________________________________________________________

Medical Doctor__________________________ Phone_________________________ Last visit_______________________________________

IN CASE OF EMERGENCY, WHOM SHOULD WE NOTIFY______________________________Phone_____________________________________

NEAREST REALITIVE NOT LIVING WITH YOU ___________________________________ Phone________________________________________

WHO MAY WE THANK FOR REFERRING YOU _________________________________  

What is your complaint _________________________________________________________________________________________________

How long have you had it? _____________ What first caused the problem? _______________________________________________________

Is your problem  O  Getting worse  O Better  O  Not changing   How often do you have the problem?___________________________________

 What makes the problem worse? _______________________ What makes your problem better? ____________________________________

Have you seen anyone else for this problem?  Y/N If yes who?__________________________________________________________________

What treatment was done?______________________________________________________________________________________________

Do you smoke?  Y/N   # of packs/ day______ Frequency of alcohol use O Never O Rare O Social O Moderate O Heavy

Physical activity at work:  O sitting more than 50% of day O light manual labor O Heavy manual labor O repeated motion_________________

Has your work been affected by your problem?  Y/N How? ____________________________________________________________________

Please list any past illnesses (HIV/ AIDS), Cancer, Heart/ lung, blood disorders, surgeries, etc.) _______________________________________ ____________________________________________________________________________________________________________________

Please list any medications, or supplements you are currently taking _____________________________________________________________

General physical activity O None O Moderate O Strenuous Please Explain ________________________________________________________

Is your problem affected by your daily activities or physical activities?  Y/N How? __________________________________________________

Any additional comments you feel I should know regarding your condition or past medical history? Y/N ________________________________

I hereby give permission to the doctor to release any information requested by my insurance company acquired in the course of my examination and treatment. I hereby authorize my insurance benefits to be paid directly to the doctor. I am financially responsible non-covered services. I hereby give permission to the doctor to administer treatment and perform such general procedures, as he may deem necessary in the diagnosis and/or treatment of my condition. I have read, understood, and agree to the above.

Signature______________________________________________    Date__________________________          Please sign the back page.

FINANCIAL AGREEMENT
We are committed to providing you with the best possible care. If you have medical insurance, we are anxious to help you receive your maximum allowable benefits. In order to achieve these goals, we need your assistance and your understanding of our payment policy.

Payment for services are due at the time of service unless payment arrangements have been approved in advance by our staff. We accept cash, checks, MasterCard and Visa. We will be happy to help you process your insurance claim for your reimbursement. Any such request must be accompanied by a completed insurance for at each visit. I understand that if a check or debit is returned for insufficient funds, I will be charged a $25.00 services charge and balances over thirty days may be subject to an additional collection fees and interest of 1.75 % per month. Charges may also be made for broken appointments and appointments canceled without a 24 hour notice.

We will gladly discuss your proposed treatment and answer any questions relating to your insurance.

You must release, however, that:

1) Your insurance is a contract between you, your employer and the insurance company. We are NOT a party to that contract

2) Our fees are generally considered to fall within the acceptable range by most companies, and therefore are covered up to the maximum allowance determined by each carrier. This applies only to companies who pay a percentage (such as 50% or 80%) of “U.C.R”. “U.C.R.” is defined as usual, customary and reasonable fees for this region. Thus, our fees are considered usual, customary and reasonable by most insurance companies.

3) Not all services are covered benefits in all contracts. Some insurance companies arbitrarily select services that they will not cover. We will do our best to inform you of non-covered services however this is up to the insurance. I understand that I, the patient, am responsible for all services covered or non-covered. I agree to be financially responsible for any and all related charges if they are not covered by my health insurance.

4) I understand that the custom foot orthotics made by Dr. Jeff Banas, weight loss/fitness coaching and consultations, VO2 Metabolic Testing, are not covered by insurance and I agree to be financially responsible for these services. I also understand that there is no refund on any services or products. 
Disclosure of Fees
98940
Manipulation (1-2 areas) 


$45.00

98941
Manipulation (3-4 areas)


$50.00
                                                                               98942      Manipulation  (5 areas)


$59.00                       98943 
Extremity Manipulation


$40.00
                                                          97530
Exercise Training (each 15 min)

$45.00

97032
EMS, Attended (each 15 min)


$35.00                                           97110
Therapeutic Exercise (Each 15 min)

$25.00

97112
Neuromuscular re-education (each 15 min) 
$45.00                                    G0283
Electric Muscle Stimulation (each 15 min)
$40.00

97810
Acupuncture



$45.00       97140 
Manual Therapy (each 15 min)

$59.00

Orthotics not covered by insurance $225 

VO2 Max Metabolic Testing not covered by insurance $150


ALCAT Testing Price Varies Not Covered by insurance

I have read the above codes and fees and I understand the cost of my care with Jeff Banas, DC and Banas Sports Therapy, PLLC. 425 W. Guadalupe Rd Suite 117, Gilbert, AZ 85233. I understand that I am responsible for 100% payment of all deductibles, co-pays, and any other services rendered to me related to my care. I understand that if I have a balance for medical services not paid, I will make a minimum payment of $50.00 each month or 25% of the outstanding balance, whichever is greater. If my balance is not paid in a timely and monthly fashion, I promise to pay any and all fees related to collection the outstanding balance, and all collection, court, and attorney’s fees related to the collection of my account. I further understand that if my treatment is associated with a personal injury, motor vehicle accident, all medical bills will be paid at 100% of the above fees regardless of the outcome of my case.

We must emphasize that as chiropractic providers, our relationship is with you, not your insurance company. While the filing of insurance claims is a courtesy that we extend to our patients, all charges are your responsibility from the date the services are rendered. We realize that temporary financial problems may affect timely payment of your account. If such problems do arise, we encourage you to contact us promptly for assistance in the management of your account. If you have any questions about the above information or any uncertainty regarding insurance coverage, PLEASE do not hesitate to ask us. We are here to help you.


 PLEASE CHECK ONE BOX
O YES. I have read, understood, and agree to the above financial terms and prices. And I want to receive services from Dr. Jeff Banas.  I understand that MY INSURANCE will not decide how much these services will cost or whether they will cover these services. I agree to be fully responsible for payment for these services. I understand that ALL services are non-refundable.
O NO. I have decided not to receive  services from Dr Jeff Banas

                                                                                                                                                                                                                                                                                                       __________________________


____________________________

____________________

                 Print Name



               Patient Signature



Date



PAIN DRAWING
Please mark the figures below with the letters that best describe the sensation or pain you are feeling.  Please mark areas where pain radiates or spreads with a ↑, ↓, or ←, → arrow to indicate the direction of radiating pain.  (Include all affected areas)
	A =
	Ache
	B =
	Burning
	R =
	Radiating Pain
	D =
	Dull Pain

	N =
	Numbness
	S =
	Stabbing
	P =
	Pins & Needles
	O =
	Other




NAME: (please print)_______________________________________________________________________________
SIGNATURE:_______________________________________________

DATE:_________________

Banas Sports Therapy PLLC
425 W. Guadalupe Rd. Suite 117, Gilbert, AZ 85233
NOTICE OF OUR PRIVACY PRACTICES
Jeffrey Banas, DC.   425 W. Guadalupe Rd. Suite 117, Gilbert, AZ 85233

As required by the Privacy Regulations created as a result of the Health Insurance Portability and Accountability Act of 1996 (HIPAA)

This notice describes how health information about you (as a patient of this practice) may be used and disclosed, and how you can get access to your individually identifiable health information.

PLEASE REVIEW THIS NOTICE CAREFULLY

A. OUR COMMITMENT TO YOUR PRIVACY 

Our practice is dedicated to maintaining the privacy of your individually identifiable health information (IIHI). In conducting our business, we will create records regarding you and your treatment and the services we provide for you. We are required by law to maintain the confidentiality of health information that identifies you. We also are required by law to provide you with this notice of our legal duties and the privacy practices that we maintain in our practice concerning your IIHI. By federal and state law, we must follow the terms of the notice of privacy practices that we have in effect at this time.

We realize that these laws are complicated, but we must provide you with the following important information:
•
How we may us and disclose your IIHI 

•
Your privacy rights in your IIHI 

•
Our obligations concerning the use and disclosure of your IIHI
The terms of this notice apply to all records containing your IIHI that are created or retained by our practice. We reserve the right to revise or amend this Notice of Privacy Practices. Any revision or amendment to this notice will be effective for all of your records that our practice has created or maintained in the past, and for any of your records that we may create or maintain in the future. Our practice will post a copy of our current Notice in our offices in a visible location at all times, and you may request a copy of our most current Notice at any time.

B. IF YOU HAVE QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT:
Jeff Banas, DC

425 W. Guadalupe Rd Suite 117, Gilbert, AZ 85233

480-633-6837

C. WE MAY USE AND DISCLOSURE YOUR INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION (IIHI) IN THE FOLLOWING WAYS

The following categories describe the different ways in which we may use and disclose your IIHI.

1.
Treatment. Our practice may use your IIHI to treat you. For example, we may ask you to have laboratory tests (such as blood or urine tests), and we may use the results to help us reach a diagnosis. Any of the people who work for our practice – including, but not limited to, our doctors and nurses, or indirectly with any provider we refer you to – may use or disclose your IIHI in order to treat you, or to assist others in your treatment. Additionally, we may need to disclose your IIHI to others who may assist in your care, such as your spouse, children, or parents.

2.
Payment. Our practice may use and disclose your IIHI in order to bill and collect payment for the services and items you may receive from us. For example, we may contact your health insurer to certify that you are eligible for benefits (and for what range of benefits), and we may provide your insurer with details regarding your treatment and health status to determine if your insurer will cover, or pay for, your treatment. We also may use and disclose your IIHI to obtain payment from third parties that may be responsible for such costs, such as family members or insurance companies. Also, we may use your IIHI to bill you directly for services and items.

3.
Health Care Operations. Our practice may use and disclose your IIHI to operate our business. As examples of the ways in which we may use and disclose your information for our operations, our practice may use your IIHI to evaluate the quality of care you receive from us, or to conduct cost-management and business planning activities for our practice.

4.
Appointment Reminders. Our practice may use and disclose your IIHI to contact you or a family member who answers the phone (or to leave a recorded message) to remind you of an upcoming appointment.

5.
Treatment Options. Our practice may use and disclose your IIHI to inform you of potential treatment options or alternatives.

6.
Health-Related Benefits and Services. Our practice may use and disclose your IIHI to inform you of health-related benefits or services that may be of interest to you.

7.
Release of Information to Family/Friends. Our practice may release your IIHI to a friend or family member that is involved in your care, or who assists in taking care of you. For example, a parent or guardian may ask that a babysitter take their child to our office for care. In this example, the babysitter may have access to this child’s medical information.

8.
Disclosures Required by Law. Our practice will use and disclose your IIHI when we are required to do so by federal, state, or local law.

D. USE AND DISCLOSURE OF YOUR IIHI IN CERTAIN SPECIAL CIRCUMSTANCES

The following categories describe unique scenarios in which we may use or disclose your identifiable health information:
1. Public Health Risks. Our practice may disclose your IIHI to public health authorities that are authorized by law to collect information for the purpose of:

•
Maintaining vital records, such as births and deaths 

•
Reporting child abuse or neglect 

•
Preventing or controlling disease, injury or disability 

•
Notifying a person regarding potential exposure to a communicable disease 

•
Notifying a person regarding a potential risk for spreading or contracting a disease or condition 

•
Reporting reactions to drugs or problems with products or devices 

•
Notifying individuals if a product or device they may be using has been recalled 

•
Notifying appropriate government agency(ies) and authority(ies) regarding the potential abuse or neglect of an adult patient (including domestic violence); however, we will only disclose this information if the patient agrees or we are required or authorized by law to disclose this information 

•
Notifying your employer under limited circumstances related primarily to workplace injury or illness or medical surveillance
2. Health Oversight Activities. Our practice may disclose your IIHI to a health oversight agency for activities authorized by law. Oversight activities can include, for example, investigations, inspections, audits, surveys, licensure and disciplinary actions; civil, administrative, and criminal procedures or actions; or other activities necessary for the government to monitor government programs, compliance with civil rights laws and the health care system in general.

3. Lawsuits and Similar Proceedings. Our practice may use and disclose your IIHI in response to a court or administrative order, if you are involved in a lawsuit or similar proceeding. We also may disclose your IIHI in response to discovery request, subpoena, or other lawful process by another party involved in the dispute, but only if we have made an effort to inform you of the request or to obtain an order protecting the information the party has requested.  In general, we will require that the party that requests your records provide a records-release form, signed by you within the last 3 months.

4. Law Enforcement. We may release IIHI if asked to do so by a law enforcement official:
•
Regarding a crime victim in certain situations, if we are unable to obtain the person’s agreement 

•
Concerning a death we believe has resulted from criminal conduct 

•
Regarding criminal conduct at our offices 

•
In response to a warrant, summons, court order, subpoena or similar legal process 

•
To identify/locate a suspect, material witness, fugitive or missing person 

•
In an emergency, to report a crime (including the location or victim(s) of the crime, or the description, identify or location of the perpetrator)

5. Deceased Patients. Our practice may release IIHI to a medical examiner or coroner to identify a deceased individual or to identify the cause of death. If necessary, we also may release information in order for funeral directors to perform their jobs.

6. Organs and Tissue Donation. Our practice may release your IIHI to organizations that handle organ, eye or tissue procurement or transplantation, including organ donation banks, as necessary to facilitate organ or tissue donation and transplantation in you are an organ donor.

7. Research. Our practice may use and disclose your IIHI for research purposes in certain limited circumstances. We will obtain your written authorization to use your IIHI for research purposes except when: (a) our use or disclosure was approved by an Institutional Review Board or a Privacy Board; (b) we obtain the oral or written agreement of a research that (i) the information being sought is necessary for the research study; (ii) the use or disclosure of your IIHI is being used only for the research and (iii) the researcher will not remove any of your IIHI from our practice; or (c) the IIHI sought by the research only relates to decedents and the researcher agrees either orally or in writing that the use or disclosure is necessary for the research, and if we request it, to provide us with proof of death prior to access to the IIHI of the decedents.

8. Serious Threats to Health or Safety. Our practice may use and disclose your IIHI when necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another individual or the public. Under these circumstances, we will only make disclosures to a person or organization able to help prevent the threat.

9. Military. Our practice may disclose your IIHI if you are member of the U.S. or foreign military forces (including veterans) and if required by the appropriate authorities.

10. National Security. Our practice may disclose your IIHI to federal officials for intelligence and national security activities authorized by law. We also may disclose your IIHI to federal officials in order to protect the President, other officials or foreign heads of state, or to conduct investigations.

11. Inmates. Our practice may disclose your IIHI to correctional institutions or law enforcement officials if you are an inmate or under the custody of a law enforcement official. Disclosure for these purposes would be necessary: (a) for the institution to provide health care services to you, (b) for the safety and security of the institution, and/or (c) to protect your health and safety or the health and safety of other individuals.

12. Workers’ Compensation. Our practice may release your IIHI for worker’s compensation and similar programs.

Signature below is acknowledgment  that you have received this notice of our Privacy Practices.

Signature _____________________________________      Date___________________

Minor’s Name_______________________________________
Insurance NO.1�
Insurance NO.2�
�
Name of Co.�
 �
Name of Co.�
 �
�
Phone�
 �
Phone�
 �
�
ID#/ Group#�
 �
ID#/ Group#�
 �
�
Name of Insured�
 �
Name of Insured�
 �
�
Insured SS#�
 �
Insured SS#�
 �
�
 





Please indicate how you would rate your pain  (LOW)   0     1     2     3     4     5     6     7     8     9     10 ((HIGH)   








