
APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC  
 
Name: ____________________________________ DOB: ____-____-______ Age: ____ □ Male □ Female 

Address: __________________________________ City: ________________ State: ____ Zip: __________ 

□ Home  □ Cell: ____________________________ Would you like Text Message Reminders: □ No □ Yes 

Status: □ Married □ Divorced □ Widowed □ Single    E-Mail: ________________________________________  

Do you have insurance: □ No □ Yes   Insurance Co: ____________________________________________ 

Insurance ID: __________________  SSN: _______-_______-__________ * Required for 3rd party billing 

Would you like reports/updates sent to your physician? □ No □ Yes 

If yes,: Physician: _________________________________         Physician’s number: __________________ 

Employer: _____________________Occupation: ___________________ Work Number: _______________ 

Spouses Name: _________________________________ DOB: ____-____-______ # of children: _________ 

Emergency Contact: _______________________Phone: _______________ Relationship to you:__________ 
 
 
Mark an X on the picture where 

you are feeling pain or symptoms: 
 What specifically brought you to the office: 
____________________________________________________________ 
Date Problem(s) Began: ________________________________________ 
How Problem(s) Began: ________________________________________ 
Have you had spinal X-Rays, MRI, CT SCAN for your area(s) of 
complaint: □ No □ Yes 
If yes, date taken: _________________ What area: ___________________ 
Do you feel your condition is: □ Improving □ Unchanged □ Getting worse 
Have you lost time from work: □ No □ Yes  
 If yes, for how long:  _____ day(s) _____ week(s) _____ month(s) 
Can you perform physical activities: □ Yes □ No 
If no, because of: □ Pain  □ Weakness  □ Stress 
What activities of daily living are you having trouble with: 
____________________________________________________________ 

Can you sleep without problems:  □ No  □ Yes     Did you have sleep problems before:  □ No  □ Yes      
Do you waken because of pain:    □ No  □ Yes      If yes, where is the pain: _____________________________________ 
*When filling in complaints, please list ONE complaint at a time.   
Complaint #1: _____________________________________________________________________________________   
Pain Level: _______ (1-10 – ten being the worst pain imaginable)  Came on: □ Gradually  □ Immediately   
Is Getting: □ Same  □ Better  □ Worse  Intensity: □ Mild □ Moderate □ Severe  Frequency: 25%  50%  75%  100% 
Describe the feeling:□ Dull □ Sharp  □Aching  □Shooting  □Spasm  □Throbbing  □Burning  □Numbing  □Tingling 
□Other: _________________________________________________________________________________________ 
Please mark all of the following that apply: Mark A for Aggravates or R for Relieves 
___ Morning Time ___ Afternoon Time ___ Bending Forward ___ Bending Back ___ Bending Left ___ Bending Right 
___ Twisting Left   ___ Twisting Right  ___ Coughing              ___ Sneezing         ___  Straining       ___ Standing  
___Lifting               ___Sitting                 ___ Heat ___ Ice        ___ Rest                 ___ Lying Down  ___ Medications 
Pain Radiates to: ___ Head  ___ Neck   ___ Shoulder   ___ Arm   ___ Hand   ___ Hip   ___ Leg   ___ Foot 
 
 



APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC  
Complaint #2: _____________________________________________________________________________________   
Pain Level: _______ (1-10 – ten being the worst pain imaginable)  Came on: □ Gradually  □ Immediately   
Is Getting: □ Same  □ Better  □ Worse  Intensity: □ Mild □ Moderate □ Severe  Frequency: 25%  50%  75%  100% 
Describe the feeling:□ Dull □ Sharp  □Aching  □Shooting  □Spasm  □Throbbing  □Burning  □Numbing  □Tingling 
□Other: _________________________________________________________________________________________ 
Please mark all of the following that apply: Mark A for Aggravates or R for Relieves 
___ Morning Time ___ Afternoon Time ___ Bending Forward ___ Bending Back ___ Bending Left ___ Bending Right 
___ Twisting Left   ___ Twisting Right  ___ Coughing              ___ Sneezing         ___  Straining       ___ Standing  
___Lifting               ___Sitting                 ___ Heat ___ Ice        ___ Rest                 ___ Lying Down  ___ Medications  
Pain Radiates to: ___ Head  ___ Neck   ___ Shoulder   ___ Arm   ___ Hand   ___ Hip   ___ Leg   ___ Foot 
Complaint #3: _____________________________________________________________________________________   
Pain Level: _______ (1-10 – ten being the worst pain imaginable)  Came on: □ Gradually  □ Immediately   
Is Getting: □ Same  □ Better  □ Worse  Intensity: □ Mild □ Moderate □ Severe  Frequency: 25%  50%  75%  100% 
Describe the feeling:□ Dull □ Sharp  □Aching  □Shooting  □Spasm  □Throbbing  □Burning  □Numbing  □Tingling 
□Other: _________________________________________________________________________________________ 
Please mark all of the following that apply: Mark A for Aggravates or R for Relieves 
___ Morning Time ___ Afternoon Time ___ Bending Forward ___ Bending Back ___ Bending Left ___ Bending Right 
___ Twisting Left   ___ Twisting Right  ___ Coughing              ___ Sneezing         ___  Straining       ___ Standing  
___Lifting               ___Sitting                 ___ Heat ___ Ice        ___ Rest                 ___ Lying Down  ___ Medications  
Pain Radiates to: ___ Head  ___ Neck   ___ Shoulder   ___ Arm   ___ Hand   ___ Hip   ___ Leg   ___ Foot 
*IF YOU HAVE MORE THAN 3 COMPLAINTS, LET THE FRONT DESK KNOW AND AN ADDITONAL SHEET WILL BE HANDED TO YOU.* 
Please mark all the following that apply: Mark a P for Personal History F for Family History or B for Both 
___ Alcohol/Drug Dependence ___ Recent Fever ___ Diabetes ___ High Blood Pressure 

___ Stroke (Date: _______) ___ Cortison/Prednisone ___ Taking Birth Control ___ Dizziness/Fainting 

___ Numbness in Groin/Buttocks ___Osteoporosis ___Epilepsy/Seizures ___ Prostate Problems 

___ Menstrual Challenges ___ Cancer/Tumor ___ Urinary Problems ___ Frequent/Painful Urination 

___ Loss of Bladder Control ___ Colitis ___ Irritable Colon ___ Constipation 

___ Digestion Issues ___ Hearing Changes ___ Smelling Changes ___ Visual Disturbances 

___ Heart Disease/Chest Pain ___ Rapid Heartbeat  ___ Shortness of Breath ___ Heart Problems/Palpitations  
___ Morning Pain/Stiffness ___ Pain at Night ___ Rheumatoid Arthritis ___ Pain unrelieved by position 

___ Abnormal weight gain/loss   ___ Currently Pregnant   

 
Smoking Status:  ___Current Daily Smoker  ___Current Some Day Smoker  ___Former   ___Never 
Alcoholic Beverage Consumption:  ___No  ___Yes    Caffeinated Beverage Consumption:  ___No  ___Yes 

Surgical History: _________________________________________________________________________________  

Medications:_____________________________________________________________________________________ 

Allergies: ________________________________________________________________________________________ 

 
I hereby authorize payment to be made directly to Gresham Family Chiropractic (GFC) for all benefits which may be 
payable under a healthcare plan or from any other collateral sources.  I authorize utilization of this application or copies 
thereof for the purpose of processing claims and effecting payments, and further acknowledge that this assignment of 
benefits does not in any way relieve me of payment liability and that I will remain financially responsible to GFC for any 
and all services I receive at this office.  

 
___________________________    ______________________________________    _____-_____-_____ 
Patient Printed Name                         Patient or Authorized Person’s Signature             Date Completed 



APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC  

Financial Policy 
 

The purpose of this agreement is to clarify your financial responsibilities so we can devote our efforts to helping you get the best results in the 
shortest period of time.  
 
Fees:  Our service fees are based on values determined to be usual and customary for this geographic region.  Our fee schedule for the most 
common services we provide is available upon request.  There is a $20 statement fee.  Unpaid balances are subject to an 18% interest fee per 
annum (1.5% monthly).  There is a $25 fee for all returned checks. 
 
First Visit:  Fees for treatment rendered are payable, due in full, and expected at the completion of the first appointment. 
 
Missed Appointment:  A $46.00 fee will be posted to your account for any missed or cancelled chiropractic appointment without 24 hour 
advance notice being given.  A $29.00 fee will be posted to your account for any missed or cancelled massage appointment without 24 hour 
advance notice being given.  Payment for missed appointment fees is your responsibility and not the responsibility of your insurance company. 
 
Self-Pay Accounts:  Payment at the time of service is expected unless prior arrangements have been made.  We accept Visa, MasterCard, and 
Discover, as well as cash payments and personal checks.   
 
Health Insurance:  As a courtesy, we will bill your personal health insurance company should you choose to assign payments directly to the doctor.  
Such payments will be applied directly to your account.  You are required to pay your co-pay at the time of your visit.  Estimated co-insurance 
portions and any unpaid deductible, (up to the amount of services rendered for that day, based upon our usual and customary fee schedule,) is due 
at the time of your visit.  All necessary payments not made at the time of service, as directed above, are subject to a $20.00 statement fee.  Any 
amount remaining once your insurance company has paid is your responsibility, including any amount that they have denied payment for any 
reason.  A statement will be sent to you for the remaining balance due on your account.  All accounts are due 30 days net.  If you do not pay your 
balance within 30 days of statement issue, a $20.00 billing charge will be included for each additional 30-day billing cycle that your account remains 
unpaid.  If you do not choose to assign payment directly to the doctor, your account will be handled as a self-pay account as described above.  One 
monthly statement will be made available to you per month.  Additional statements are $20.00. 
 
Medicare:  All Medicare billings will be handled by our account manager if you direct this office to do so.  This office has chosen not to accept 
assignment.  This means all services performed are the responsibility of the patient and due at the time of service.  We will bill Medicare for 
you and direct them to send payment directly to you.  It is also the patient’s responsibility to bill their secondary insurance or Medicare supplement.  
Medicare does not provide for payments on: maintenance care, x-rays, examinations, physiotherapy, orthopedic supports or dietary supplements 
when provided by a chiropractor.  Medicare may deny payments on all or part of any treatment received in this clinic based upon Medicare 
guidelines and “medical necessity”.  You are still responsible for payment. 
 
Automobile Insurance:  If your injuries were sustained in a motor vehicle accident, your medical expenses should be covered by the Personal 
Injury Protection (PIP) coverage of the vehicle you were in.  It is our office policy and Oregon Statute to bill medical expenses to the PIP carrier of the 
vehicle you were in, not the other driver’s insurance, regardless of fault.  If you have any questions regarding this, we can refer you to the office of 
the Oregon Insurance Commissioner.  You must complete and submit the PIP benefits application supplied by the insurance company in order for 
medical expenses to be paid to this office.  If you do not submit the PIP benefits application, all medical expenses in this office become your 
responsibility and are subject to the above stated policies. If your PIP benefits are denied for any reason, all incurred expenses become your 
responsibility.  It is our office policy to not carry an account balance past one year of the motor vehicle accident. Representation of an attorney who 
has either signed an attorney lien or a letter of protection directing payment to this office out of the settlement is required.  A minimum monthly 
payment of $ 100.00 will be expected on account balances.  A monthly statement fee of $20.00 will apply on each monthly billing. 
 
Worker’s Compensation Insurance:  If your injuries were sustained in a work related incident, your medical expenses may be covered by your 
company’s Worker’s Compensation Insurance.  You and your employer must submit documentation of the incident to file a claim for benefit eligibility.  
Payments for supports and supplements are the patient’s responsibility.  Unaccepted claims are the patient’s responsibility to maintain a zero 
account balance until the claim is either accepted or denied.  Acceptance of the claim may take as long as 60 working days.  During this time, the 
patient is responsible for all charges accrued in this clinic.  In such a case of claim denial, any and all previously unpaid amounts will become 
immediately due in accordance with the above stated account policies.  Patients will be refunded all amounts previously paid once this office has 
received in writing from the responsible insurance company that the claim has been accepted for the condition the patient was being treated for.  If 
the claim is accepted for any condition other than the conditions being treated for in this clinic, any portions paid toward the non-accepted condition 
will be placed towards a self-pay account and will not be refunded. 
 
Patient Printed Name: _______________________________________________________________________________ 
 
 
Patient/Guardian Signature:  ______________________________________________ Date:  ______________________ 



APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC  
  

DR. ROBERT W RAMSEY, DC PC 
575 NE 2nd Street - GRESHAM, OR  97030 
Phone: 503-667-6744    Fax: 503-661-7896 

 
 

Informed Consent to Care 
 

You are the decision maker for your health care. Part of our role is to provide you with information to assist you in 
making informed choices. This process is often referred to as “informed consent” and involves your understanding and 
agreement regarding the care we recommend, the benefits and risks associated with the care, alternatives, and the potential 
effect on your health if you choose not to receive the care.  
We may conduct some diagnostic or examination procedures if indicated. Any examinations or tests conducted will be 
carefully performed but may be uncomfortable.  
Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional supportive 
procedures or recommendations as well. When providing an adjustment, we use our hands or an instrument to reposition 
anatomical structures, such as vertebrae. Potential benefits of an adjustment include restoring normal joint motion, 
reducing swelling and inflammation in a joint, reducing pain in the joint, and improving neurological functioning and 
overall well-being.  
It is important that you understand, as with all health care approaches, results are not guaranteed, and there is no promise 
to cure. As with all types of health care interventions, there are some risks to care, including, but not limited to: muscle 
spasms, aggravating and/or temporary increase in symptoms, lack of improvement of symptoms, burns and/or scarring 
from electrical stimulation and from hot or cold therapies, including but not limited to hot packs and ice, fractures (broken 
bones), disc injuries, strokes, dislocations, strains, and sprains. With respect to strokes, there is a rare but serious condition 
known as an “arterial dissection” that typically is caused by a tear in the inner layer of the artery that may cause the 
development of a thrombus (clot) with the potential to lead to a stroke. The best available scientific evidence supports the 
understanding that chiropractic adjustment does not cause a dissection in a normal, healthy artery. Disease processes, 
genetic disorders, medications, and vessel abnormalities may cause an artery to be more susceptible to dissection. Strokes 
caused by arterial dissections have been associated with over 72 everyday activities such as sneezing, driving, and playing 
tennis.  Arterial dissections occur in 3-4 of every 100,000 people whether they are receiving health care or not. Patients 
who experience this condition often, but not always, present to their medical doctor or chiropractor with neck pain and 
headache. Unfortunately a percentage of these patients will experience a stroke.  The reported association between 
chiropractic visits and stroke is exceedingly rare and is estimated to be related in one in one million to one in two million 
cervical adjustments. For comparison, the incidence of hospital admission attributed to aspirin use from major GI events 
of the entire (upper and lower) GI tract was 1219 events/ per one million persons/year and risk of death has been 
estimated as 104 per one million users. It is also important that you understand there are treatment options available for 
your condition other than chiropractic procedures. Likely, you have tried many of these approaches already. These options 
may include, but are not limited to: self-administered care, over-the-counter pain relievers, physical measures and rest, 
medical care with prescription drugs, physical therapy, bracing, injections, and surgery. Lastly, you have the right to a 
second opinion and to secure other opinions about your circumstances and health care as you see fit.  
I have read, or have had read to me, the above consent. I appreciate that it is not possible to consider every possible 
complication to care. I have also had an opportunity to ask questions about its content, and by signing below, I agree with 
the current or future recommendation to receive chiropractic care as is deemed appropriate for my circumstance. I intend 
this consent to cover the entire course of care from all providers in this office for my present condition and for any future 
condition(s) for which I seek chiropractic care from this office.  
 
Patient Name: __________________________ Signature:  _______________________ Date:____________    
 
Parent or Guardian: ______________________ Signature: ________________________ Date:___________ 
 
Witness Name: _________________________ Signature: ________________________ Date:____________ 

 
 
 



APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC  
DR. ROBERT W RAMSEY, DC PC 
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PARTIAL ASSIGNMENT OF CAUSE OF ACTION, ASSIGNMENT OF PROCEEDS, CONTRACTUAL LEIN 
 AND TREATMENT AGREEMENT. 

 
Consideration:  In order to facilitate the ability of the Office to collect its charges directly from various Payers and thereby to enhance the patient-
provider relationship, I, the undersigned, as consideration for the Office’s services, agree to the following and direct all Payers as follows: 
 
Partial Assignment of the Cause of Action, Assignment of Proceeds, and Contractual Lien, I herby assign, insofar as permitted by law, all of my 
rights, remedies, and benefits to the Office, as well as any and all causes of action that I might have now or in the future against the Payer to the 
extent of my Charges, the right to prosecute such causes of action either in my name or in the Office’s name, and the right to settle otherwise resolve 
such causes of action as the Office sees fit.  I further assign my right to receive and proceeds from any Payer to the Office and further grant a 
contractual lien to the Office with any respect to my charges. I understand that these assignments of rights and contractual lien may effectuate, 
automatically or otherwise, a secured interest under the applicable Uniform Commercial Code. I intend for this Agreement to effectuate such a lien 
and hereby authorize the Office to file the form(s) normally filed with the Secretary of State or other governmental agency in order to perfect such 
lien.  Except as provided herein, nothing in this Agreement shall be construed as an election or waiver by the Office to a secured interest under any 
other statutory lien law.  Consistent with these rights, I hereby direct any and all Payers, to pay the proceeds directly and immediately to, and 
exclusively in the name of, the Office in the amount of my Charges. 
Other Terms: I understand that I remain personally responsible for my Charges. Consistent with law or contract, I agree to pay the full amount of 
my Charges to the Office upon its demand. Unless mutually agreed in writing, the receipt and processing of partial payments by the Office shall not 
constitute a waiver of the Office’s right to receive payment-in-full upon demand and shall not constitute an accord and satisfaction of my Charges, 
irrespective of any restrictions indicated on any payments. I understand that at any time, I can request a copy of my total Charges. I hereby waive any 
statute of limitation, which may apply to the collection of my Charges. 
In the event that I retain one or more attorneys to assist me in collecting any proceeds, I direct each attorney to issue an irrevocable letter of 
protection to the Office regarding my Charges. I further direct (and the Office hereby requests) each attorney to provide immediate notice to the 
Office regarding any Proceeds received by the attorney, to promptly pay the Office in-full out of such Proceeds, and to provide a full accounting of 
such Proceeds to the Office. 
I authorize and direct the Office to submit my charges to any and all Payers, including, without limit, my health benefit plan. I understand, however 
that in the event that my charges are submitted to more than one Payer, I hereby authorize and direct the Office to apply any Proceeds received from 
one Payer to any reductions, write-offs or discounts issued by another. 
I authorize the Office to endorse or sign my name on any and all checks listing me as a payee, which are received by the Office for payment of 
Charges incurred by me, my spouse or my dependents. I further authorize the Office to apply any credit balances on my Charges to any other 
outstanding Charges still owed by me, my spouse, or my dependents regardless of whether these other Charges are related to my condition. 
This Agreement shall not be modified or revoked without the mutual written consent of the Office and myself. I hereby revoke the terms of any 
previously signed documents to the extent those terms conflict with the terms of this Agreement. 
This Agreement shall be governed under the laws of the state where the Office is located and performable in the county where the Office is located. 
I hereby consent to personal jurisdiction and venue of any court in said county and waive all objections based on improper jurisdiction, venue, or 
forum non-convenes. 
I agree that each and every provision of this Agreement is reasonable necessary for the protection of the rights and interest of the Office and myself. 
However, should any provision of this Agreement be found to be “invalid, illegal or unenforceable, or for any reason cease to be binding on any party 
hereto, all other portions and provisions of this Agreement shall, nevertheless; remain in full force and effect” 
Definitions: For the purpose of this Agreement, the following terms shall have the following meaning: “Office” shall refer to Gresham Family 
Chiropractic located at 575 NE 2nd Street Gresham, OR 97030. “Payer” shall refer to, without limit, any insurance carrier, health benefit plan 
administrator and fiduciary, health maintenance organization, preferred and independent provider organization, attorney, at fault party, tortsfeasor, 
individual, and any other entity, which may elect to be obligated to payer disburse Proceeds to me, either now or in the future, for any reason. 
“Proceeds” shall include, without limit the proceeds from any settlement, judgment, or verdict, the proceeds from any promise to payer reimburse, 
and the proceeds relating to the following benefits, plans, or coverage: individual and group health benefits, Medicare, Medicaid, Worker’s 
Compensation, disability, uninsured and underinsured motorist, no-fault, medical payments benefits, personal injury protection, lost wages, lost 
services, property damage, and malpractice; “Charges” shall include, without limit, the full fees for the Office’s services (including, without limit, 
treatment, medical equipment, supplies, supplements, narrative reports, depositions, and testimony), any Collections Costs incurred by the Office, 
18% interest on outstanding Charges, and any other Charges incurred by me at the Office; “Collection Costs” shall include, without limit, any pre and 
post judgment court costs, filing fees, service of process charges, attorney fees, and any other costs of collection incurred by the Office in any effort 
or action to collect my Charges either from me or any Payer. 
 
Patient Name (please print) ______________________________________________________________________________ 

Patient Signature ___________________________________________________________ Date _______________________ 

Name of Custodial Parent or Legal Guardian, on Behalf of the Patient (please print) __________________________________ 

Parent/Guardian Signature: ___________________________________________________  Date __________ 
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DR. ROBERT W. RAMSEY, DC PC 
575 NE 2nd St 

GRESHAM, OR  97030 
(503) 667-6744 

 
 

ACKNOWLEDGEMENT OR RECEIPT OF NOTICE OF PRIVACY PRACTICES: 
 

 
 
This Notice is in effect as of April 14, 2003. 
 
I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read 
them or declined the opportunity to read them and understand the Notice of Privacy Practices.  I 
understand that this form will be placed in my patient file and maintained for seven years. 
 
________________________________________________________   
Patient Name (Please print)                
 
________________________________________________________   
 Patient Signature 
 
_______________________________________  ________________ 
Signature (minor)               Date 
Parent, Guardian or Patient’s legal representative  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
          


