Welcome to Titus Family Chiropractic – Dr. Todd Titus
Our Goals:
1. Find the cause of your pain and reduce any symptoms as soon as possible.
2. Provide specific home instructions and exercises to help reduce future injury.
3. Give outstanding customer service with compassion and honesty.

Most patients response to care in 4-6 visits. It is very important that you follow all the doctor’s recommendations, this will allow for optimal healing. Please communication with us immediately if you have any questions or concerns. We specialize in treatment involving many conditions but this is not a medical clinic. It is important for you to see your medical practitioner as soon as possible to check you for any medical problems. If you need one, please ask us for a referral. We are a chiropractic (done by hand) clinic focusing on the musculoskeletal system which protects the related neurological system. We will perform a detailed neurological and orthopedic physical exam to determine if we can help you. Further tests may include X-ray, MRI, or CT scan – that will be referred out for these services. Treatment may include Active Release Technique, massage, laser therapy and spinal adjustments. If you are not improving or your condition is worsening, a referral to the proper specialist or diagnostic test will be made. It is always a good idea to communicate with all your doctors. Please list any doctors you would like us to send reports to.

Doctor: _________________ #:_______________ Doctor: ____________________ #: ______________


 				Confidential Patient Information:
Name: _____________________________   Date: ____________  SSN: ___________________
DOB: _______________   Age: ____    Gender:  M    F     Marital Status: _________  # of children: ____
Address: __________________________   City: ________________  State: _____  Zip: ___________
Home Phone #: ________________________  Cell: ___________________ 
Email: _______________________________   Occupation: _______________________
How did you hear about us? _________________________________________________
	Payment Options: Cash ---- Check ---- Credit Card ---- Health Insurance ---- Auto Insurance
Have you been in an Auto/Work Accident? --- Past Year ---- Past 5 years ---- Over 5 Years ---- Never
				        Health Insurance Information
Please give all insurance cards to the receptionist so that we can make copies to verify coverage. 
Primary Insurance: ______________________________   Secondary: ____________________________
 					  Financial Agreement
I (we) agree to pay for services rendered to the above-mentioned patient as the charge is incurred. I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself and that I am personally responsible for payment of all services covered or not covered. I also understand that if I suspend or terminate my care and treatment, any fee for professional services rendered to me will be immediately due and payable. 
Notice: Full payment for services rendered is due at the end of each visit. If for any reason this request cannot be met, arrangements should be made in advance before seeing the doctor. 
*Insurance Cases: Deductible should be met in the beginning unless prior arrangements are made.
[bookmark: _GoBack]**I hereby agree that if my bill must be turned over to a third-party collection agency for non-payment, there will be a collection fee added to my bill of 30%- this is pursuant to Georgia Statutory law “O.C.G.A-13-1-11”. 
Patient or Guardian Signature: ______________________________  Date: _______________________

