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LANCE MYLER, D.C. 
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Application for Treatment 
 
Name First_________________________ MI ____________________  Home phone ______________________________________________  

 

Last _____________________________________________________  Work/Alt phone & ext ______________________________________  

 

Nickname ________________________________________________  Fax _____________________________________________________  

 

Address __________________________________________________  Cell Phone _______________________________________________  

 

City_______________________ State_________ Zip ______________  Beeper___________________________________________________  

 

Social Security # ___________________________________________  Email ___________________________________________________  

 

Gender   M F                                                                                   Work/Alt Email ___________________________________________  

 

 

Marital Status: Married, Widowed, Single, Divorced, Separated Emergency Contact_________________________________________  

 

Spouse___________________________________________________  Phone ___________________________________________________  

 

Your Date of Birth _________________________________________  Patient Referral____________________________________________  

 

Referral- Spouse, Staff Member, Dr., Office sign, NCTW, Mail, Yellow Pages, Attorney, TV, Watertown Times, Courier Observer. 

 

Occupation _______________________________________________  

 

Employer_________________________________________________  Phone ___________________________________________________  

 

Employer Address__________________________________________  Fax _____________________________________________________  

 

City_______________________ State_________ Zip ______________  Email ___________________________________________________  

 

Primary Physician __________________________________________  Address__________________________________________________  

 

May we send a summary of your care here? Yes  No 

 

Have you had Chiropractic care before? Yes   No   From  Whom? __________When? _______________________________________________________  

 

 

Please describe your major Problem: ___________________________________________________________________________________________  

 

__________________________________________________________________________________________________________________________  

 

When were you first aware of this problem?________________________________________________________________________________________  

 

What caused it? _____________________________________________________________________________________________________________  

 

Was it related to:  An Auto Accident ____________   Other Accident __________ Work Related _____________________________________________  

 

Any other accidents or injuries?  Yes  No                              Has it been getting: Better?  Worse?  Staying the same? 

 

What makes it better? _______________________________________________________________________________________________________  
 

What makes it worse? _______________________________________________________________________________________________________  

 

Have you missed any work as a result of this condition?_______________________ Dates: __________________________________________________  

 

Any chance you are pregnant? ________________________________  Will we be billing your insurance?  Yes         No 

 

I acknowledge that I have received a copy of the Notice of Privacy Practices, and had an opportunity to review it.  I Understand that a copy of the current 

Notice will always be in a visible location in the office, and that I can always have a copy of the current Notice on request. 

 

Signature_________________________________________________________Date _______________________________________________________  

 

Fees are payable at the time that services are rendered, unless other arrangements are made. Please provide any necessary insurance billing information. 
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Family and Personal Health History 
Note: Please complete all information on this record.  All information is treated in confidence and will not be released unless you grant permission. 

 

Name___________________________________________________________     Today’s date 

 

Occupation_________________________ Allergies_____________________     Last physical 

 
 

Family Record 
Check conditions and 

relationship of any 

relative who has or has 

had any of the conditions 

listed below. 
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Headaches          Operations Date 
Migraines          Spinal  

Cluster Headaches          Appendix  
Neck Problems          Gall Bladder  

Whiplash & Neck Injury          Stomach  
Sinus Trouble          Kidney  
Ear infections          Colon  

Shoulder Problems          Thyroid  
Arm pain, numbness or tingling          Hernia  

Hand Problems          Breast  
Carpal Tunnel Symptoms          Uterus  

Asthma          Ovaries  
Emphysema          Prostate  

Digestion, Heartburn, Ulcers          Tonsils  
Low Back Pain          Other-  

Hip Problems            

Sacroiliac Problems          Do You: Amount 

Sciatica Problems          
 

Smoke Y/N        ________Pkgs. Per day  for ______ years 

Leg pain, numbness or tingling          
 

Alcohol   Y/N      _________________Servings per week 

Spine & Disc Degeneration          Recreational Drug Use     Y/N 

Muscle Spasm          
 

Exercise: Type _____________ Frequency____________ 

Arthritis & “Rheumatism”            

Stress          X-RAYS Date 
Fibromyalgia          Back  
Sports Injury          Neck  

Accident          Hips  
Injury          MRI  

Diabetes          Bone Density  
Cancer          Thorasic  

Heart disease          Lumbar  
Difficult Birth          CT Scan  

“Noisy bones”            

Foot turns in or out          Medications Include Vitamins/Supplements 

Joint pain          
 

Name______________ Dose ________Frequency_______ 

Numbness or tingling          
 

Name______________ Dose ________Frequency_______ 

          
 

Name______________ Dose ________Frequency_______ 

          
 

Name______________ Dose ________Frequency_______ 
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Financial Policy 
 

 

We’ve learned that it is best if we explain our financial policies up front, so that we can focus of 

providing needed care. 

 

Payment is due when services are rendered. 

 

All patients are cash patients until we have all of the needed insurance documentation. We will attempt 

to contact the company and determine the nature of the coverage.  Sadly, experience has shown that we 

cannot guarantee the accuracy of the information that they provide. 

 

Once we have all of the necessary paperwork, we will bill most companies directly and accept your 

deductible and co-pay as payment until they have had time to process your claim.  If we can’t bill your 

company directly, we will tell you as soon as practical after we find out. 

 

We are a Chiropractic office, and do not have a collections department.  There is no one with the time to 

place all the calls, write the letters, and do the follow-up to necessary to service an overdue account.  We 

simply do not have the manpower.  Therefore, any account that is not paid fully and promptly, as agreed 

upon, will be referred out of the office for collections.  Collection expenses will be the responsibility of 

the patient.  In order to help defray the expenses associated with preparing and sending statements, there 

will be a 1.5% billing charge monthly on any outstanding balances. 

 

We will do all that we can to see that you can get needed care.  If you have any questions or concerns, 

please let us know.  We look forward to taking care of you. 

 

In Good Health, 

 

 

 

Dr. Lance Myler, D.C., and staff 
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Insurance Information and Authorization 
 

Guarantor: 

 

Name First_________________________ MI ____________________  Home phone ______________________________________________  

 

Last _____________________________________________________  Work/Alt phone & ext ______________________________________  

 

Address __________________________________________________  Phone ___________________________________________________  

 

City_______________________ State_________ Zip ______________  Fax _____________________________________________________  

 

Social Security # ___________________________________________  Email ___________________________________________________  

 

Gender   M F            Date of Birth _____________________________    Work/Alt Email ___________________________________________  

 

Insured: Childe Self Spouse Other _____________________________  

 

 

 

Employer ________________________________________________  Phone ___________________________________________________  

 

Employer Address__________________________________________  Fax _____________________________________________________  

 

City_____________________ State________ Zip _________________  Email ___________________________________________________  

 

 

 

Insurance Company _______________________________________  Policy Information _________________________________________  

 

Address _________________________________________________                  Payer % coverage _________________________________________  

 

City_____________________ State________ Zip _________________                   Co-payment ______________________________________________   

 

Phone_________________ Ext._______ Fax_____________________                   Yearly Deductible__________________________________________  

  

Group Name ______________________________________________                  Deductible remaining? ______________________________________  

 

Group Plan _______________________________________________  Policy ID ________________________________________________  

 

Claim ___________________________________________________  Effective date _______________Termination date ________________  

 

Have you ever had this problem, or similar problem, before? Yes    No      Date? ___________________________________________________  

  

Employment Status: FT student, PT student, Not a student, FT employed, PT employed, Not employed, Self employed,  Retired, Active Military 

 

Was patient in an accident?  None, Auto, Work related, Other          State ___________  Date___________  Time ___________ 

 

 

I hereby authorize Myler Chiropractic to release information concerning my condition and care to the insurance company.  I also authorize and direct the 

insurance company to pay Myler Chiropractic directly for all care.  I understand that all charges are my responsibility.  A copy of this authorization shall be 

as the original.  

 

Medicare covers at least 12 visits per year.  The number of allowed visits depends on patients’ condition.  If visits exceed the number allowed by Medicare 

the patient understands that they are responsible for payment. 

 

Workers’ compensation-If case does not cover chiropractic care or treatments exceed the number allowed, the patient is financially responsible for payment. 

 

I hereby give Dr. Myler permission to administer treatment and perform such general procedures as he may deem necessary in the diagnosis and/or treatment 

of my condition. 

 

 

Patient Signature __________________________________________  Date ____________________________________________________  

(I have read and agree to the above statements) 

 

Name ___________________________________________________  Insured, if other than patient ___________ Date___________________ 
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