
Delran Chiropractic, PA 
Chiropractic Physicians & Wellness Center 

3001 Bridgeboro Road 
Delran, New Jersey 08075 

Phone: 856-461-6262 
Fax: 856-461-7798 

www.polinowellness.com 
 

Patient Intake Form 
(please print clearly) 

 
Patient Information 
First Name: _____________________ Middle Name: __________ Last Name: _____________________ 
DOB: __________________________ Sex (circle applicable):   Male   Female   Other: ______________ 
Height: ___________ Weight: ___________ Social Security #: _________________________________ 
Married/civil union (circle applicable):   Married   Single   Divorced   Widow(er) 
Spouse name: _____________________________________ # of children: _______________________ 
Home #: ____________________ Cell #: ____________________ Wireless Carrier: ________________ 
Address: ____________________________________________________________________________ 
City: ____________________________________ State: _______________ Zip Code: ______________ 
Email: ______________________________________________________________________________ 
 
Employer Information 
Employed (circle applicable):    Full time    Part time    Unemployed    
Employer Name: _____________________________ Occupation: ______________________________ 
Employer Address: ____________________________________________________________________ 
Employer City: __________________________ Employer State: _________ Employer Zip: ___________ 
Work Supervisor Name: ___________________________ Supervisor Phone #: ____________________ 
Physical Work Duties: __________________________________________________________________ 
 
Reason for Visit 
Describe the reason for this visit: _________________________________________________________ 
Impact on life: ________________________________________________________________________ 
When did this concern begin? ___________________________________________________________ 
Has this concern (circle applicable):     Gotten Worse      Stayed Constant      Come and Gone 
Does this concern interfere with (circle applicable):   Work   Sleep   Daily Routine   Other Activities 
 Explain: ______________________________________________________________________ 
Has this concern occurred before?   Yes   No    

Explain: ______________________________________________________________________ 
Have you seen other doctors for this concern?   Yes   No    

Doctor’s Name: ___________________________ 
 Type of Treatment: _____________________________________________________________ 
Results (circle applicable):   Good   Bad   Indifferent 
 
 
 



Chiropractic Experience 
How did you find our office (circle applicable)? Newspaper  Sign  Community Event  Mailing  Google  
Patient 

If applicable, who referred you to our office? __________________________________________ 
Have you been adjusted by a Chiropractor before (circle applicable)?   Yes   No 

If yes, what was the reason? ______________________________________________________ 
Doctor’s Name: ______________________________  
Date of last visit: ______________________ 

Has any member of your family ever seen a Chiropractor?   Yes   No 
 
Female Only (please circle applicable options) 
Are you pregnant?   Yes   No 
Are you nursing?   Yes   No 
 
Are you taking birth control?   Yes   No 
Do you have irregular cycles?   Yes   No 
Do you experience painful periods?   Yes   No 
 
Do you have breast implants?   Yes   No 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Delran Chiropractic, PA 
Chiropractic Physicians & Wellness Center 

REVIEW OF SYSTEM FORM 
 

Name: _________________________________________ Date: ________________  
Tobacco Use: YES/NO     How much per day? _______ How Long? _______ Date Quit_________  
Alcohol Use: How much per day? _______  
Caffeine (Coffee, Teas, and/or Colas): How much per day? _______  

 
PAST ILLNESSES 
 Yes No  Yes No  Yes No 
Alcoholism   Hepatitis   Phlebitis   
Anemia   High Blood Pressure   Rheumatic Arthritis   
Asthma   High Cholesterol   Stroke   
Cancer   HIV   Thyroid Disease    
Depression   Lung Disease   Tuberculosis (TB)   
Diabetes   Mental Illness   Ulcer in GI Tract   
Drug Abuse   Osteoarthritis   Venereal Disease   
Epilepsy/Seizures   Osteoporosis   Other:   
Glaucoma   Other Immune Disease   Other:   
Heart Disease   Phlebitis      

 
PAST SURGICAL HISTORY: (PLEASE INCLUDE DATES)  
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________  
____________________________________________________________________________________________________  

 
  

REVIEW OF SYSTEMS-PLEASE CHECK EACH ITEM “YES” OR “NO” AS THEY RELATE TO YOUR HEALTH: 
 
 

NERVOUS SYSTEM: Yes No LUNG: Yes No MUSCULOSKELETAL: Yes No 
Epilepsy   Asthma   Arthritis   
Seizures   Hay Fever/Sinus   Painful Stiff Joints   
Fainting Spells   Emphysema/COPD   Prosthesis: _______________   
Loss of Consciousness   Shortness of Breath   Back Pain   
ADHD   Croup   Metal Implants: ____________   
ADD   Bronchitis   _________________________   
Cerebral Palsy   Recent Cold/Cough   Physical Limitations: ________   
Head Injury   TB   _________________________   
Headaches   Pneumonia   BLOOD:   
Migraines   Chew Tobacco   Bleeding Disorder   
PSYCHOSOCIAL:   ANESTHESIA:   Previous Blood Transfusions   
Anxiety   Nausea/Vomiting After   Eye Glaucoma   
Depression   Family History - Problems   Eye – Other   
Counseling Service   GI/GU   AIRWAY:   
Mental Illness   Hiatal Hernia   Problem Opening Mouth Wide   
HEART:   Stomach Ulcer   Problem Turning Head in Any   
High Blood Pressure   Kidney Disease       Direction   
Chest Pain   Unexplained Recent    Sleep Apnea   
Angina        Weight Loss/Gain   Snoring   
Heart Attack   Gastric Reflux   ALLERGIES:   
Pacemaker   Indigestion   Latex   
Mitral Valve Prolapse   Motion Sickness   Medications   
Heart Murmur   ENDOCRINE:   Dyes/Tape   
Irregular Heartbeat   Diabetes   Shellfish   
Palpitations   Thyroid Disease   Foods   
Skipped Beats   Insulin Dependent   Loss of Strength   
Heart Surgery   Hypoglycemia   Numbness   
LIVER:   DENTAL:   Headaches   
Hepatitis   Bridges, Partials, Dentures   Tremors   
Jaundice   Loose or Missing Teeth   WOMEN’S HEALTH:   
Liver Disease   TMJ   Pregnant?   

 
 

SIGNATURE/REVIEWING PHYSICIAN _________________________________________________________________ 



 

 

Delran Chiropractic, PA 
Chiropractic Physicians & Wellness Center 

3001 Bridgeboro Road 
Delran, New Jersey 08075 

Phone: 856-461-6262 
Fax: 856-461-7798 

www.polinowellness.com 
 

Electronic Health Records Intake Form 
In Compliance with Medicare requirements for the government EHR incentive program 

 
First Name____________________ Last Name____________________________  Zip Code_____________________ 
 
Email Address_____________________________  Cell#_____________________ Cell Provider__________________ 
 
Preferred method of Communication for patient reminders (Circle one):    Text message   /   Phone Call 
 
DOB: ____/____/_______          Gender(Circle One): Male / Female            Preferred Language: __________________ 
 
Smoking Status(Circle One):   Every Day Smoker   /   Occasional Smoker   /   Former Smoker   /   Never Smoked 
 

 
CMS requires providers to report both race and ethnicity 
 
Race(Circle One):  American Indian or Alaska Native  /  Asian  /  Black or African American  /  White (Caucasian) 
                               Native Hawaiian or Pacific Islander  /  Other  /  Decline to Answer 
 
Ethnicity(Circle One):   Hispanic or Latino   /   Not Hispanic or Latino   /   Decline to Answer 
 
 
Are you currently taking any medications?  (Please include regularly used over the counter medications) 
 

                   Medication Name                   Dosage and Frequency 
  
  
  
  
  

 
Do you have any medication allergies? 
 

  Medication Name         Reaction       Onset Date Additional Comments 
    
    
    

       
 
[  ]  I choose to decline receipt of my clinical summary after every visit  (These summaries are often blank as 
a result of the nature and frequency of chiropractic care.) 
 
 
Patient signature:______________________________________________    Date:__________________ 
 
 

For Office use only 
 
          Height:_____________              Weight:__________      Blood Pressure:__________/_________ 
 







Delran Chiropractic, PA 
Chiropractic Physicians & Wellness Center 

3001 Bridgeboro Road 
Delran, New Jersey 08075 

Phone: 856-461-6262 
Fax: 856-461-7798 

www.polinowellness.com 
 

Patient Name: ___________________________________________________ 
Patient Address: _________________________________________________ 
 
 
Authorization & Assignment 
 
I hereby authorize my insurance company to make payment directly to Delran Chiropractic, PA 
the expense benefits allowable and otherwise payable to me under my current insurance policy 
as payment toward the total charges for professional services rendered. This payment shall not 
exceed my indebtedness to above mentioned assignee, and I have agreed to pay, in current 
manner, any balance of said professional service charges over and above this insurance 
payment. If for any reason the insurance company does not pay all or part of my bill, I realize I 
am responsible for the balance. 
 
Patient Signature: ____________________________________ 
Date: ______________________ 
 
 
Payment for Professional Service Is Due Upon Receipt of This Statement 
 
I hereby agree to reimburse my insurance company for any amounts of overpayment in excess 
of amounts payable under this group policy. I hereby authorize any physician, hospital, 
pharmacy, insurance company, employer, or organization to release any information regarding 
the medical history, treatment, disability, or benefits payable for this claim to my insurance 
company. A photocopy of this authorization shall be as valid as the original. 
 
Patient Signature: ____________________________________ 
Date: ______________________ 
 
 

Delran Chiropractic, PA 
Tax ID: 22-2238792 

 
 



Delran Chiropractic, PA 
Chiropractic Physicians & Wellness Center 

3001 Bridgeboro Road 
Delran, New Jersey 08075 

Phone: 856-461-6262 
Fax: 856-461-7798 

www.polinowellness.com 
 

Dr. Jason Polino, DC 
Dr. Nancy Cillo, DC, CNT 

 

Patient Care — Insurance Agreement 
 

In consideration of your undertaking to care for me, I agree to the following: 
 

1. In the event any insurance company obligated by contractual agreement to make payment to me 
or you for the charges made for your services refuses to make such payment upon demand by 
you or does not make payment within 60 days of your billing, I will become personally responsible 
for that amount. I will have 30 days to clear that account by calling my insurance company after 
being notified by your office. If the amount is not cleared by 30 days, I hereby authorize you to 
collect any outstanding amount on my credit card listed below. 

2. Any insurance checks that may be forwarded to me for services received at the chiropractic 
office(s) and not previously paid for will be endorsed by me and turned over to Delran 
Chiropractic, PA within 5 days of receipt for payment on my account. If I do not clear this portion 
of my account within 5 days of receipt of said payment, I hereby authorize you to collect the full 
amount of my account on the credit card listed below. 

3. Any balance that is on my account will be paid for and cleared within 30 days of notification of the 
amount. If a balance remains past 30 days, I hereby authorize you to collect the full amount of my 
account on the credit card listed below.  

4. This clinic does not promise that an insurance company will pay, nor does the clinic promise that 
an insurance company will or should pay the difference. 

5. The clinic will not enter into a dispute with an insurance company over reimbursement or the 
amount of reimbursement. This is the patient’s obligation. 

6. All deductible amounts must be paid prior to insurance submittal. 
7. Waiting for insurance payment is a courtesy and may be withdrawn at any time. 
8. If the patient discontinues care for any reason other than discharge by the doctor, then the bill is 

due and payable in full immediately, regardless of any claims submitted. 
9. I also consent to the administration of chiropractic care, diagnostic, and therapeutic 

recommendations by Delran Chiropractic, PA and its associates. Further, if during the course of 
care it is determined by the doctor that an additional or different procedure or tests are medically 
necessary, I consent to do that as well. 

 

Patient Name: ________________________________________________________________________ 
Address: ____________________________________________________________________________ 
Credit Card (circle applicable):     Mastercard     AMEX     Discover     VISA 
Card Number: ___________________________ Expiration Date: _________________ CVC: _________ 
Patient Signature: ___________________________________________ Date: _____________________ 
Witness Signature: __________________________________________ Date: _____________________ 







A. Notifier:
B. Patient Name: C. Identification Number:

Advance Beneficiary Notice of Non-coverage 
(ABN) 

NOTE: If Medicare doesn’t pay for D.____________ below, you may have to pay. 
Medicare does not pay for everything, even some care that you or your health care provider have 
good reason to think you need. We expect Medicare may not pay for the D. _________below. 

D. E. Reason Medicare May Not Pay: F. Estimated Cost

WHAT YOU NEED TO DO NOW: 
• Read this notice, so you can make an informed decision about your care.
• Ask us any questions that you may have after you finish reading.
• Choose an option below about whether to receive the D. listed above. 
Note: If you choose Option 1 or 2, we may help you to use any other insurance that you 

might have, but Medicare cannot require us to do this. 
G. OPTIONS: Check only one box. We cannot choose a box for you.
□ OPTION 1. I want the D. listed above. You may ask to be paid now, but I
also want Medicare billed for an official decision on payment, which is sent to me on a Medicare
Summary Notice (MSN). I understand that if Medicare doesn’t pay, I am responsible for
payment, but I can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments I made to you, less co-pays or deductibles.
□ OPTION 2. I want the D. listed above, but do not bill Medicare. You may 
ask to be paid now as I am responsible for payment. I cannot appeal if Medicare is not billed. 
□ OPTION 3. I don’t want the D. listed above. I understand with this choice I 
am not responsible for payment, and I cannot appeal to see if Medicare would pay. 

H. Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on this 
notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048). 
Signing below means that you have received and understand this notice. You may ask to receive a copy. 

I. Signature: J. Date:

You have the right to get Medicare information in an accessible format, like large print, Braille, or audio. You 
also have the right to file a complaint if you feel you’ve been discriminated against. Visit Medicare.gov/about-
us/accessibility-nondiscrimination-notice.  
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. 
The valid OMB control number for this information collection is 0938-0566. The time required to complete this information collection is estimated to average 7 minutes 
per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If 
you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA 
Reports Clearance Officer, Baltimore, Maryland 21244-1850. 

Form CMS-R-131 (Exp.01/31/2026) Form Approved OMB No. 0938-0566 

Jason Polino
EXAM, Initial or Re-Exam
X-Rays
Therapies: Electrical stim, Traction etc

Jason Polino
These are NOT covered services

Jason Polino
$30-60
$15 per X-Ray
$15 per therapy

Jason Polino
DELRAN CHIROPRACTIC PA                                             Phone: 856-461-6262
3001 Bridgeboro Rd Delran NJ 08075                                 FAX: 856-461-7798


