DOCTOR

PRIVATE INSURANCE PATIENT INFORMATION

REFERRED BY:

PATIENT’S NAME: DRIVERS LIC. #:
ADDRESS: SOCIAL SECURITY #:

CITY: STATE: ZIP CODE: DATE OF BIRTH:
PHONE #: ( ) EMAIL:

MALE: FEMALE: MARITAL STATUS: M, S, D, W, SEP

DATE OF INJURY: INJURED AREA (S)

EMPLOYER: OCCUPATION:

ADDRESS: CITY: STATE: ZIP:
WORK PHONE #: () HOW LONG:

PRIMARY INSURANCE: PHONE({ )

ADDRESS: CITY: STATE: ___ZIP:
INSURED’S NAME: RELATIONSHIP:
GROUP/POLICY#: PRIMARY PHYSICIAN:
SECONDARY INSURANCE: PHONE ( )
ADDRESS: CITY: STATE: ___ ZIP:
INSURED’S NAME: RELATIONSHIP:
GROUP/POLICY#:

Were you injured on the job? Yes No

‘Were you injured in an Auto Accident? Yes No

DATE: SIGNATURE:

STADIUM CHIROPRACTIC
& SPORTS MEDICINE REHABILITATION
1940 W. ORANGEWOOD AVE. SUITE 101 ORANGE, CA 92868
PHONE (714) 885-9088 FAX (714) 885-9088



FINANCIAL AGREEMENT
HEALTH INSURANCE

We would like to take a moment to welcome you to our office and to assure you that you will receive the very best
care available for your condition. In arder to familiarize you with the financial policy of this office, we would like to
explain how your medical bills will be handled/

Explanation of Insurance Coverage

Most insurance policies cover chiropractic care, but this office makes no representation that yours does. Insurance
policies can differ greatly in terms of deductible and percentage of coverage for chiropractic care. Because of the
variance from one insurance policy to another, we require that you, the patient, be personally responsible for the
payment of your deductibles, as well as any unpaid balances in this office. We will do our best to verify your
insurance coverage and will bill your insurance company{ies} in a timely manner.

Payment Arrangements

We do require that you pay yout visit copay every visit. Your portion of the bill must be paid by every visit of each
month and any unpaid balances will be considered past-due on the 1% day of the following month. An interest
charge of $5.00 a month may be applied to your past-due balance.

Assignment of Benefits
Attached is an “Assignment of Benefits” from which we would like you to sign. This form instructs your insurance
company te send their payments directly to this office. Please sign all copies of this form.

Original Claim Form

In order to open a claim with your insurance company, we will need at least one of your insurance company’s
ORIGINAL CLAIM FORMS. Most insurance companies require this original from be completed before they will
release any henefits. You should be able to get this claim form from your employer or from your instrance
company directly.

Release of Information

if your insurance company requires medical reports to document your treatment and progress your signature
below authorizes the release of medical information necessary to process your claim.

Veluntary Termination of Care

f you suspend or terminata your care at any time, your portion of all charges for professional services are
immediately due and payable to this office. All services rendered by this office are charged directly to you, and
you, ultimately, will be personally responsible for payment, regardless of your Insurance coverage.

We hppe that this answers any questions you might have cencerning the financial policies of this office. Once
agsin, we welcome you to our office and will be glad to answer any further guestion you might have.

t have read and agree to the above.

Patient’s Signature Date




ASSIGNMENT AND INSTRUCTION FOR DIRECT PAYMENT TO DOCTOR
PRIVATE / GROUP HEALTH INSURANCE / GROUP ACCIDENT

Patient Name: Date
Address:

City. State: ZIP:
Employer;

Claim or Group#: Member 1D or SS#:

| hereby instruct the above-named insurance company to pay by check made out to and mailed directly to:

Dr. April A. Lopez
1940 W. Orangewood, Ste. 101
Orange CA. 92868

If my current policy prohibiis direct payment to the dactar, then | hereby instruct and direct you to make out the
check to me and mail it as follows:

C/O 1940 W. Orangewood, Ste. 101
Crange CA. 92868

For professional or medical expense benefits allowable and otherwise payable to me under my current insurance
policy as payment toward the total charges for professional services rendered. THIS IS A DIRECT ASSIGNMENT
OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not exceed my indebledness fo the
above-mentionad assignee, and | have agreed to pay, in a current manner, any balance of said professional fees
for non-covered services and/or fees, over and above the insurance payment or as required by my insurance
policy.

A photocopy of this Assignment shall be considered as sffective and valid as the original.

| also authorize the release of any information partinent to my case to any insurance company, adjuster, or attorney
involved in this case for the purpose of securing payment under this policy of insurance.

| authorize doclor to initiate a complaint to the Insurance Commisioner for any reason on my behalf.

Dated at County, this day of , 20
X

Signature of Policy Holder Withess

X

Signature of Claimant, if other than Pelicyholder

Assignment Form
R3/02




American Specialty Health Plans of California (ASH Plans) INITIAL HEALTH STATUS

P.0. Box 509001, San Diego, CA 92150-9001 {Chiropractic) Fax: 877/427-4777
Patient Name: Birthdate: Sex: M/F
Address: Gity: State: Zip:

Telephane: Social Security #: Driver Lic. #:

Occupation: Employer: Work Phone:

Address: City: State: Zip:

Subscriber Name: . Health Plan:

Subscriber 1D #: Group #: Spouse Name:

Spouse Employer: City: State; Zip:

Primary Care Physician Name: PCP Phone:

MARK AN X ON THE PICTURE WHERE YOU HAVE PAIN OR OTHER SYMPTOMS.
‘DESCRIBE YOUR CURRENT PROBLEM AND HOW IT BEGAN:

Is this? [ ] Work Related  [_] Auto Related U1 N/A
DATE PROBLEM BEGAN:
Current complaint (how you feel today): iy
| |
0 1 2 3 4 5 6 7 8 9 10
No Pain Unbearable Pain
How often are your symptoms present? [10-25% []26-50% []51-75% []76~100%
Can you perform your daily activities? [] Yes [[] No {Describe)
HAVE YOU HAD SPINAL X-RAYS, MRI, CT SCAN? [ INo [_]Yes Date(s) taken:
WHAT AREAS WERE TAKEN?
Please check all of the following that apply toyou: [ ] None Apply
No Yes Congdition No Yes Condition
History of Recent Infection [J [ Prostate Problems
Recent Fever | Frequent Urination
HIVIAIDS Pregnancy, # of births
Diabetes Abnormal Weight [ ] Gain [] Loss

Corticosteroid Use
Birth Control Pilis
High Blood Pressure

Epllepsy/Seizures
Visual Disturbances
History of Low/Mid Back Pain

0
A I

COOOOOOOOCCo0ocE
L

Stroke (date) History of Neck Pain
Dizziness/Fainting Arthritis

Numbness in Groin/Buttocks History of Alcohol Use
Urinary Retention History of Tobacco Use
Aortic Aneurysm Surgeries/iMedications:
Cancer/Tumor

Osteoporosis

Recent Trauma

Family History: [_] Cancer [] Diabetes [ | High Blood Pressure [ ] Cardiovascular Problems/Stroke

| certify that the above information is complete and accurate. If the health plan information is not accurate, or if | am
not eligible to receive a health care benefit through this provider, | understand that | am liable for all charges for
services rendered and | agree to notify this doctor immediately whenever | have changes in my health condition or
health pian coverage in the future. | understand that my chiropractor or a clinical peer employed by ASH Plans may
need to contact my physician if my condition needs to be co-managed. Therefore | give authorization to my
chiropractor and/or ASH Plans to contact my physician, if necessary.

Patient Signature: Date:

ASH Plans Chiropractic Initial Health Status 0072272008 3




PATIENT NAME: . :

ARBITRATION AGREEMENT

Arficle 11 Agresment to Arhitrate: it is understoad that any disputs as to medical malpractice, Including whether any medicel servicas
randered undsr this conlract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will ba
determined by submission to arbitration as provided by California and federal Yaw, and not by a fawsuit or resort to Cowl process except as
state and federal taw provides for |udicial review of arbitration praceedings. Both parties to this conlract, by entering Into it, sre giving up their
conestitutional fight to have any such dispute decided in a court of law before a jury, and insteed are accepling the use of arbifration. Further,
the parties will not have the right to parlicipate as a membsr of any class of daimants, and there shall be no authority for any dispule to be

decided on a class aclion basis. An arbltration can only decide & disputs between the parties and may not consalidate or join the cleims of
ather persons who have similar claims. .

Arficle 2: Al Claims Must be Arblirated: 1t is also understood that any dispute that does not refate to medical malpractice, including
disputes as lo whether or not a disputs i3 subject to arbilralion, as o whether this agreement is uncanscionable, end any procedural
disputes, will also be datermined by submission to binding arbiiration. 1t Is the Intention of the parties that this agreemant bind all parfies as
to all claims, including claims arising out of of relating to treatment or services provided by the health care provigar including any helrs or
past, present or future spouse(s) of the patient in relation 1o all claims, including loss of consCitium. This agreement is also intended to bind
any children of the patient whether born or unborn at the ime of the accurrance giving rise 1o any claim. This agreement is intended to bind
the patient and the heailh care provider andfor other licansed health care providers, preceptors, or interns who now o7 in the future treat the
patient while employed by, working or associated with ar serving &s & back-up for the health care provider, including those working at the
hezlth care provider's clinic or office ar any ofher clinic or office whether signatories to this form or not.

All claims for manetary damages exceeding tha jurisdictional limit of the smal! claims court against the health care pravider, and/or the health
care provider's associales, association, corporation, parmership, employaes, agenis and estate, must be arbitrated including, without

limitation, claims for loss of consorium, wrongful death, smotional distress, injunctive relief, or punilive damages. This agreement is
intended to create an open book account unless and until revoked.

Artlcla 3; Procedures and Applicable Law: A demand for arbifration must be communicated in writing to all parfies. Each pary shalt
select an arbitrator (party arbitrator) within thirty days, and a third arbitrator {neutral arbitrater) shall be selacted by the arbitrators appeinted
by the parties within thifly days thereafter. The neutra! arbitrator shall then be the sale arbilrator and shall decide the arbitration. Each party
ta the arbitration shali pay such party’s pro rata shara of the expenses and fees of fhe peutral arbiirator, togsther with other expenses of the
arbitration incurmed or approved by the neutral arbitrator, nat including counsel fees, witness fees, or other expenses incurred by a party for

such parly’s own benefit. Either party shali have the absoluts rght to bifurcate the issues of liability and damage upon written request to the
neutral arbikratar.

The parties consent to the intervention and jeinder in this arbitration of any person er entity that wold otherwise be a proper additional party
in 2 court action, and upan such inlervention and joinder, any existing eourt action against such additional person or entity shall be stayed
pending arbitration. The parties agree ihat provisians of the California Medical Injury Compensation Reform Act shall apply to disputes within
this arbitration agreement, including, but not limited to, sections establishing the right to introduce evidence of any amount payable as a
penefit to the patient as allowsd by law (Givil Code 3333.1), the limitation on recovery for non-gconomic losses {Civil Code 3333.2), and the
right to have a judgment for future damages conformed to periadic paymenls (CCP 667.7). The partiss furlher agrea that the Commercial
Arbitration Rules of the American Arbitraiion Assaciation shall govem any arbitration conducted pursuant to this Arbitration Agreement.

Articie 4: General Provision: All dlaims based upan the same incident, ransaction, of related circumsiances shall be arbitrated in one
proceeding. A ciaim shall be walved and forever barred if (1) on ihe date notics thereof Is raceived, the claim, if assertad In a clvil action,

would be barred by the applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration clairn i accardance with the
procedures prescribed harain with reasonable difigence.

Adficle 5: Revocation: This agreement may be revcked by written notice delivered to the heaith care provider within 30 days of signature
and, if not revoked, will govem all professional services recsived by the patient ard all othar disputes between he parties.

Article 6 Retroactive Effect: If patient intends this agresment to cover services rerdered before the date it is signed (for exarnple,
emergency treatment), patient should initial here. . Effective as of the date of first professional services.

If iy provision of this Arditration Agreement is held invalid or unenforceable, the vemaining provisions ghall remain In full force and shaki not

be afiacted by the invalidity of any other provision. | understand that ) have the right 1 receive & copy of this Arbilration Agreement. By my
signature below, | acknowledge that | have receivad a copy.

(Dake)
PATIENT SIGNATURE x i
{Or Patiert Representativa) (Indicate relationship i signing for patient)
{Date)
l;OFFI.CE SIGNATURE X

ALSO SIGN THE INFORMED CONSENT on REVERSE sipE
NCC-CA c2007




CHIROPRACTIC INFORMED CONSENT TO TREAT

| hareby request and censant to the perfarmance of chiropractic procedures, including various modes of physical thérapy/physiotherapy,
diagnostic x-rays, and any supportive thetagles on me {or en the patiant named below, for whem 1 am lagally responsible) by the doctor of
chiropractic indicated below andfor other licensed doctars of thiropractic and support staff who now or In the future treat me while smployed
by, working or associated willy, o serving s back-up for the doclor of chirepractic named below, ineluding those warking at the clidlc or
offive listed below or any cther office of clinle, whether signatories to this form ornot, )

| have had an opportunity to discuss with the doctor of chiropractic named below and/or with other ofifice or clifiic persennel the natura and
purpces of chirnpracte adjustrherits shd pregadures.

t understand that chiropractic adjustments and supportive treatment ara deslgnad 10 raduge andfor carrect subluxations, slawing the budy fo
éturh to Imptoved health. It can also dleviate certaln symptams through a conssrvative approgch with hopes 1o aveld more Invasive
procedures, Howsver, | understand and am inforimed thet, a3 (s with all healthcars treatments, results are not guaranteed, and there is no
prfomlse to cure. In addition, [ understand and am Infarmed thet, as Is with all healthicare freatments, it thé praciice of chiropractic there ars
some 175ks to ireatment, including, but not limited ta, mu=cle spasms for shorl perids of tme, aggravating and/or femperary increase in
symptors, lack of improvement of symplome, burns fram heat lamps, ice or hediing devices, Tracturss, disc Injuries, strokes, dislocaticns
and sprains. | do not expect the dotlor to ha able to antlclpate and explain all risks and complications, end 1 wish to rely on e dactor i

exerclse judgment during the course of the procedure whick the doctor feels at the ime, based upan the Tacks then known, s in my best
intarests.

| further understand that there ate treatment opticns available far my condition ether than chiropractic pracedurss.” Thesea treatment options
incude, but are hot limited to, seff-adminlatsred, over-the-counter anelgesics end rest; medical care with presaription drugs, such a8 enti-
inflammatories, muscle relaxants and painkifiers; physical therapy; steraid injections; bracing; and surgery. | understand and have been

informed that | have thi right 1o & sdcond apinloh and to secure olher opinions i | hava sonderns as o the nalurs of my symptoms ard
freatment options.

! understand that all paymeni{s) for reatmeni{s) are final and no refunds will be lesued. However, prorated fees for unused, prepald
treatments will be refunded if | wish ta cancel the frealment.

| have read, or have had read o me, the above cansert. | have also had an epporiunily to ask quesions about fis contant, and by slgring

below, | agres to the above-named procadures. ! intand this consent to cover the enfira course of teatmant for my present condition and for
any {utura condition{s) for which i seek treatrmert. -

CHIROPRACTOR NAME:

{Date)

PATIENT SIGNATURE X
{Or Patient Guardian/ParentReprasantative) (Provide name and relatfonshlp if sigring for patlent)

ALS0 SIGN THE ARBITRATION AGREEMENT on REVERSE SIDE

NCC-FED c2004



poican Spcialty Hoalth (ASH) MEMBER BILLING ACKNOWLEDGMENT

P.0. Box 509001, San Diego, CA $2150-8001 Chiropractic
California Only Fax: 877.427.4777  All Other Statss Fax: 877.304.2746 For questions, please call ASH at 800.972.4226

IMPORTANT NOTICE: You may have additional coverage options for these services through your medical

insurance benefits. ASH recommends that you contact yaur health plan to inquire regarding coverage for these
services prior to signing this form.

l, , @ member being treated by Dr.
{Name of Patient/Member/Subscriber) {Chiropracicr Name)

do hereby acknowledge that a certain portion of my care will not be covered by my HMO, insurance company,
or health plan under the terms of my Benefit Pian with

{Name of Hzalth Plan)
| understand and agree to be responsible fo self-pay for the following services:

LIST OF SERVICES TO BE PAID FOR BY MEMBER:
Daie Procedure Charge

“ | ea | |8 | &8 (0

Separately list each date of service on which non-covered seivices will be rendered and have the member
initial the charge. Please attach additional Member Billing Acknowledgment form(s) for additional services.

This form is only to be used if an ASH member desires to self-pay for non-covered services. Non-covered
services include services such as supplements that are not covered by the member's heaith ptan. Non-covered
services may also include services determined by ASH to be maintenance-type services.

The ASH Contracted Chiropractor may not hill the member during the course of an ASH approved treatment

program unless there is a copayment, deductible, coinsurance, or the member is receiving non-covered
services,

The ASH Contracted Chirgpractor may not bill the member for the difference between what the ASH
Contracted Chiropractor bills and what the ASH Contracted Chiropractor agreed confractually fo accept as

payment for services. This difference represents an amount the ASH Contracted Chiropractor agreed
contractually to waive.

This agreement may not be used as a “blanket” or “retroactive” agreement to bili members for any services not
reimbursed by ASH. Such use will render this agreement "void” and non-binding on the Member. This
agreement may only be used to allow the member to agree to “self pay” for specific services in advance.

| acknowledge that | have reviewed my coverage options and that | have been told in advance of treatment

what portion of my care | will have to pay for, including non-covered services as described above, and agree to
make financial arrangements with my chiropractor,

Dr. , to pay for these services myself.

(Chiropractor Mame)
Dated at , this day of , 20

(nity) (state) {date) (montb) (year)
Member Signature Member Health Plan ID#

{Guardian must sign for all members 17 years or younger)

Practitioner Signature Date

DEMbrBillAckn032812.docx
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NOTICE OF PERSONAL CHIROPRACTOR OR PERSONAL ACUPUNCTURIST

If your employer or your employer’s insurer does not have a Medical Provider Network, you
may be able to change your treating physician to your personal chiropractor or acupuncturist
following a work-related injury or illness. In order to be eligible to make this change, you must
give your employer the name and business address of a personal chiropractor or acupuncturist in
writing prior to the injury or illness. Your claims administrator generally has the right to select
your treating physician within the first 30 days after your employer knows of your injury or
illness. After your claims administrator has initiated your treatment with another doctor during
this period, you may then, upon request, have your treatment transferred to your personal
chiropractor or acupuncturist.

You may use this form to notify your employer of your personal chiropractor or acupuncturist.

Your Chiropractor or Acupuncturist’s Information:
Dr. April A. Lopez

(name of chiropractor or acupuncturist)

1940 W. Orangewood Ave Suite 101 Orange, CA 92868

(street address, city, state, zip code)

(714)385-9088 Fax: (714)385-9083

{telephone number)

Employee Name (please print):

Employee’s address:

Employee’s
Signature Date:

DWC FORM 9783.1 (March 14, 2006)



Stadium Chiropractic & Sports Medicine Rehabilitation
1940 W. Orangewood, Ste. 101., Orange CA 92868
(714) 385-9088 / fax (714) 385-9083

www.StadiumChiropractic.com

Massage Plan Cancellation Policy

Thank you for taking advantage of the professional massage therapy services
offered at Stadium Chiropractic and Sports Medicine Rehabilitation. The following
details the office policy as it applies to our massage therapy program:

Cancellations:

® 24 hour notice is required for canceling all scheduled massage therapy

sessions.

e All late cancellations will be subject to a cancellation fee of 50% of the

massage fee.
o NO SHOWS will be billed 100% of the massage fee.

¢ Any patient more than 10 minutes late will be considered a NO SHOW or

may have their scheduled massage time reduced appropriately.

e Our massage therapists appreciate your positive comments. However,
tipping and/or the exchange of money in treatment rooms are strictly

prohibited.

I have received a copy of these guidelines.

Patient Signature Date
Patient Copy / Patient File



