
 

Today’s Date: ______/______/_______     File:____________ 

Name: ____________________________________________ 

□ Male  □ Female    SS#: _____________________________ 

Date of Birth: ______/______/_________  Age: ___________ 

Address: __________________________________________ 

City: _____________________ State: _____ Zip: __________ 

Phone: (C) __________________ (H) ___________________ 

E-mail: ______________________________ (used for appt. reminder) 

Employer: _________________________________________ 

Occupation: ________________________________________ 

In case of an emergency, contact: _______________________ 

Relationship: ________________ Phone: _________________ 

Marital Status:  □ Single □ Married □ Partnered  □ Minor   

□ Divorced  □ Separated  □ Widowed  

Spouse’s Name:_________________ Date of Birth ________ 

Spouse’s Employer/Occupation: _______________________ 

May we leave voicemail messages and email regarding your 
health information/recommendations and appointments to 

you using the information listed above?     □ Yes   □ No 

How did you hear about our clinic? _____________________ 

* Ask about our referral program! 

 

Patient Condition  

Reason for Visit: ___________________________________  

Are you pregnant?  □ Yes  □ No   Due Date:______________ 

When did your symptoms begin?______________________ 

Is the condition getting worse?  □ Yes  □ No 

Is the pain:  □ Constant  □ Comes and goes 

Type of pain: □ Sharp  □ Dull  □ Throbbing  □ Ache  □ Tingle  

□ Numbness  □ Shooting  □ Burning  □ Stiffness  □ Cramping   

□ Swelling  □ other __________________________ 

Rate the severity of pain (0-no pain, 10-severe): __________ 

Does it affect:  □ Work  □ Sleep  □ Daily Activity 

Activities that are painful:  □ Sitting  □ Lying down   

□ Standing  □ Walking  □ Bending  □ All activity  

 

 

 

 

 

Release of Information 
Who do you authorize HCWC to provide your private healthcare 
information regarding your appointments, payments, etc.,  

Parent______________________________ DOB __________ 

Spouse/Partner______________________ DOB __________ 

Doctor _____________________________ DOB __________ 

Other ______________________________ DOB __________ 

 

* If you would like to consider our Time of Service (Cash)   
   Plan, please request information at the front desk. 

 

Insurance  

Policy Holder’s Name: _________________________________ 

Date of Birth: ________________ SS# ____________________ 

Relationship to Patient: ________________________________ 

Policy Holder’s Employer _______________________________ 

Insurance Company: □ BC/BS (PPO) □ Medicare  □ Coventry 

□ United Health Care  □ Other___________________________ 

Insurance ID# ____________________Group#______________ 

Assignment and Release: I certify that I, and/or my dependents(s), have 
insurance coverage with above insurance company and assign directly 
to Valerie Skow/Juliet O’Donnell/Naomi Behne all insurance benefits, 
if any, otherwise payable to me for services rendered. I understand  
that I am financially responsible for all charges whether or not paid 
by insurance. I authorize the use of my signature on all insurance 
submissions. The above named doctor/facility may use my health care 
information and may disclose such information to the above-named 
Insurance Company(ies) and their agents for the purpose of obtaining 
payment for services and determining insurance benefits or the benefits 
payable for related services. This consent will end when my current 
treatment plan is completed or one year from the date signed below.  

SIGNATURE    PRINT 
Please mark an X on the picture of the involved areas: 
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Have you received other treatments for your condition? 

□ Surgery □ Medications □ Physical Therapy □ Chiropractic 

□ Other: __________________________________________  

 

Names of Doctors who have treated you for your condition: 
_________________________________________________ 

Other Symptoms:  □ Headache  □ Pins/Needles in arm/legs 

□ Arm or leg pain  □ Loss of smell or taste  □ Upset stomach 

□ Numbness in fingers/toes  □ Constipation/Diarrhea  

□ Cold hands/feet  □ Shortness of breath  □ Fatigue  

□ Depression □ Loss of balance □ Shoulder pain  □ Ear ringing  

□ Loss of memory  □ Chest pain  □ Irritability  □ Tension  

□ Dizziness/fainting  □ Nervousness  

 

Daily Habits 
Sleep Position: □ Stomach   □ Side   □ Back 

Work Position: □ Sitting □ Standing □ Heavy labor □ Light labor 
 

Computer Work: Is your workstation ergonomically correct?  

□ Yes   □ No 

 

Exercise:  □ None   □ Moderate   □ Daily   □ Heavy 

Do you smoke?  □ No    □ Yes Packs/Day ________________ 

Do you drink alcohol?  □ Yes   □ No Drinks/week __________ 

Do you drink caffeine?  □ Yes   □ No Cups/day ____________ 

Do you have a high stress level?  □ Yes  □ No _____________ 

What vitamins/supplements are you taking?  

________________________________________________________ 

What medications are you taking?  

________________________________________________________ 

 

Is there a family history of: Heart Disease  Arthritis  Cancer  Diabetes 

Mother’s side             □             □          □        □ 

Father’s side             □             □          □        □ 

When you were a child did you have a difficult birth?  

□ Yes   □ No  

If yes, which of the following: □ C-section □ Breach □ Forceps 

Are you pregnant? □ Yes □ No   Due Date: ________________ 

 

 
 
 
 
 
 
 
 
 
 
 

 
Health History 
Injuries/Surgeries:    Description               Date 
 

Falls ____________________________________________________  

Head injuries _____________________________________________ 

Broken bones _____________________________________________ 

Dislocations ______________________________________________ 

Surgeries ________________________________________________ 

Auto Accidents ____________________________________________ 

Other ___________________________________________________ 

 
Please mark the box next to each item if you have had  
any of the following: 

□ AIDS/HIV    □ Measles 

□ Alcoholism    □ Migraine headaches  

□ Allergy Shots    □ Miscarriage 

□ Anemia    □ Mononucleosis 

□ Anorexia    □ Multiple sclerosis 

□ Appendicitis    □ Mumps 

□ Arthritis    □ Osteoporosis 

□ Asthma    □ Pacemaker 

□ Bleeding disorders   □ Parkinson’s disease 

□ Breast Lump    □ Pinched nerve 

□ Bronchitis    □ Pneumonia 

□ Bulimia    □ Polio 

□ Cancer    □ Prostate problem 

□ Cataracts    □ Prosthesis 

□ Chemical dependency  □ Psychiatric care 

□ Chicken pox   □ Rheumatoid arthritis 

□ Diabetes    □ Rheumatic fever 

□ Emphysema    □ Scarlet fever 

□ Epilepsy    □ STD’s 

□ Fractures    □ Suicide attempt 

□ Glaucoma    □ Thyroid problems 

□ Goiter     □ Tonsillitis 

□ Gonorrhea    □ Tuberculosis 

□ Gout     □ Tumors, growths 

□ Heart disease    □ Typhoid fever 

□ Hepatitis    □ Ulcers 

□ Hernia     □ Vaginal infections 

□ Herniated disk   □ Whooping cough 

□ Herpes  □ Other  

□ High blood pressure  ____________________ 

□ High cholesterol   ____________________ 

□ Kidney Disease   ____________________ 

□ Liver Disease 

 
I certify that I have read and understand the above information and the 
questions have been accurately answered to the best of my knowledge. I 
understand that providing incorrect information can be dangerous to my 
health. 

Patient’s Name (print): ____________________________ 

Patient’s Signature: _______________________________ 

Date: _____/_____/______ 

Authorization to Treat a Minor (if under 18-years) 

I, ____________________________ authorize treatment of my child, 

_________________________ without my presence to be treated by  

Dr. Valerie Skow and/or Juliet O’Donnell, and licensed massage 

therapists employed by Heartland Chiropractic and Wellness Center. 

Any specific written authorization you provide may be revoked  

at any time by writing to us at the address provided at the end  

of this notice. 

Signature: ______________________________________________ 

Date: __________________________ 



 

Insurance Benefits and Time of Service Plan Information 
Heartland Chiropractic and Wellness Center is not responsible for confirming your health insurance 

benefits. Please contact your insurance company prior to your first visit. 

We are in-network with most major insurance plans; including but not limited to:  
Wellmark Blue Cross/Blue Shield-PPO (not HMO), Coventry, Aetna, First Administrators, and United Health Care. 

We have included information below for you to ask your insurance representative to assist you in your call.  
This information is only a guide - there may be further benefit considerations for your plan. 

You may also choose not to go through your insurance and utilize our Time of Service Payment option. Please see below. 

**** IMPORTANT NOTE:  Be sure to ask specifically for your chiropractic benefits. 

In Network     Y  /  N            Copay: $______ Co-Insurance: ______%            HSA/HRA:  yes    no 

Individual Deductible:  $______ met to date: $______ Family Deductible:  $______ met to date: $ ______  

Number of visits allowed:______ met to date: $______ Insurance Coverage Max $______ met to date: 
$______ 

Individual Out of Pocket Max: $______ met to date: $______ Family Out of Pocket Max: $______ met to date: $______ 
 

Time of Service Payment Option 
Initial Visit (adults and children) Includes: Initial exam, chiropractic adjustment, and therapy  $100 

Adult Established Patient:  Adjustment $50 *see Family Plan 

Established Patient Minors/Young Adult Students:  $30 

Re-exam (6 months - 3 years since last visit):  $20-$35 

Recommended Therapy at Time of Chiropractic Visit:  $10   

Family Plan 
First adult family member’s chiropractic visit fee is customary pricing, above.  
Your spouse/partner will receive discounted customary chiropractic fee if seen the same day.  

Therapies/Modalities include: Electric Muscle Stimulation (EMS), UltraSound, and Kinesio Tape 
Minors/Young Adults: dependent 18 years or younger and living at home/full-time student. 

*Family Plan TOS benefits: 1) Status Married/Partnered.  2) Adult members of the family MUST be seen for chiropractic  
care the same day to receive full Family Plan TOS benefits. 3) Member’s services at the lesser rate will be half the regular fee.  
4) You must pay at the time services are rendered or you will be subject to the insurance fee schedule rate.  
Insurance benefits and TOS cannot be combined with the Family Plan. 

I recognize and acknowledge by virtue of my signature below that this Agreement, to reduce usual and customary charges is undertaken for my benefit,  
that it will result in a fee arrangement distinct from the one usually in place for the services in question, for my sole benefit. 

In light of the foregoing, I hereby agree to the following: 1.I will not seek reimbursement for the services rendered to me under this arrangement from any 
insurance company, employer, welfare program, government entitlement program (Medicare or Medicaid), Workers’ Compensation program or other third-party 
payor. 2.  
If any third-party payor responsible for all or part of the payment due as a result of services rendered under this Agreement contacts me, I will notify such payor  

of this arrangement and the reduced fees achieved as a result of the Agreement. 

 
_______________________________________________________________________________                _______________________ 
Signature                                                                                                               Date 
 
 



 
 

 
Acknowledgment of Heartland Chiropractic and Wellness Center  

Privacy Practices 
 
 
 

I acknowledge that a copy of this clinic’s Notice of Privacy Practices has been made available to me.  
I also understand that this Notice is available at HeartlandWellnessCenter.com\Forms or by request. 

 
 
 

__________________________________________________________________________________ 
Signature of Patient or Legal Representative Date 
 
 
___________________________________________________________________ 
Print Patient Name 



We may use and share your information as we: 

 Treat you

 Run our organization

 Bill for your services

 Help with public health and safety issues

 Do research

  Comply with the law

 Respond to organ and tissue donation requests

 Work with a medical examiner or funeral director

  Address workers’ compensation, law enforcement,  
and other government requests

  Respond to lawsuits and legal actions

See pages 3 and 4 

for more information  

on these uses and 

disclosures

You have the right to: 

Get a copy of your paper or electronic medical record

Correct your paper or electronic medical record

Request confidential communication

Ask us to limit the information we share

Get a list of those with whom we’ve shared  
your information

Get a copy of this privacy notice

Choose someone to act for you

File a complaint if you believe your privacy  
rights have been violated

See page 2 for 

more information on 

these rights and how 

to exercise them

Our  
Uses and  

Disclosures

Your  
Rights

See page 3 for 

more information on 

these choices and  

how to exercise them

You have some choices in the way that we  
use and share information as we: 

Tell family and friends about your condition

Provide disaster relief

Include you in a hospital directory

Provide mental health care

Market our services and sell your information

Raise funds

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.

Your Information.  
Your Rights.
Our Responsibilities.

Your 
Choices
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When it comes to your health information, you have certain rights.  

This section explains your rights and some of our responsibilities to help you.

Your  
Rights

Get an electronic or 
paper copy of your 
medical record 

 You can ask to see or get an electronic or paper copy of your medical record and 
other health information we have about you. Ask us how to do this. 

 We will provide a copy or a summary of your health information, usually within 30 
days of your request. We may charge a reasonable, cost-based fee.

Ask us to correct 
your medical record

 You can ask us to correct health information about you that you think is incorrect  
or incomplete. Ask us how to do this.

 We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential 
communications

 You can ask us to contact you in a specific way (for example, home or office phone) 
or to send mail to a different address. 

 We will say “yes” to all reasonable requests.

Ask us to limit what 
we use or share

 You can ask us not to use or share certain health information for treatment, 
payment, or our operations. We are not required to agree to your request, and we 
may say “no” if it would affect your care.

 If you pay for a service or health care item out-of-pocket in full, you can ask us not to 
share that information for the purpose of payment or our operations with your health 
insurer. We will say “yes” unless a law requires us to share that information.

Get a list of those 
with whom we’ve 
shared information

 You can ask for a list (accounting) of the times we’ve shared your health information 
for six years prior to the date you ask, who we shared it with, and why.

 We will include all the disclosures except for those about treatment, payment, and 
health care operations, and certain other disclosures (such as any you asked us to 
make). We’ll provide one accounting a year for free but will charge a reasonable, 

Get a copy of this 
privacy notice

 You can ask for a paper copy of this notice at any time, even if you have agreed to 
receive the notice electronically. We will provide you with a paper copy promptly.

Choose someone  
to act for you

 If you have given someone medical power of attorney or if someone is your legal 
guardian, that person can exercise your rights and make choices about your health 
information.

 We will make sure the person has this authority and can act for you before we take 
any action.

File a complaint if 
you feel your rights  
are violated

 You can complain if you feel we have violated your rights by contacting us using the 

 You can file a complaint with the U.S. Department of Health and Human Services 

www.hhs.gov/ocr/
privacy/hipaa/complaints/.

 We will not retaliate against you for filing a complaint.



In these cases, you have 
both the right and choice 
to tell us to:

Share information with your family, close friends, or others involved in your care

Share information in a disaster relief situation

Include your information in a hospital directory

If you are not able to tell us your preference, for example if you are unconscious, 
we may go ahead and share your information if we believe it is in your best interest. 
We may also share your information when needed to lessen a serious and imminent 
threat to health or safety.

In these cases we never 
share your information 
unless you give us  
written permission:

Marketing purposes

Sale of your information

Most sharing of psychotherapy notes

In the case of fundraising: We may contact you for fundraising efforts, but you can tell us not to  
contact you again.

For certain health information, you can tell us your choices about what 
we share. If you have a clear preference for how we share your information in the 
situations described below, talk to us. Tell us what you want us to do, and we will follow 
your instructions. 

Your 
Choices

Treat you  We can use your health information and 
share it with other professionals who are 
treating you. 

Example: A doctor treating you for an 
injury asks another doctor about your 
overall health condition.

Run our 
organization

 We can use and share your health 
information to run our practice, improve 
your care, and contact you when necessary.

Example: We use health information 
about you to manage your treatment and 
services. 

Bill for your 
services

 We can use and share your health 
information to bill and get payment from 
health plans or other entities. 

Example: We give information about you 
to your health insurance plan so it will pay 
for your services. 

How do we typically use or share your health information?  

We typically use or share your health information in the following ways.

Our 
Uses and

Disclosures

continued on next page



Help with public health  
and safety issues

 We can share health information about you for certain situations such as: 

 Preventing disease

 Helping with product recalls

 Reporting adverse reactions to medications

 Reporting suspected abuse, neglect, or domestic violence

 Preventing or reducing a serious threat to anyone’s health or safety

Do research  We can use or share your information for health research. 

Comply with the law  We will share information about you if state or federal laws require it, 
including with the Department of Health and Human Services if it wants to 
see that we’re complying with federal privacy law.

Respond to organ and  
tissue donation requests

  We can share health information about you with organ procurement 
organizations. 

Work with a medical 
examiner or funeral director

  We can share health information with a coroner, medical examiner, or funeral 
director when an individual dies.

Address workers’ 
compensation, law 
enforcement, and other 
government requests

 We can use or share health information about you:

 For workers’ compensation claims

 For law enforcement purposes or with a law enforcement official

 With health oversight agencies for activities authorized by law

 For special government functions such as military, national security, and 
presidential protective services

Respond to lawsuits and 
legal actions

  We can share health information about you in response to a court or 
administrative order, or in response to a subpoena.

How else can we use or share your health information? We are allowed or required to share your 
information in other ways – usually in ways that contribute to the public good, such as public health and research. 
We have to meet many conditions in the law before we can share your information for these purposes. For more 
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.



Our Responsibilities

  We are required by law to maintain the privacy and security of your protected health information. 

   We will let you know promptly if a breach occurs that may have compromised the privacy or security  
of your information.

   We must follow the duties and privacy practices described in this notice and give you a copy of it. 

   We will not use or share your information other than as described here unless you tell us we can in 
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you 
change your mind. 

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. 
The new notice will be available upon request, in our office, and on our web site.

This Notice of Privacy Practices applies to the following organizations.
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