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Welcome to O’Neill Chiropractic! We look forward to working with you toward your health and wellness goals.  Before we begin, please take a few moments to complete the following information . . .
Name_________________________________________ Address_______________________________________

City ___________________ State____ ZIP __________ 

Home Phone _______________________

Date of Birth __________________________________
Occupation_____________________________________ Work Phone __________________________

E-mail Address__________________________________ Referred By __________________________
Today, you will receive a chiropractic exam and consultation. Your chiropractic care plan will be created based upon these exam findings, your specific wellness goals, your health history, and your current health status.
What health concerns would you like to be addressed during your chiropractic care?


1) Immediate needs/complaints:


____________________________________________________________________________________


____________________________________________________________________________________

2) Long-term goals:


____________________________________________________________________________________


____________________________________________________________________________________

What aspects of your present health do you consider to be less than optimal?  You may choose to share physical, emotional, and/or nutritional concerns.

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Physical Stressors – describe any incidence of the following, with dates:
Surgeries ________________________________________________________________________________

Illnesses   ________________________________________________________________________________

Accidents ________________________________________________________________________________

Injuries  _________________________________________________________________________________

  

  _________________________________________________________________________________
Chemical/Environmental Stressors:
List any prescription medications_____________________________________________________________

List any over-the-counter medications _________________________________________________________

Do you smoke? _____ Are you frequently exposed to second-hand smoke? _____

Any allergies?____________________________________________________________________________

Describe the nutritional value of your diet: poor   fair   good   excellent

Any unique nutritional needs or habits? ________________________________________________________
Emotional Stressors:

Describe your typical “stress level”: minimal     average      high      very high


What are the sources of this stress?  ___________________________________________________________


________________________________________________________________________________________

Do you believe that these emotional stressors may be contributing to your present physical health status? ________________________________________________________________________________________ 

In what way(s)? ___________________________________________________________________________
Thank you for your time . . .we will be with you shortly!

Financial Policy
T. Patrick O'Neill, D.C.

Kevin Morreale, D.C.
616 Potomac Ave

Buffalo, NY  14222 

(716) 884-4450

Our office is committed to providing all patients with the highest quality chiropractic care.  The following policies are in place to ensure that we can continue to do so into the future.
PAYMENT OPTIONS
Cash, Personal Checks, Visa/Mastercard/Discover/AmEx, some Flex Spending/HSA cards

FINANCIAL RESPONSIBILITY
Patients are expected to pay in full for services received, at the time of service.  The parent or guardian authorizing treatment for a child (under 18 years of age) at our office is responsible for payment of all charges related to that treatment.

INSURANCE
We are not a participating provider with any private insurance companies.  Receipts may be provided for those patients seeking reimbursement of fees from their insurance plans.
INITIAL VISIT
To reserve an initial visit appointment, $95 pre-payment is required.  If this appointment is missed, rescheduled or canceled with less than 24 hours notice, this fee will be non-refundable.

RETURNED CHECK FEE
A $35 service charge will be applied to your account for any returned check.

CANCELED/MISSED APPOINTMENTS
Appointments that are missed, rescheduled or canceled with less than 48 hours of notice are subject to a fee of $45.

I have read and understand the financial policies of O'Neill Chiropractic & Wellness, and by signing below I agree to comply with these terms accordingly.

____________________________________________

                            name (please print)
_________________________________

  ________________
                                       signature



                                  date
