
 
 
 

Application for Treatment 
 
 
Name: _______________________________ Date of Birth _____/ _____/ _____ S.S. # _______-_____-_________ 
 
Address: ________________________________________ City: _________________________ State: _____ Zip: ___________ 
 

Phone: Home: ________________________ Work: _______________________ Cell: ______________________ 
 

Email Address: ______________________________ Is it OK to send you our monthly e-newsletter?  Yes  No 
 

Name of your Employer: ___________________________________________________________________________________ 
 
Physical requirements of your job: _____________________________________________________________ 
 

Check if you are:  � Married � Single � Widowed    � Divorced      � Separated 
 

Name of Spouse/Responsible Party: ____________________________ Relationship to Patient: _____________ 
 

Primary Care Physician: ___________________________ Telephone: _________________________________ 
 

Address of Physician: ________________________________________________________________________ 
 
Referred to our office by: _____________________________________________________________________ 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 
 
 
 
 

Briefly describe your        First time  you 
major complaint/s:        remember  

    having this         
                problem? 
       ______________________________ _________ 
       ______________________________ _________
    __________  ______________________________ _________ 
       ______________________________ _________  
       ______________________________ _________ 
       ______________________________ _________ 
       ______________________________ _________ 
       ______________________________ _________ 
       ______________________________ _________ 
       ______________________________ _________ 
       ______________________________ _________ 
       ______________________________ _________ 
       ______________________________ _________ 
       ______________________________ _________ 
       ______________________________ _________ 
       ______________________________ _________ 
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Please mark the location/s of your pain 
or numbness on the diagram below, and 
number from most bothersome to least. 

 

 
 



 
MEDICAL HISTORY: 
 

Was there a specific activity that started your pain? ________________________________________________ 
 

What seems to make your condition worse? ______________________________________________________ 
 

What seems to help? _______________________________________________________________________________________ 
 

What have you tried so far that has not worked? _____________________________________________________________ 
 

When the pain is at its worst, how does it feel? ____________________________________________________ 
 

__________________________________________________________________________________________ 
 

When the pain is at its worst, how much older do you feel than your actual age? ______________________________ 
 

Has this problem been getting worse, better, or staying the same? _____________________________________ 
 

When it is at its worst, how does it affect you at work? ______________________________________________________ 
 

__________________________________________________________________________________________ 
 
 

When it is at its worst, how does it affect you at home? ______________________________________________________ 
 

__________________________________________________________________________________________ 
What do you like to do for fun? (hobbies, exercise, etc.)_____________________________________________ 
How has this problem affected your ability to do these things?__________________________________________ 
 

How has this problem been affecting your sleep? __________________________________________________ 
 
 

Have you ever been injured in an auto accident (sore afterwards)? � Yes  � No  
 

If yes, when, and what were your injuries? __________________________________________________________________ 
 

__________________________________________________________________________________________ 
 

Please list any other accidents or physical traumas you have had during your life, including childhood: _________ 
 

__________________________________________________________________________________________ 
 

Please list any past surgeries: __________________________________________________________________ 
 

Do you suffer from: � Headaches � Sinus problems � Digestive Problems � Painful Menstruation  
� Arthritis  � Loss of smell/taste  � Problem with balance 
Any other health problems? ________________________________________________________________________ 
 

Is there a possibility that you are now pregnant?  � Yes  � No 
 

Medications you currently take: ________________________________________________________________ 
Vitamins/Supplement you currently take:________________________________________________________ 
Have you been treated previously by a chiropractor?  � Yes  � No 
 

If yes, by whom and what were your results? 
_____________________________________________________________________________ 
 
Do you have any questions/concerns?_______________________________________________________________________ 
 
 
I understand that fees are payable at the time treatment is received unless other arrangements are 

made in advance. 
 

 
 
Signature: _______________________________________________ Today’s Date: _________________ 
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A. Notifier: Clark Chiropractic Center, 418 E Diamond Ave, Gaithersburg, MD 20877  (301) 
926-1500   

B. Patient Name: C. Identification Number: Acct. #  
 

Advance Beneficiary Notice of Noncoverage (ABN) 
NOTE:  If Medicare doesn’t pay for D. #1,  #2 below, you may have to pay. 

Medicare does not pay for everything, even some care that you or your health care provider have 
good reason to think you need. We expect Medicare may not pay for the D.  #1 & #2 below. 

D. E. Reason Medicare May Not Pay: F. Estimated 
Cost 

  
 #1. Intersegmental Traction (97012) 
       Exam (99203) 
 
 #2. Electric Muscle Stim (G0283/97032) 
       Exam (99203)  

 
 Not a covered service 
 
 
 Not a covered service 

 
 $305.00 
 
 
 $305.00 

WHAT YOU NEED TO DO NOW: 
• Read this notice, so you can make an informed decision about your care. 
• Ask us any questions that you may have after you finish reading. 
• Choose an option below about whether to receive the D. #1,  #2  listed above. 

Note: If you choose Option 1 or 2, we may help you to use any other insurance 
that you might have, but Medicare cannot require us to do this. 

 

G. OPTIONS: Check only one box.  We cannot choose a box for you. 
□ OPTION 1.  I want the D.  #1,  #2  listed above.  You may ask to be paid now, but I also want 
Medicare billed for an official decision on payment, which is sent to me on a Medicare Summary 
Notice (MSN). I understand that if Medicare doesn’t pay, I am responsible for payment, but I 
can appeal to Medicare by following the directions on the MSN. If Medicare does pay, you will 
refund any payments I made to you, less co-pays or deductibles. 
□ OPTION 2. I want the D.  #1,  #2  listed above, but do not bill Medicare. You may ask to 
be paid now as I am responsible for payment. I cannot appeal if Medicare is not  billed. 
□ OPTION 3. I don’t want the D.  #1,  #2  listed above.  I understand with this choice I am 
not responsible for payment, and I cannot appeal to see if Medicare would pay. 
H. Additional Information: 

 
 
This notice gives our opinion, not an official Medicare decision. If you have other questions on 
this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048). 
Signing below means that you have received and understand this notice. You also receive a copy. 

I. Signature: J. Date: 

CMS does not discriminate in its programs and activities. To request this publication in an 
alternative format, please call: 1-800-MEDICARE or email: AltFormatRequest@cms.hhs.gov. 

 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. 
The valid OMB control number for this information collection is 0938-0566. The time required to complete this information collection is estimated to average 7 minutes 
per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If 
you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA 
Reports Clearance Officer, Baltimore, Maryland 21244-1850. 

Form CMS-R-131 (Exp. 03/2020) Form Approved OMB No. 0938-0566 

mailto:AltFormatRequest@cms.hhs.gov


 


