
ABOUT YOU 
I I Today's Date: 

Patient Name: 
Larl nnt MI 

What You Prefer b be called: - Mak, - ~ m b  
Date of Birth: I / Age: - SS#: 
Mailing Address: 

Slab 00 
Home Phone#: (-J 
Cdl Phone #: Carrier 
Work Phone # 
Email Address: 
Preferred Method of Cantact:(crrcle me) Phone, Text, Email, Paper 
Refemed By: 
Em~er: How Long? 
Employer's Address: 

cur S We & 
Occupation: 
Status: _&or slm -Mnied _Divorced -Sepam$d -Wk!wd 
Spouse's Name: 
Do You have Children? -Yes _No How Many? . . 

ACCOUNr INF'MATION 
Panon U ~ y ~ l e  For Account 
Name: ., 
Relatian: 
Billing Address: 

cg. Slide w : 
Drivers' mse #: 
w#k Phwik 
Paymen- C h  C h e d r  C r e d i t  Cad AutoPay  

Credttm-wmtk?bmev~ 

I bWy aulhoriEe assignment of mj Insuana, rights and bewi'b 
nu ~ b ~ ~ ~ ~ r s n d e r a d . I t u ~ u n d e r s $ n d I h a t I a m  

soklyrespomlJefpey~mtpai l4y  my lmuranceampany (ifofferedatbh 
ofbr  

Whom should we co 
Relation: 
Home Phone#: (2 
Cell Phone #: (__$ 
Work Phone # ( ) 
Who is your Medical Doctor? 
Medical Doctor's Phonq: 

I N S U R A N ~ E  
Prlmary Insurance 
Co. Name: 
Address: 

We invite you to discuss with us any questions regarding our services. The best health services are based ona friendly, mutual understanding between 
prwider and patient. 
Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements ve been made wlth the business manager. If 
account is not paid with 90 days of the date of service and no financial arrangements have been made, you ill be tesponslble for legal fees, collection 
agency or attorney fees. interest charges and any other expenses incurred in collecting your account. 
I authorize the staff to  perform any necessary services needed during diagnosis and treatment. I aim autho Ize the prwider to  release any information 
required to process insurance claims. 
I hereby appoint Jenny L. Wiemann, D.C., P.C. including its authorized agents as my  attorney in fact to colle any and all data required to satisfy my 

to inform thls office of any changes to  the information I have provided. 

I 
flnancial obligations to this office. I hereby give and grant to my said attorney full power and authority to  db and ptrform all and every act and thing 
whatsoever necessary to  be done, in order to  fully carry out and effectuate the authority herein granted, as fully to  all intents and purposes as I might or 
could do i f  personally present and personally acting, and I hereby ratify and confirm all that my said attorney may do pursuant to thls power. 
I understand the above lnbrmatbn and guarantee thls form was completed correctly to the best of my knowledge and understand It is my responsibility 

I N ~ M ~ O N  

Signature Date -2 - 
Adult Patient - - ParentlGuardian Spouse 

City 
Phone#: 
Insured's ID#: 

State Zip 

Group # (Pbn. ~oca~, or ~ o r i  

Insured's Name: 
Relation: 
SS#: 
Insured's Employer: 

Secondary Insurance 

Date of Birth: I I 

Co. Name: 
Address: 

City 
Phone#: 
Insured's ID#: 
Group # (plan, ~ocal, or ~ o r i  
Insured's Name: 
Relation : 
SS#: 
Insured's Employer: 

State m 

) 

Date of Bitlh: I I 



I 

Informed Consent & X-ray Permission Form ) 
I 

1 hereby request and consent to the performance of chiropractic adjustments and other dhiropractic procedures, 
including various modes of physical therapy and diagnostic X-rays, on me (or on the p tient named below, for 
whom I am legally responsible) by Dr. Jenny L. Cmsby and/or other licensed doctors o chiropractic who now F or in the future work at the clinic or office listed below or any other ofice or clinic. I 

1 have had an opportunity to discuss with the Dr. Jenny Crosby andlor with other of ic  or clinic personnel the 
nature and pwpos of chiropractic adjustments and other procedures. I understa$ that results a~ not 
guaranteed. i 

I 

I understand and am informed that, as in the practice of medicine, in the practice of/chiropractic there are 
some risks to ~ t m e n t .  including but not limited to fractures, disc injuries. strokes, dijlocations and sprains. 
Scrious complications after manipulation of the cervical spine are estimated to be 1 
or fewer.' In comparison, there is a 34% rate of complications for cervical spinal 
deaths per million neck surgeries.2 In fact, Ibuprofen (Advil, and Motrin) send 
hospital each year and account for an estimated 16,000 deaths. Acctominophen 
to the emergency room and accounts for 100 deaths a ycar.3 

I do not expect the doctor to be able to anticipate and explain all risks and complica and I wish to rely 
upon the doctor to exercise judgment during the course of the procedure which the feels at the time, 
based upon the facts then known to him or her, is in my best interest. 

I understand and agree that I am responsible for full payment for the chiropractic servjces provided by Crosby 
Chiropractic to the extent that such sums arc not paid by the insurance company anger the attorney. I 
undmtand that these fees are not negotiable since they arc not payable at the time f sewice, but held as a 
courtesy. 

d i 

I I 

1 furtha understand and agree that if I file a claim against my personal health insuran plan for the physicians 
medical services for injuries arising out of an automobile accident, and my insur cc plan discounts the 
physicians regular fee and will only pay the discounted fee, I will allow the phy iciah to bill me for the 
diffennce between the physicians regular fee and the discounted fee, or the fee allowe by the insurance carrier. 
This sum, will be remitted from the monies recovered by settlement, judgment or verdi t. I I 

1 authorize Lhe performance of x-rays for me and that to the best of my knowledge at 1 am not pregnant. I 
have been advised that x-rays can be hazardous to an unborn child. 

I authorize Lhe performance of x-rays of my minor child 
__t____ 

I authorize Crosby Chimpctic Centre to release to the following people any access tolmy health and financial 

I have read. or have had read to me, the above consent. I have also had an opportunity to ask questions about its 
content, and by signing below 1 agree to the above-named procedures. I intend this onseqt form to cover the 
entire come of treatment for my present condition and for any future condition(s) for 1, hich I seek treatment. 

I 

Witness Signature __ -- 
Dak----+-- 



Cvurcat rvr rsc vncllur discb~ure u l  ~ru lnted bculllh inlurdtiuu tu 
carry out (~-c;rlrr\cat, yay~rrcttt i d o r  Ircrulllr cslr  upcruli IB. h 
'Ilsougl~ Ihc wc of Ur cotlrclll Com~, Crosby Clbirulrriw~ic C c ~ r l ~ c  ( a d  n c d  l o  as 

lllc or [iris "oflicc") is r~u \ i l y i l )g  you ~ l l d  YOU PUN 111~1: .i 
1. I 'W~LJ  ~ I I I I  inl'ullluliun IIUY b~ d J ~ I J I  d h l d  MI or* Lu carry uul I l c l L ~ r ~ ~ i ,  IIayllrlu UI 
lrrllb ruc wli~&. I 

2. l ( p ~  & twt CUI~PIII tu IIY a b v c  urclur dhkrrwq l lr l t  thir ullirr will IIUI Ileal JUI. i 
! 

10. Y w  will sig11 a14  Jatr all LWKCII~ rcquCstcJ lu wli iL yuu agree. 

I lave read rbd wdosl91d l l ~  k r w b y  mticc, r d  rib d III~ quallwu lvuc k e n  .IUWC cJ lu lBq r,,ll 
ntisractian in r w8y llut I call UI&#SUI~. ? 

! 



PATIENT NAME PR&PAY OPTION 
STREET 

i 0 CABB 
P r m  

+ 
AGE AND SEX I 

b l l  l 

STATE & ZIP 

I TELEPHOtIE 
I SoC.sEcw 

I SEND BILL TO: 3 GROUP m s u ~ ~ ~ c c  o ~ r n  on7 o r m  + wrun o ~ v r o  msun b w o ~ v ~ n s  I 

~ 0 C l i ~ C Y I  C------- 
0 CILLDCT CAXDHOLDC~I 

m&+, 

I 
NAME 
7 

STREET 

CITY 

STATE & 

1 CONDITION IS RELATED TO: 0 rim mxnewr o - t o w  o oTaen  -tnt DATE oP mBS: 

ZIP : 
I PHONE : 
I POLICY a : 1 

r 
I NSURANCE COMPANY INFO 

I 

AUTEORIZAIION TO RULASS MEDICAL MIDRIUATiON I HEREBY WIXORIZE THE 
PELLASE OF AhT MEDICAL WWPYATMN NEClSSAtY TO P R m  TICIS CLAIM AND 

SECONDARY INFO 

1 CROUP w : 
I mw i 

1 

.- ~ . . ~  ~.. -~ 
REQ&ST?.~* OF EDlWIYY 10 THE PARW WHO A C C t m  ASSIONUENT. 

ATTORNEY N w  EMPOLYER NAME ' 

I 

- -- - 

--l 
I 

Date d Due of 

AVMORlUTlON TO PA7 W E F I T S  
I HEREBY AUTHOIUZE CAYL(ENT D I l C C h Y  TO W PROVIDER O? W l C A L  BElWTlS THAT 
~OUU)NORLIALLY BE DUE LIT. 1 AUllWDDZ MY ATTORNEY TOPAY D I n Y  TO 
THE PitO\IDE8 SUCH SbWS WHIM MAY 86 DUE AS A RESULT OF THLI ACClDEKf AHD TO 
WlTHHOU) SUCH SUMS FROM ANY S-, oll m C T  M MAY BE 
NECWARY TO .U)EQUATELY P R O T U X  SAID DOC% 

I 

AC- TO P A Y M m  TLRMS 
TWEIlE WLL BE A FEE C H W E D  rW X-RAY WEUPRETATION. TH)S YllLL BE BILLED FROM 
PADIOLM~Y C O W N L T ~ W T Y Y U ) ~ .  I MIU 'ID UMJT IN FULL ANY e w c e  WHICH IS 
NOT COVUEO OR PAID DJ FUU BY ANY P J S U M N a  CARI(Eld OR CYIHER PARTIES THAT 
MAY HAVE W R I N S I W  OR LIABarrY MI TtQ SERVICES -. 

RADIOLOGY CONSTULTANTS/NIDWEST (636)256-7779 
201 ENCEANTED PARKWAY (636)227-0624 FAX 
BALLWIN, MO 6302 1 FED ID W 43-1912520 

0 m C L  USE ONLY 

VJ1231?B 

~ ~ 1 2  

u s l 2 3 4 5 ~  

e l i n  P 

FlSll2 
I 



ASSIGNMENT - AUTHORIZATION 8 LIEN 

I hereby irrevocably authorize and direct my insurance company, my attorney and any 8 all third qarty payer to pay directly to the 
applicable provider being Dr Jenny L. Crosby-Wlemann dlWa Crosby Chiropractic Centre, 331 J ngennann Rd, St. Peters, MO 
63376 do hereby assign and convey all sums of money due them for any 8 all services rende d to me or minor by whom I am 
resmible for by reason of accident, illness and by any 8 all reason of any other bills that are ue or may become due, and to 
withhold such sums from any disability benefits, including but not limited to foundation grants, govern 9, ental or agency benefits, and or 
any other insurance or third party benefits obligated to reimburse the undersigned or from any settl ent, judgment or verdict on my 
behalf as may be necessary to adequately provide for any financial obligation owed this office and 

The parties further agree that, in the event my insurance company and lor attorney obligated to make ayment to me upon the charges 
made by this affice 8 assignee for its services(s) refuses to mdre such payment, this agreement i to act as an assignment of the 
undersigned rights and benefits to Ihe extent of the offce(s) services provided, therefore, I hereby a sign and transfer to this office 8 
assignee any and all causes of action that I might have or that might exist in my favor against such co papy and authorize this office 8 
assignee to prosecute said cause of action either in my name or in the assignee's name and further 1 authorize this offie assignee to 
comprise, settle or otherwise resolve said claim or cause or cause of action as they see fit. I understand that this does not relieve me 
of my personal responsibilifies for all such charges in the event there is no recovery or if the recovery is insuffkient to satisfy such 
charges. I hereby further agree to give a full lien to said offce against any 8 all insurance benefits named herein any and all proceeds 
of any settlement, judgment or verdict which may be paid to the undersigned as a result of the injune$ or illness for which I have been 
treated by said offce 8 assignee. The undersigned patient andlor assignee further agree that the tight for payment from the 
undersigned patient shall be tolled by any statute of l~mitations unt~l a reasonable time has 
behveen third parties and the undersigned patient are resolve. A photocopy of this as effective and 
valid as the original. I voluntarily waive the statute of limitalions regarding my doctors 
to be held fully responsible for a! debts I incur by this office 

It is further agreed that the undersigned patient shall remain personally responsible for the total amo nt due this offce 8 assignee for 
its services, T k  undersigned further understand 8 nyst that this Assignment. Authorization t Lien does not constitute any 
consideration for the office to wait for payment@) and that they may demand full payment for me i mediately and at any time upon 
rendering service at their option. Such option requires that I pay for all sums due 8 owing in full wit in i d  days of demand. I further 
understand that a monthly s e ~ c e  charge is computed by a 'periodic rate' of 1.5% per month which is an annual pemntage rate of 
18% which is applied to the previous balance after deducfing current payments and that the service c rge may change without notice. 
It is understood that returned checks made payable to this office for insufficient funds, stop payments r other reasons of non-payment 
will be assessed a 530 service charge for which I agree to be held responsible for. I understand that II money due to this office will be 
paid in a timely manner with no amount of money due past 90 days f m  date service was incur and that I am respons~ble for 
payment of all outstanding balances at that time, regardless of any attorney liens, representation of an attobey, pending settlement(s) 

full all court costs, filing fees, attorney costs 8 all associated collection costs. 

i 
or other matters unless approved in writing by this office in advance to the 90 day limit. Parties furthe agree 8 understand that if need 
arises accounts delinquent by 90 days may be placed to a legal collection agencylattorney for which 1 I am Sully responsible for and in 

I further understand and agree that as necessary this office and its staff my submit, prepare1 or complete medical records, 
consultations, depositions andlor court appearances on my behalf which I understand must be full in advance and are not 
considered part of my account. I authorize this office to release any infomation pertinent to 16 any insurance company, 
adjuster, attorney or legal service bureau to facilitate collections under the terms of this that the above mentioned 
office is given full power of attorney to endorse andlw sign my name on any 8 all indebtedness owed this 
office 8 assignee. I understand that this office, its doctors 8 staK are accepting findings 8 believe the 
outlined treatment should produce change andlor improvement. However, as of improvement 
or complete recovery cannot be made and it is even possible that no change 
for all services rendered to me. 

SIGNATURE DATE 


