Date:

Name:
Last First MI
Email address:
Mailing Address: City State Zip
Phone # (H) w) (Other)
Pharmacy phone # |
Date of Birth: Sex: O Male 0 Female SS#:

Marital Status: U Single O Married [ Divorced O Widowed 0[O Separated 0O Minor

Race U Caucasian O African American 0 Asian 0 Native American O Latin American 0 Other
Ethnicity U Hispanic [ Latino O Nen-Hispanic / Non-Latino

Qccupation: Emplover:

Employer Address: Phone:

How did you hear about our practice?

Emergency contact:  Name: : Relation: Phone #:

Phone #: H (W)

Accident Information

Is this visit due to an accident? W Yes W No If yes, what type? W Auto O Work O Other

Has it been reported? O Yes L No If yes, to whom?
Insurance Informatiow

Policy Holder Name: D.OB.:
Relationship to patient (if other than self): Phone #
Do you have health insurance? 8 Yes U No Name of Carrier:

Do you have secondary insurance? O Yes [ No Name of Carrier:

PLEASE PROVIDE THIS OFFICE WITH A COPY OF YOUR INSURANCE CARD(S)

Assigrnment and Releose (insured patients)

1 certify that I (or my dependent) have insurance coverage with and I AUTHORIZE, REQUEST AND ASSIGN
MY INSURANCE COMPANY TO PAY DIRECTLY TO THE PHYSICIAN/MEDICAE PRACTICE, INSURANCE BENEFITS
OTHERWISE PAYABLE TO ME. Iunderstand that I am financially responsible for all charges whether or not paid by ingurance. Ihereby
authorize the doctor to release all information necessary, including the diagnosis and the records of any exam or treatment rendered to me, in
order to secure the payment of benefits. T authorize the use of this signature on all insurance claims, including electronic submissions.

SIGNATURE (X) DATE

Form 2




HealtivHistory

Who is your primary care physician? (Doctor and/or practice)

Please check to indicate if you are currently experiencing any of the following conditions:
U Neck Pain/Stiffness [ Ping/Needles in Arms O Light Bothers Eyes [ Sudden Weight Loss 1 Nausea

11 Back Pain/Stiffness U Pins/Needles in Legs 13 Depression 1 Loss of Taste U Cold Feet
1 Arm/Hand Pain U Fatigue U Nervousness U Loss of Memory W Chest Pain
0 Leg/Knee Pain U Sleeping Difficulties [ Tension 0 Jaw Problems O Fever
 Headaches ‘U Loss of Smell Q Cold Sweats Q Constipation 4 Fainting
U Dizziness O Allergies U Stomach Problems O Shortness of Breath
J Asthma U Blurred Vision [ Night Pain 0 Bowel/Bladder Changes
Please check to indicate if you have ever had any of the following:
O Aids/HIV U Cancer O Hepatitis L] Osteoporosis O Stroke
0 Aleoholism O Cataracts { Hernia O Pacemaker 0 Suicide Attermnpt
0O Allergy Shots O Chermical Dependency [ Hemiated Disc O Parkinson’s Disease [ Thyroid Problems
0O Anemia O Chicken Pox O Herpes Q Pinched Nerve O Tonsillitis
O Anorexia £ Digbetes {1 High Cholesterol Q Pneurnonia Q Tuberculosis
U Appendicitis id Emphysema 0 Kidney Disease Q Polio O Tumors/Growths
0 Arthritis 0 Epilepsy U Liver Disease O Prostate Problems O Typhoid Fever
Q Asthma U Fractures 0] Measles Q Prosthesis O Ulcers
O Bleeding Disorders 1 Glaucoma U Migraines 0 Psychiatric Care O Vaginal Infections
Q Breast Lump U Goiter I Miscarriage O Rheumatoid Arthritis [ Venereal Disease
0 Bronchitis Q Gonorrhea U Mononucleosis 0 Rheumatic Fever O Whooping Cough
& Bulimia & Gout 3 Multiple Sclerosis O Scarlet Fever

U Heart Disease O Mumps O Other

Are you currently under drug and/or medical care? @ Yes W No If yes, explain

Please list any medications you are currently taking (Be sure to include dosage and frequency)

Please list any surgeries and/or hospitalizations you have had {tvpe & date):

Please list any allergies:

Please tist any supplements you are currently taking (vitamins/herbs/minerals):

Is there a family history of any of the following conditions? (Indicate family member including parents, grandparents & siblings)

O Heart Disease {1 Diabetes
O Cancer 0 Arthritis Q Other

Do you exercise: ONever UDaily 0O Weekly UWalks ORuns OSwims
Do your work activities mostly involve: U Sitting 0 Standing O Light Labor 0O Heavy Labor

What is your daily/weekly intake of the following?

Caffeine cups/day Aleohol drinks/week Cigarettes packs/day
» I certify that the above questions were answered accurately. 1 understand that providing incorrect information can be dangerous to my
heaith.
SIGNATURE (X) DATE




NEUROLOGICAY. MRY VASCULAR PATIENT QUESTIONNAIRE
NAME ' DATE

For any YES answer, please include details.

1. Do you suffer from neck pain with pain in your shoulder, arms or hands? NO YES
Comment:

2. Do you have weakness, numbness or burning in your shoulder, arms or hands? NO YES
Comment:

3. Do your hands or arms fall asleep regularly? NO YES
Comment:

4. Do you have reduced feeling (sensation) or swelling in your hands or arms? NO YES
Comment:

5. Do you suffer from a loss of handgrip strength? NO YES
Comment:

6. Do you suffer from back pain with pain in your buttocks, legs or feet? NO YES
Comment:

7. Do you have weakness, numbness or burning in your buttocks, legs or feet? NO YES
Comment:

8. Do our legs or feet fall asleep regularly? NO YES
Comment:

9. Do you have reduced feéling {sensation) or swelling in your legs, feet? NO YES
Comment:

10. Do you suffer from cold hands or feet? NO YES
Comment:

11. Do have frequent falls or find that you trip over your feet while walking? NO YES
Comment:

12. Have you fried any medications such as anti-inflammatory? NO YES

if yes, what kind of medication?

13. Have you tried any Physical Therapy' or Chiropractic treatments before? NO YES
if yes: When? For how long? What kind?

14, Have you had an MRI? NO YES
If ves: When? Who ordered it? What was it ordered for?

15. Have you used any splint or braces or other prescribed treatment by an MD? NO YES
If yes: When? What kind? Who ordered it?

16. If you have tried any treatment or medications, did this make your problem better? NO YES
Comment: ‘




Informed Consent to Care

A patient coming to the doctor gives him/her permission and authority to care for them in
accordance with appropriate test, diagnosis, and analysis. The clinical procedures performed are usually
beneficial and seldom cause any problem. In rare case, underlying physical defects, deformities or
pathologies may render the patient susceptible for injury. The doctor, of course, will not provide
specific healthcare, if he/she is aware that such care may be contraindicated. It is the responsibility of
the patient to make it known or to learn through health care procedures from whatever he/she is
suffering from: latent pathological defects, illnesses, or deformities, which would otherwise not come to
the attention of the physician. This office does not perform breast, pelvic, prostate, rectal, or full skin
evaluations. These examinations should be performed by your family physician, GYN, and
dermatologist to exclude cancers, abnormal skin lesions that should undergo biopsy/removal or other
treatments. This clinic does not provide care for any condition (such as high blood pressure, diabetes
high cholesterol) other than those addressed in your physical medicine care plan. We also do not
prescribe or refill ANY controlled substances. All prescriptions should be refilled by your ori ginal
prescriber and any new prescriptions should be issued by your primary care provider.

b

The patient assumes all responsibility/liability if the patient does not report on health forms any past
medical history, illnesses, medicines, or allergies.

I agree to settle any claim or dispute I may against or with any of these persons or entities,
whether related to the prescribed care or otherwise, will be resolved by binding arbitration under the
current malpractice terms which can be obtained by written request.

Patient’s Signature Date

Chiropractic care, like all forms of health care, while offering considerable benefit may
also provide some level of risk. This level of risk is most often very minimal, yet in rare
cases injury has been associated with chiropractic care. The types of complications that have
been reported secondary to chiropractic care include sprain/strain injuries, irritation of a disc condition,
and rarely, fractures. One of the rarest complications associated with chiropractic care, occurring at a
rate between one instances per one million to one per two million cervical spine (neck) adjustments may
be a vertebral artery injury that could lead to stroke.

Prior to receiving chiropractic care this Chiropractic office, a health history and physical
examination will be completed. These procedures are performed to assess your specific condition, your
overall health and, in particular, your spine health. These procedures will assist us in determining if
chiropractic care is needed, or if any further examinations or studies needed. In addition, they will help
us determine if there is any reasons to modify your care of provide you with a referral to another health
care provider. All relevant findings will be reported to you along with a care plan prior to beginning
care. ] understand and accept that there are risks associated with chiropractic care and give consent to
the examinations that the doctor deems necessary, and to the chiropractic care including spinal
adjustments, as reported following my assessment.

This notice is effective as of the date it is signed and will expire seven years after the date on which you
last received services from us.

Patient Signature Date




X-ray Questionnaire: For women only

Our consultation and examination may indicate that x-rays are necessary to accurately
diagnose and analyze your condition. Should x-rays be necessary we would like to
confirm that you are not pregnant at this time.

Name:

O There is a possibility that | a may be pregnant at this time.
[ Yes, | am definitely pregnant
O No, | am definitely not pregnant at this time

O Frequest that x-ray films not be taken because:

Date of last menstrual period:

Patient's Signature Date




ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

Patient Name: DOB:

I acknowledge that I have reviewed the Notice of Privacy Practices of A First Choice Healthcare Systems.
(Please initial one of the following options and sign below.)

I wish to receive a paper copy of Privacy Notice.
I do not request a copy of the Privacy Notice at this time. I acknowledge that I can
request a copy at any time and the Privacy Notice is posted in the office.

Please initial below:

I acknowledge that it is the policy of A First Choice Healthcare Systems to leave
reminder messages on my answering machine or with another person in my home. Imay make a request of
an alternative means of communication (within reason) in writing.

I acknowledge that if I should have a problem or question in regard to my rights, I may
speak with the Privacy Officer, Deborah Postal, about my concerns.

Signature of Patient/Guardian Date

Witness (Office Staff) Date
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Tinancial Office Policies

All pafienisareon a cash basis until our staff can verify all insurance coverage(s).

Your insurance will be verified prompily and will be reviewed with you if applicable.
After coverage and deductible are verified, this office may accept assignment on most
policies provided the insured/patient signs an appropriate statement of benefits and/or a
lien authorizing payment to be sent to the doctor.

Waiting for the insurance payment is a courtesy and it may be withdrawn umder certain
circumstances. '

As a patient, it is your responsibility to take care of the co-payment (usually a percent or
fixed dollar amount) and any non-covered services on a monthly besis. This office may
meke payment arrangements on an individual basis, Any such plan or arsangements wil
be diseussed during your report of findings. '

This office does not warrant or guarantes that your insurance company will pay, nor does
this office promise that an insurance company will or shovld pay the fees charged.
Insurance policies are an arrangement between the insurance cartier and the
patient/insured. : .
Any service not covered or cOVerage reductions by your insurance catrier will be the
patient’s responsibility.

This office will submit an imsurance claim for you. We will not enter into any dispute
with your insurance company. I coverage problerns arise, you will be expected to assist
directly with your insurance adjuster or agent. Any denied or disputed claims will be
treated as uncovered. A ' '

If your account should go to collections for any reason, it will be the patient’s
responsibility for any court costs, attorney’s fees, and or collection costs incrred in
collecting the account balance.

1 authorize the release of any medical orother records or information necessary to
process any claims from this-office. _

ATl jnsurance payments, regardless of which company issues a check first, are applied to
your-account as long as any balarice is due. This means refunds are made only after your
balance is completed and cleared with this office. '

If you receive correspondence of checks from your insurance company, yOu agree 1o
bring these into our department so that we may determine if any action needs to be taken
or if the check is on assignment {0 this office.

If you change insurance companies or employers, you agree to provide this office with
the current information immediately. -

If this office gives you any professional or accounting discount for treatment and you
decide to drop out of care then our standard fees will apply.

This office accepts MasterCard, Visa, American Express, Discover Card, personal checks
and cash.

If you have any questions concerning this or any other matter, please speak with the
receptionist or our insurance departmment prior to seeing the doctor.

Thark you for your cooperaticn in this matter.

I have read and fully understand the financial office policy and agree to abide by these terms.

/ /

_— -

e
Patient Signafure or Responsible Party Date

o et b AL mked |
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A First Choice Healthcare Systems
4601 S. University Drive, Davie FL 33328
PH: $54-434-7246 Fax: 954-434-8104,

Non- Assignment of Benefits

| have been informed that my Insurance company will not assign benefits over to this office. This means
that any amount due to the doctor’s office would be mailed to me, the patient, and not to this office.

Since my insurance company will not assign benefits directly to the office, 1 am opting to follow the
below ‘Non-Assignment of Benefits’ policy. '

Our office will treat you and you wilt be responsible to pay your deductible, co-payments or co- |
insurance that is due for each of your allowed visits by the Insurance company. To do this, our office witl
need a credit card on file. As the insurance disburses funds to you, the patient, you are required to
bring the payments to this office within seven {7} days. As you receive payments, o an Explanation of
Benefits (EOB), our office also receives a copy of what you received, minus any payments.

|f wa.have not received the payment from you, the patient, within seven {7) days, our office will charge
that amount that you received from the insurance company on the credit card on file. NOTE: We will
only charge the ‘credit card if payment is not brought n within seven (7} days.

If unusual circumstances should arise where you can’t bring the payment in, please call the office 1o let
- us know so-the credit card won't be charged. {(Ex. You're out of town, emergency, et} - i

£ thé insurance company denies your claim, you wiil be responsible for services rendered.

| hava read the above policy and my signature below indicates that | understand and agree to follow this
policy.

patient’s Printed Name Date

Patient's Sigﬁa’cure

When a check is recelved follow the Instructions:

1. Have the “insured” person of the policy sign the back of the check.
-2, Bring the check and ZOB lexplanation of benefits) to our office within 5 days. DG NOT DETACH

HE CHECK FRCM THE EOB,

THE CHECK FROM THE EUD,

3. Give the EQOB/Check to the front desk when you a‘rrive +o our office. We will make a copy for

your records.

Card Holder Name ' Card Number / Type - ’ Eip. Date
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WRITTEN BISCLOSURE FORM (1.5, 456,1152)

Dr. John Paga, DE has » financial interast in the following entitics:

ROYaL PALK BEACH_ RETIAL, CORP. DBA FLORIDA GRTHOCARRE
Oifices in Mizmi, Broward, Palm Beachy, Marlin {(wwer Horthacare.com)
CERTIFIED $PINE AN FATR TARE, LLC
Offiess s Miami, Broward, Paluy Beach {orww.certifiedspineandpaiz. corn)
AS THE PATIENT YOU HAVE A RIGHT TO OBTAIN THE SAME IT] EMS/SERVICES AT ONE OF THE ABOVE-LISTED LOGCATIONS OR
AT A DIFFERENT LOCATIGHN OF YOUR CHOICE, YOU MAY OBTAIN THESE &, ‘

_ AME TTEMS/SERVICES AT THE FOLLOWING
LOCATIONS WHERE DRL IOHN PAPA, TIC, DUES NOT HAVE A FINANCIAL INTEREST:

WRAMIDADE COUNTY
n Pain Medicine, Baptist Health, 13101 §. Dixic | ighway, Suite 400, Miami, FL 33156
» Advenced institute for Pain Menagement, University of Miami, 1120 NW 14 Street, 9th Floor, Suite 104, Miami, FL

BROWARD COUNTY
= American Fain Experts, 1164 E- Oskland Park Blvd,, Suite 201, Qukland Park FL, 33334
a Broward Heaith Pain Management, 2106 Sample Rusd, Suite 203, Lighthouse Point, FL 33064

PALM BEACH COUNTY

= National Pain lustitte, 5365 West Atlentic Avenue, Suite 504, Delray Beach, FL 33484
- Resolute Pain Sclulions, 4510 Nonald Ross Road, Pelm Beach Gardens, FL 33418

MARTIN COUNTY

Paiz Managemert, Martin Health, 509 Riverside Dr., Suite 209, Start, FL 34594
] Regolute Pain Soliriens, 2100 SE Ceean Bpulevard, Sufte 100, Bruart, FL 34994

atient Signature Date
The 208 Florida Statetes

Title o0

_ 2 AAAT | Ghapter 455 | View Entire
REGULATION OF PROFESSIONS ANQ HEALTH PROFESSIONS AND CCCUPATIONS: Chapter
OCCUPATIONS GENERAL PROVISIONS

456,051 Disclosure of financial nterest by production. —

{1} A health care provider shall not refer g pafient to an entity in which such provider Is an Investor unless, prier o the
refemrzl, the provider fuimishes the patlent wilh s wrilten disclosure form, Informing the patieni of:

{2) The sxistance of the Investment interest.

{b) TFhe name and address of each applicable antity in which the refaring Haaith cars provider is an investor.

{¢) The patlent’s right to obtain the lterns or services for whilch the patient has been referred at the location or from the
provider o supplier of the patient's cholce, ingluding the entity In which the referring provider is an investor,

{d} Tha names and addresses of a least fwo altermative sourcas of such ftems or services avaliabla to the pétient.

{2} The physician or health care provider shall post a capy of the disclosure farms in s conspleuous public place in his or
har office,

{3} A viclation of this section shall constitute a misderneanor of the first degree, punishable as provided in 5. 775082 or

5. 775.083. In addition {0 any other penallies or remedies pravided, & violation of this section shall be grounds for disctplinary

action by the respeclive board.

History.—s_ 1, ¢h. Bﬁ'—a'l; 5. 84, ch. 91-224; 5. 13, ch. 92-178; 5. 92, ch. §7-261: s. 76, ch. 20010-160.
dlote.—Fommner s, 454.25; 5. 455,701,
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B Royal Palm Beach Rehab. Corp.-Finandal Policy/Assignment of Benefits

Thask yau for theoning Reyal Palm Baach Rehab. Corp, as yoor rahabilitstion grovider, Ve vl work closthy with yau andyour physican to provide you with
searvessful trektsent, Plaese understand thak tricly paymneat oryoor treztment Is Important, Your clesr understanding of our Franelal pelicy lknpertart to opr
professdisal relionzhlys, Dur Tranch polley is s stateck )
#  Mleo-paps i oecictbles ane due 2t the e oF service
w  Fyymearof prilant balences sea due b full st the e of serdes unfess uthir armangements have bean made. If Yau tanaat make full paymant ot
e tlme of servics, phense discerswithoar Bront Clfice Coondinater,
s Weecceplcash, checks, Viss, KasterCard, Amex 2 Discover, Thero g 334 retann theck fae.

¢ Hary poction of yiar acoount Balenes sxceers Gidddays wau tray b resparaible for the drraunt regardless of your insurance,

_ POWER OF ATTOURNEY & MEDICAL. RELEASE -
miﬂwﬂmMﬂlm&LLMﬁfﬁﬁm%mﬁmmwj &mmmmmwﬁmmmmmm
PROVICERFON SERVICES HE m&mmummmmmm&mmm'mmmﬂm

] &mmmsum&ﬁcﬁmmmﬁmummmmmm .
Kinorse by 8 Lhiesa fresson Whink: Thee wrigtersigned hed mads, constiisted & gppointod, and by these present doss héreby make, canstituls & ppint Eoya! Palm:
Beath Rehabn o, and ey of s oy awdorized RYEnts and ermpivpees us o be the undsisigaed's trum & lawkl oty for & in the ndersigned's name, pises &
stewd to eserse pnyhdl ehwcks, drafis ot mon ey crober which are made payable tothe yidarsigred slone griy the undatsigned #nd sl Rovel Pabm Beach Rehab,
Ceepwhim whichihucks, sfrafts or mouey orders eremady payabie for sorvices which have bean rendered by Royal Paim Besch Refut, Corp. ot the reqiest arwith
the knowledge and apprivsl of the urdersignedand/or the make of the check, drafior moneypordyr, Furthermioo, the underaigned allovs Ruyal Palm Beach
Stahab. Comp. pr iy ofits ngiestes BIQFE i paper that wil be necessary to enhunte, expedive andfor allew paytnentto sald provider: This gy inchxda fnsurance
ot andjor gther Yorma
Ihe sindeisloned by these sresy M1=m1.mmmmanzmmmummwmmmmmmmm
m;mhﬂuuusmmmm:wmmhmﬁmmhm.MlumtiuMUmmmmmmeMﬂMMM&mumm

withespdonlnd B ushini o sl checks aos Soreonadaa well a5 an other docums,

A photacepy of this decumant sl by sufficlant to avthrtxa any parsan hawving rconds of madical Weatmant, services or wpplies pedalning te ma, the patient, 1o
relassa triie coples of the same (o iteyysl Paline Beach Rehab, Compoor any fsured providing et 1orvieriure ko e n connection with the process of any daim for
benefits macke by 1o or by ths asslgnes herein. A phsivcopy of the docurnent shall bre: us Linding as aniarigind shynatine proe. Tha tidarsigned does harsby ratiy

and confirm enet 21 actinn teken by the sald Prknmey In socordsnce with this spesial fiover and which tha aaid alipmey shatl Joaccruse to he dcn:hy Mrta of
et presant. .
‘ Asslgnment of Baprlfty
b ‘ hereby authorize__
{MHame of IasusredPatteat) . (Mame of Insyrance Carrier)
Tomaks prysbla drectly o Royal Palm Bpach Rehab, Corp,

Foyulle & moalled directly tor 4971 Le Chalet Blud, Suite oo Boynton Ba ach, FL 33436

The madfes! benufits otharwise payrble 1 me for their Servicss but not o excesd the charges of thpse
Rech Retidh, Cons oy right & Benefits under soy policy of Insurames, ndpentty, BT Dr oy
sendees endfioreharges presided by Royod Palm Besch Rabsb, o

satvicas. Pheraby IRREVOUABLY ASSHIH to Raryad Paim
other collrters! wotrces be deflied in Floddy Statubes for #ny

I WITHESS WHERECE the underslgnied have Btmumta set thaly bancls, 1615 ' day of

Shqriatury of Patisat {parentiguardien, if o Date;

Patian(s Name [Please Prim):

inmmace

W aecept Wudiceiz, off major lsuresces andd Myrsrous PPQE mansyed cate contracts. Plesse b aware that some andpeshaps olf, ofthe senvices provided may
beconsidertt not medically pecessary by yout Insirance provitae, You i be responsihle for thees tharges,

Yoo rrediont Trsae, ; Is meemtract between you and yaur Insurenge comparny. Wa are not a partyto this comtruct. foysf Patm Sxach Rehab, Corp, will submnit ol
dhelms for tharges 10 ymor ingurpaze provider s o sanvice Soyou, Ltnps pusst b pald at the tmie oF service i orrder t nhide Ty youkinsorane canteact, f your
policy requires o referral, be sureto havi & with you whers ¥eu o to aur office, Fallure to obtale B present & meFetral 5t the time of service iy result s ass of
your Isyrpnce bemefiny,  you need assstarce in nbi:tiﬂlug a referral plogse ik aur Front Desk Coordisrator,



