Dr. Christina Kovalik NMD, LAc., PLLC, The Vitality Doctor
10405 N. Scottsdale Road, Ste. 3

Scottsdale, AZ. 85253

480-948-9000 

 

General Policies
Appointments

When you set an appointment, it is an agreement between you and Dr. Kovalik to be seen. Dr. Kovalik is responsible to be here and provide a service. You are responsible for keeping the appointment or giving Dr. Kovalik  24 hour notice of cancellation. Should you decide not to keep the appointment without giving notice, you will be charged a $50 service charge, except in case of an emergency.

 

Payment

It is necessary to collect payment at the time of your visit. No insurance coverage is accepted by Dr. Kovalik; however there are certain circumstances when your insurance company will reimburse you for services rendered. You will be responsible for payment not covered by your insurance company. If you would like to apply for a special payment plan due to financial hardship, please discuss this with Dr. Kovalik prior to scheduling your appointment. 
Failure to pay for said services and/or unpaid balances in the time frame indicated on any billings- or failure to make and honor any agreed upon payment arrangements- may result in the forwarding of any unpaid balances to a 3rd party collection agency as a
means of pursuing payment in full.  We may also elect to utilize an
attorney to pursue litigation, at our discretion. If any of the actions described herein are deemed necessary by Christina Kovalik, NMD, you agree to pay any and all incurred
collection costs, attorney fees and/or court costs that may become
applicable in our pursuit of any unpaid balances.
 

Confidentiality

If an outside person or agency requests information concerning a patient, we are required that their inquiry be in writing with a signed release form from the patient before the information be given out. Dr. Kovalik is fully HIPAA compliant to ensure patient confidentiality.

 

Assignment of Benefits for Insurance Coverage 

I hereby assign my medical benefits for services rendered by Dr. Christina Kovalik NMD, LAc, PLLC. This assignment will remain in effect until I revoke it in writing. A photocopy or fax of this assignment is to be considered as valid as an original. I authorize Dr. Christina Kovalik NMD, LAc, PLLC to release all information necessary to secure payment in full. I understand that I am financially responsible for all the charges whether or not paid by an insurance company or attorney.

 

I have read and understand these policies.
 

Signature: ____________________________________________Date:______________

 ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
 

 

This document is to be signed by a person legally responsible for the patient’s medical decisions relative to the treatment situation.

 
 
I, _______________________________________   hereby acknowledge that Dr. Christina Kovalik NMD, LAc., PLLC has provided me with a copy of its Notice of Privacy Practices that describes how medical information about me may be used and disclosed, and how I can access this information. I understand that if I have questions or complaints I may contact:

480-948-9000
I also understand that I am entitled to receive updates upon request if Dr. Christina Kovalik NMD, LAc, PLLC amends or changes the Notice of Privacy Practices in a material way.

 

______________________________________________ 
________________________

Signature






Date

 

 

Relationship to patient, if signed by someone other than the patient.
 

 

This section is to be completed by Dr. Christina Kovalik NMD, LAc., PLLC if unable to obtain written acknowledgement from Patient. 

I made a good faith effort to obtain a written acknowledgement of receipt of the Notice of Privacy Practices from the above- named patient, but was unable to because:

 

____ Patient declined to sign this written acknowledgement.

____ Other (specify):___________________________ Signature:___________________

Dr. Christina Kovalik NMD, LAc., PLLC, The Vitality Doctor
10405 N. Scottsdale Road, Ste 3

Scottsdale, AZ. 85253

480-948-9000
 

New Patient Registration 

Date: _______________
Patient Name: ____________________________________________________
Age: __________
Sex:  M   F

Date of Birth: ________________

Phone:  Home_____________________________
Work: _________________
E-mail :  _________________________________________

Address: __________________________________________________________

City: _________________________
State: _______
Zip code: __________
Spouse’s Name: ____________________________________

Contact In Case of Emergency: ________________________ Phone: __________
 

Employer: ____________________________________
Phone: _________________

Employment statue
F- Full time
P- Part time
R- Retired
N- Not employed

Retirement Date: _____________

Spouses Employer: _____________________________
Phone: _________________

Employment Status
F- Full time
P- Part time
R- Retired
N- Not employed

Retirement date: ________________________________

 

Primary Insurance Carrier: ________________________________________________

Primary Insurance Name: _________________________________________________

Policy #_________________________
Group #:___________________________ 

 

I understand that I am financially responsible for payment of this account and/or charges not covered by my insurance. 

 

____________________________________________


Signature






________________________________________________________________________

**   Office Use Only  **
_______Patient List    ________Constant Contact   ________SOC   ________NP Letter
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OPTIMIZING YOUR HEALTH AND VITALITY





 Credit Card Authorization Form for File

I ________________________________, authorize Dr.Kovalik, The Vitality Doctor, to charge my credit card on file in the event of a phone consultation, mail order of supplements and supplies or a cancellation with less than 24 hours notice.

Print name:  _____________________________________________

Signature: _______________________________________________
Credit card # _____________________________________________

Expiration Date: _______ Code on back: _______  Zip:___________

10405 N. Scottsdale Road, Ste. 3   (   Scottsdale, AZ 85253   (   480-948-9000
www.thevitalitydoctor.com   (   drkovalik@thevitalitydoctor.com
Dr. Christina Kovalik NMD, LAc., PLLC, The Vitality Doctor
10405 N. Scottsdale Road, Suite 3

Scottsdale, AZ. 85253

480-948-9000
www.thevitalitydoctor.com
Date: ___________________
Name: _______________________________________________ Age: ______   Sex:  M   F

How did you hear about Dr. Kovalik? _________________________________________________

When did you have your last health care visit? _______________________________________

What was the reason for being seen? __________________________________________________

Please list in order of importance your health concerns:

1. ___________________________________________

2. ___________________________________________

3. ___________________________________________

4. ___________________________________________

5. ___________________________________________ 

Family History
Y= yes

N= no

P= past

Has any family member had any of the following: If yes please specify family member:

Anemia/ Blood disorders
Y
N
P
____________________________

Asthma


Y
N
P
____________________________

Cancer


Y
N
P
____________________________

Diabetes


Y
N
P
____________________________

Epilepsy


Y
N
P
____________________________

Glaucoma

Y
N
P
____________________________

Heart disease

Y
N
P
____________________________

High Blood Pressure
Y
N
P
____________________________

Kidney disease

Y
N
P
____________________________

Mental Illness

Y
N
P
____________________________

Pneumonia

Y
N
P
____________________________

Stroke


Y
N
P
____________________________

Tuberculosis

Y
N
P
____________________________

Venereal Disease

Y
N
P
____________________________

Please list any deaths and age of the family member_______________________________________

______________________________________________________________________________________

Any significant childhood illnesses? If yes, what?_____________________________________________
________________________________________________________________________________________________
Immunizations:
Are you current on all vaccines?            Y      N

Do you get routine Flu shots?                 Y      N

Allergies:

List of drug allergies:  ______________________________________________________________________________________

List of food allergies:  _______________________________________________________________________________________

Environmental allergies or exposures? _____________________________________________________________________

Have you ever been hospitalized?  Y   N    If yes, when and for what: _______________________________________________________________________________________________________

Have you had any surgeries?  Y   N  
If yes, when and for what: ____________________________________

Current Medications:
Infants & Small children

Does your child:



Eat Well

Sleep through the night

Frequent earaches

Frequent sore throats
Diarrhea



Constipation

Colic


Hyperactive

Lethargic


Constant runny nose
Irritable

Skin rashes

Abnormal weight loss/gain
Behavioral Problems

Reaction to Vaccines


Birth history-
Any problems with prolonged labor
Y
N

Birth trauma

Y
N
If yes please explain:__________________________________________
Any other conditions or concerns that aren’t listed: __________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

