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River Ridge Chiropractic and Natural Medicine 
 

Patient Intake Form - MVA 
 

Name______________________________________________________  

Date of Birth_________________                           Ht_______            Wt_______ 

Street/PO_________________________________City______________________St______Zip__________ 

Cell Phone__________________ Home Phone ___________________ Work Phone___________________ 

TEXT Appointment Reminder - YES __________   NO ____________  Cell Carrier __________________ 

Home Email____________________________________________________________________________ 

Employer’s Name_______________________________________ Position __________________________ 

Employer’s Address ______________________________________________________________________ 

 

Emergency Contact____________________________________________ Phone_____________________ 

Relationship ___________________________ Referred by_______________________________________ 

 
Reason for visit: ________________________________________________________________________ 

Date of accident? ___________________ Have you been treated for this condition? _______________ 

If yes, please describe ____________________________________________________________________ 

 

Date of last physical______________ Name of current Physician___________________________________ 

Are you taking any medications? ________ If yes, please list _____________________________________ 

Person responsible for payment (if other than patient)___________________________________________ 

Insurance Company______________________________________________________________________ 

*Policy Holder’s Name_________________________________________________*DOB______________ 

*Policy Holder’s Address __________________________________________________________________ 

*Relationship to Policy Holder___________________ Policy Holder’s Employer_______________________ 
 

Insurance Information 
I understand and agree that health insurance policies are an agreement between an insurance carrier and myself.  Furthermore, I clearly 
understand that this chiropractic office will prepare my necessary reports, and that any amount authorized to be paid directly to this 
chiropractic office will be credited to my account on receipt.  However, I clearly understand and agree that all services rendered to me are 
charged directly to me and I am personally responsible for payment.  I also understand that if I suspend or terminate my care and treatment, 
any fees for professional services rendered to me will be immediately due and payable. 
 

Consent of Professional Services and Release of Information 
I hereby authorize the doctor and whomever he may designate as his assistants to administer treatment, physical examination, x-ray 
studies, laboratory procedures, chiropractic care, or any clinic services that he deems necessary in my case, and I further authorize him to 
disclose all or any part of the clinic’s record to any person or corporation which is liable under a contract to the clinic or to the patient for all 
or part of the clinic’s charge including but not limited to hospital or medical services companies, insurance companies, workers 
compensation carriers, welfare compensation carriers or the patient’s employer. 
 
 
Patient (or) Guardian Signature____________________________________________________________ 
 
Today’s Date______________________ 
 

*We MUST have subscriber’s/policy holder’s information to file your insurance.  Thank you! 
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River Ridge Chiropractic and Acupuncture 

1201 Bleachery Blvd, Ste 203 
Asheville, NC 28803 

	
NOTICE OF PRIVACY PRACTICES 

	
This notice describes how medical information about you may be used and disclosed and how you can get access to this 
information. Please review it carefully. 

YOUR RIGHTS 
Get an electronic or paper copy of your medical record  
You can ask to see or get an electronic or paper copy of your medical record and other health information we have 
about you. Ask us how to do this. We will provide a copy or a summary of your health information, usually within 30 
days of your request. We may charge a reasonable, cost-based fee. 
Ask us to correct your medical record 
You can ask us to correct health information about you that you think is incorrect or incomplete. Ask us how to do 
this. We may say “no” to your request, but we’ll tell you why in writing within 60 days. 
Request confidential communications 
You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different 
address. We will say “yes” to all reasonable requests. 
Ask us to limit what we use or share 
You can ask us not to use or share certain health information for treatment, payment, or our operations. We are not 
required to agree to your request, and we may say “no” if it would affect your care.  
ONLY if you pay for a service or health care item out-of-pocket, in full, at the time of service, can we comply with 
your request not to share that information for the purpose of payment or our operations with your health insurer. 
(i.e. - comply with your request not to file your claims to your insurance company). Otherwise, we will say “yes” 
unless a law requires us to share that information. 
Get a list of those with whom we’ve shared information 
You can ask for a list (accounting) of the times we’ve shared your health information for six years prior to the date 
you ask, who we shared it with, and why. We will include all the disclosures except for those about treatment, 
payment, and health care operations, and certain other disclosures (such as any you asked us to make). We’ll 
provide one accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one 
within 12 months. 
Get a copy of this privacy notice  
You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. 
We will provide you with a paper copy promptly. 
Choose someone to act for you  
If you have given someone medical power of attorney or if someone is your legal guardian, that person can 
exercise your rights and make choices about your health information. We will make sure the person has this 
authority and can act for you before we take any action. 
File a complaint if you feel your rights are violated 
You can complain if you feel we have violated your rights by contacting us. You can file a complaint with the U.S. 
Department of Health and Human Services Office for Civil Rights by sending a letter to 200 Independence Avenue, 
S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/. We 
will not retaliate against you for filing a complaint. 

YOUR CHOICES 
For certain health information, you can tell us your choices about what we share.  
If you have a clear preference for how we share your information in the situations described below, talk to us. Tell 
us what you want us to do, and we will follow your instructions. 
In these cases, you have both the right and choice to tell us to:  

• Share information with your family, close friends, or others involved in your care  
• Share information in a disaster relief situation  
• Contact you for fundraising efforts 

If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your 
information if we believe it is in your best interest. We may also share your information when needed to lessen a 
serious and imminent threat to health or safety. 
In these cases we never share your information unless you give us written permission: 

• Marketing purposes  
• Sale of your information 

In the case of fundraising: We may contact you for fundraising efforts, but you can tell us not to contact you 
again. 

OUR USES AND DISCLOSURES 
How do we typically use or share your health information? We typically use or share your health information in 
the following ways. 

• Treat you 
We can use your health information and share it with other professionals who are treating you. Example: 
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A doctor treating you for an injury asks another doctor about your overall health condition. 
• Run our organization  

We can use and share your health information to run our practice, improve your care, and contact you 
when necessary. Example: We use health information about you to manage your treatment and services. 

• Bill for your services 
We can use and share your health information to bill and get payment from health plans or other entities. 
Example: We give information about you to your health insurance plan so it will pay for your services. 

 
How else can we use or share your health information?  We are allowed or required to share your information in other 
ways – usually in ways that contribute to the public good, such as public health and research. We have to meet many 
conditions in the law before we can share your information for these purposes.  
For more information: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html  
Help with public health and safety issues 
We can share health information about you for certain situations such as preventing disease; helping with product recalls; 
reporting adverse reactions to medications; reporting suspected abuse, neglect, or domestic violence; and, preventing or 
reducing a serious threat to anyone’s health or safety.  
Do research 
We can use or share your information for health research. 
Comply with the law 
We will share information about you if state or federal laws require it, including with the Department of Health and Human 
Services if it wants to see that we’re complying with federal privacy law. 
Respond to organ and tissue donation requests 
We can share health information about you with organ procurement organizations. 
Work with a medical examiner or funeral director 
We can share health information with a coroner, medical examiner, or funeral director when an individual dies. 
Address workers’ compensation, law enforcement, and other government requests 
We can use or share health information about you for workers’ compensation claims, for law enforcement purposes, or with 
a law enforcement official. We can also use or share health information about you with health oversight agencies for 
activities authorized by law for special government functions such as military, national security, and presidential protective 

services.espond to lawsuits and legal actions  
We can share health information about you in response to a court or administrative order, or in response to a subpoena. 
Changes to the Terms of This Notice 
We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice will 
be available upon request, in our office, and on our web site. 

Effective September 23, 2013 

This notice is effective as of ____________________.  This notice and any alterations or amendments made hereto will 
expire seven years after the date upon which the record was created.  My signature acknowledges that I have received a 
copy of this notice. 
 
Print Name _______________________________________________ 
 
Signature ________________________________________________ Date _____________________ 
 
 
If you are a minor being represented by another party: 
 
Print Name of representative ___________________________________________________ 
 
Signature of representative ____________________________________________________ 

YOUR RESPONSIBILITIES 
We are required by law to maintain the privacy and security of your protected health information. We will let you know 
promptly if a breach occurs that may have compromised the privacy or security of your information. We must follow the 
duties and privacy practices described in this notice and give you a copy of it. We will not use or share your information other 
than as described here unless you tell us we can in writing. If you tell us we can, you may change your mind at any time. Let 
us know in writing if you change your mind. 
For more information: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html 
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River Ridge Chiropractic and Natural Medicine 
Dr. Bart Hodgins, DC., Dipl. Ac. 

1201 Bleachery Blvd, Ste 203 
Asheville, NC  28803 

(828) 274-6602 
 

Automobile Accident Questionnaire 

Please answer all questions completely 

           

Date___________________ 

Patient Name ___________________________________________________________________________________________ 

Street Address___________________________________City_______________________State_______Zip______________ 

Date of Accident ________/________/______________                    Time ___________________   AM / PM 

 

Their Insurance Company: 

Have you been contacted by anyone from Their insurance company?   YES_____NO_____ 

Company Name______________________________________________________________________ 

Mailing address_____________________________________________________________ 

Phone #____________________________________________________________________ 

FAX#______________________________________________________________________ 

Policy #____________________________________________________________________ 

CLAIM #___________________________________________________________________ 

Adjustor’s Name____________________________________________________________ 

Driver of the Other Vehicle___________________________________________________ 

Your Insurance Company: 

Have you been contacted by anyone from Your insurance company?  YES_____NO_____ 

If so, by whom:_________________________________________________________________ 

Company Name________________________________________________________________ 

Mailing Address________________________________________________________________ 

Phone #________________________________________________________________________ 

FAX#__________________________________________________________________________ 

Policy #________________________________________________________________________ 

CLAIM #_______________________________________________________________________ 
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Who was the driver of the vehicle you were injured in?_______________________________ 
 
 
 
Have you retained an attorney?  YES______NO_____Not yet but I intend to ______ 
 
If so, Atty. Name________________________________________________________________ 
 
Mailing Address ________________________________________________________________ 

Phone # ________________________________________________________________________ 

 

 

Were the police notified?  YES______NO______ 

Did your head strike the windshield or other object?  YES______NO______ 

Were you knocked unconscious?  YES______NO______  If so, for how long?____________ 
 
You were struck from/on? Behind______Front______Left side______Right side_________ 
 
You were?  Driver______Passenger______Front seat______Back seat______ 
 
Using seat belt______Other protective devices______________________________________ 
 
Did you feel pain immediately after the accident?  
YES______NO______Where?_________________________________________ 
 
Where were you taken after the 
accident?__________________________________________________________________________ 
 
What treatment was 
given?_______________________________________________________________________________________ 
 
Was any Doctor consulted after the accident?YES______NO______If so, name 
__________________________________________ 
 
Doctor’s diagnosis?__________________________________Treatment 
given?____________________________________________ 
 
______________________________________________________________________________________________________________
_ 
 
Have you ever had complaints in the involved area before?  YES______NO______ 
 
Before the Accident, were you capable of doing normal daily activities?  YES______NO______ 
 
Are your working activities restricted as a result of this accident?  YES______NO______ 
How?____________________________ 
 
Since the accident, are your symptoms:     Improving?______  Getting Worse?______  The Same?______ 
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River Ridge Chiropractic and Natural Medicine 
Dr. Bart Hodgins, DC., Dipl. Ac. 

1201 Bleachery Blvd, Ste 203 
Asheville, NC  28803 

(828) 274-6602 
 

AUTO ACCIDENT INSURANCE BILLING 
Insurance Options: 
The different insurance options available to you can be confusing. 
 
Most people use their medpay, as well as billing the at-fault party.  Medpay is like a personal insurance 
coverage for medical bills that many people have as part of their auto insurance policy.  When you use your 
medpay to cover medical expenses, it does not affect the cost of your auto insurance.  Since there is never a 
guarantee that the at-fault party’s insurance will pay all medical bills, and since you are responsible for any 
charges for which the at-fault party’s insurance does not pay, it is for your protection to use your medpay to 
cover medical expenses as you go.  The important thing is to get the healthcare you need, when you need it. 
 
Medpay payments go toward satisfying the Lien.  If you receive a medpay payment, it is important to bring it to 
us even if you think the at-fault party’s insurance will pay all the bills.  It cannot look motivating for you to be 
coming to the doctor’s office.  Insurance companies consider profit driven visits to be fraud, and they may try to 
deny the entire claim.  When your treatment is complete, the at-fault party’s insurance is only required to pay us 
the balance due after medpay in order to satisfy the Lien.  If the at-fault party’s insurance pays us for charges 
already paid by medpay, we will then write you a check for the positive balance.  At-fault insurance companies 
are, by North Carolina law, required to pay the full amount of your medical bills. 
 
You do not have to use your regular health insurance if you do not want to. 
 
Things to Know About Your Regular Health Insurance: 
If you choose not to use your regular health insurance, they will not receive any information pertaining to your 
accident related care, leaving your insurance funds available should you need them. 
 
If you choose to use your regular health insurance, you are required to pay all applicable co-pays and 
deductible amounts at the time of service.  Also some health insurance companies have what is called 
subrogation.   This means that in the case of an auto accident, if there is a settlement, you are required to pay the 
insurance company back out of the settlement money. 
 
Your Choice: 
If you choose to use your regular health insurance, they will be billed at the allowable rates.  We need to know 
now whether you do want to use your regular health insurance, as we do not bill retroactively.  You do not have 
to use your regular health insurance. 
 
______Yes, I wish to use my regular health insurance.  I understand that my medical information may be sent 
to them, subrogation may apply, and I have to pay all deductible and copay amounts at time of service. 
 
______No, I do not wish to use my regular health insurance. 
 
 
Signature__________________________________________                                      Date_____________ 
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If you have any questions, please ask us.  
	

River Ridge Chiropractic and Natural Medicine 
1201 Bleachery Blvd, Ste 203 

Asheville, NC 28803 
828-274-6602 

 
 
 

MEDICAL RECORDS RELEASE FORM 
	
	
	
RE:	PATIENT:	 __________________________________________________________	
	
Last	4	SS#:	 __________________________________________________________	
	
							DOB:	 __________________________________________________________	
	
	
	
	
This	is	to	authorize	Dr.	Bart	Hodgins,	DC	to	release	any	and	all	medical	information	or	opinion	which	may	be	
requested	by	another	doctor	regarding	my	physical	condition	and	treatment	rendered.		This	would	include	
any	x-rays	or	MRI	reports	which	Dr.	Hodgins	may	have	regarding	my	condition	or	treatment.	
	
	
	
	
	
	
	

Patient	Signature	
	
	
	

Date	
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River Ridge Chiropractic & Natural Medicine 
1201 Bleachery Blvd, Ste 203 

Asheville, NC 28803 
828-274-6602 

 
 
 

PATIENT AUTHORIZATION 
For Appointment Reminders and Scheduling Related Matters 

	
	
	
It	is	our	desire	for	our	staff	to	use	your	name,	address,	and/or	telephone	number	for	the	purpose	of	contacting	
you	to	remind	you	about	scheduled	appointments,	re-evaluations,	or	other	appointment	related	issues.		The	
use	of	this	information	is	intended	to	make	your	experience	with	our	office	more	efficient	and	productive.		
	
If	you	choose	not	to	authorize	the	use	of	this	information	by	our	staff,	your	decision	will	have	no	adverse	effect	
on	your	care	from	River	Ridge	Chiropractic	or	on	your	relationship	with	our	staff.	
	
Your	signature	indicates	your	authorization	of	this	activity.	
	
	
 
Name:	___________________________________________________________																					
	
Signature:			________________________________________________________	
	
Date:	_____________________	
 
	
This	authorization	may	be	revoked	by	you	at	any	time.		Revocation	may	be	accomplished	by	advising	us	in	
writing	of	your	desire	to	withdraw	your	authorization.		Please	allow	a	reasonable	processing	time	for	the	
change	in	our	system	to	be	completed.	
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Patient Guide to River Ridge Chiropractic & Natural Medicine 
1201 Bleachery Blvd, Ste 203 

Asheville, NC.  28803 
 
 
 
Thank you for choosing River Ridge Chiropractic & Natural Medicine to be your healthcare provider.  
We appreciate having the opportunity to be a part of your optimal health.  The following summary of 
our financial policies is designed to answer questions and concerns you may have about our financial 
relationship. Please let us know if you have questions that aren’t addressed in this notice. 
 
 
Patient Appointment Hours: 
Mon, Wed, Thurs: 7:45 am – 11:45 pm & 1:45 pm – 4:45 pm 
Tues: 7:45 pm – 11 am 
Closed Daily 12-1:30 for Lunch 
If you are unable to keep your scheduled appointment, we request 24 hours notice, so that we may 
have that time available for another patient who may be needing treatment.  
 
 
Contact Information: 
Telephone: 828-274-6602 
Fax: 828-274-6604 
Email: riverridgechiropractic@gmail.com 
Website: www.riverridgechiropractic.com 
 
 
Payment Methods 
All payment is expected at the time of service. We accept cash, personal checks, debit cards, Visa, 
Master Card, Discover, and American Express. There will be a $15 service fee for returned checks.  
 
Insurance 
We are in-network providers for most major health plans, and are happy to file claims on your behalf. 
In order for us to file your insurance claims, we will need to have all necessary information, including 
a copy of your current valid insurance card. Under the terms of our contract with the various health 
plans, payment of copays, deductibles, and/or co-insurance is due at each visit.  As the patient or 
guardian, we recommend that you be familiar with the contract between you and your insurance 
carrier, and fully understand the benefits of your policy. We make every effort to obtain accurate 
information from each insurance company, however, we cannot guarantee that services or products 
will be covered until the claim has been processed and reimbursement made by the insurance 
company. Services not paid by an insurance company are the responsibility of the patient or account 
guarantor.  
 
Auto Accidents/MVA’s 
We file liability and med-pay insurance claims for auto accidents claims. To expedite the filing and 
payment of your claims, we request a copy of the police report (if applicable), insurance information 
including claim numbers, mailing addresses, and phone numbers for all parties involved.  Denied or 
unpaid personal injury claims are the responsibility of the patient.  
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Billing 
If there is a balance on your account we will do our best to send you a timely billing statement, 
however it is your responsibility to make sure your account is paid in a timely manner. For accounts 
sent to an outside collections agency, there will be a 30% finance charge added to the balance due. 
 
 
I have read and understand the terms of the above agreement. 
 
 
Name: ___________________________________________________________                     
 
Signature: ________________________________________________________ 
 
Date: _____________________ 
 
 
Assignment of Benefits 
 
I hereby assign to Dr. Bart Hodgins and River Ridge Chiropractic all medical benefits to which I am 
entitled. I hereby authorize and direct my insurance carrier(s), including Medicare, private insurance, 
and any other health/medical plan to issue payment checks directly to River Ridge Chiropractic for all 
medical services rendered to myself and/or my dependents regardless of my insurance benefits, if any. 
I understand that I am responsible for any amount not covered by insurance.  
 
 
Print Patient Name: 
 
 ___________________________________________________ 
 
Patient/Responsible Party 
Signature:  
 
___________________________________________________________ 
 
 
Date: _______________________ 
	


