Automobile Accident Questionnaire

Please answer all questions completely

Dear Patient: We need this Information because we care enough to want to know, and your answers will help us determine If
chiropractic care can help you. If we do not sincerely believe your condition will respond satlsfactorily, we will not accept your
case. In order for us to understand your condition properly, please be as neat and accurate as possible while complsting this
form. Thank you, ‘

Marltal Date of ~ » Home

Name Sex Stalus Birth - Phaone
Address Gly State Zip
Occupation Wha referred you to our office?
(Indicate If child, sludent, housewlis, unemplayed, relired)
Soclal Buslness Company
Sec, # Phane Name Localion
Spouss's Spouse's Spouss's
Flrst Namg —— Soc.Sec. i Employer Localian
Please explaln In detail how your accident happened
Insurance Go. Policy No. Claim No,
Driver of other vehlcle (if any)

Insurance
Name Company Polfcy No.
Driver of vehicle in which you were injured (if applicable)

Insurance
Name Company Policy No.
Name of your Insurance adjustor
Have you retalned an attorney? [ Yes [0 No
If so, his name and address .
You were headlng O North O East O South [ Weston (street or highway)
Other vehlcle was headed . 0 North [ East O South [ West on (street or highway)

Were police notlfied? 'O Yes O No

Were you knocked unconscious? O Yes [ No If so, for how long?
You were struck from [ Behind O Front O Left side [J Right side

Youwere [l Driver O Passenger O Frontseat [ Backseat LI Uslng seatbelts [ Other protective devices
What were the time and date of present Injury?
Where did you feel pain Immediately after the accident?
Where were you taken after the accident?
What treatment was given?
Was any other doctor consulted after your accident? I Yes O No

If so, what was the doctor's name? 0O 0o.c, MD, ODO., O DD.S
What was the diagnosis?
What treatment was given?
How often did you ses the doctor?
How long did you see the doctor?

Have you ever had any complaints in the Involved area before? [ Yes [0 No
If s0, what ware the complaints?
Before the injury were you capable of working on an equal basls with others your age? O Yes O No
Are your work activities restricted as a result of this accldent? O Yes 0O No

Since this Injury are your symptoms O Improving? O Getting worse? [J Same?
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HEALTH QUESTIONNAIRE:

Plsase Indlcate for each of the qusstions below your exparlence by uss of the following codes: 1—never had; 2—previously had; 3—presently have.

MUSCULO-SKELETAL GENITO-URINARY GASTRO-INTESTINAL CARDIO-VASCULAR-
SYSTEM SYSTEM SYSTEM RESPIRATORY

L

Low back problems Bladder trouble Poor appetita — Chast pain

Pain between shoulders Excessive urination Excessive hunger Paln over heart

Neck problems Scanty urlnation —— Difflcult chewing 2 Diffleult breathing
—— Arm problems Painful urination . Difflcult swallowlng Persistent cough

Leg problems Discolored urlne Excesslve thirst

GCoughing phlegm
Coughing blood

Rapld heartbeat

Blood pressure problems
Heart problems

Lung problems

— . Swallen Joints Nausea

E .
Painful Jolnts FEMALE

. Stlff Jolnts
Sore muscles

Vomiting food
Vomiting blood

Vaginal discharge

Vaglnal bleeding . Abdominal paln

Weak muscles Diarrhea

Vaglnal pain

e
A

Walking problams Breast pain Constlpation Varicose Veins
Ruptures Lumps on breast ___ Black stoal
: EYE, EAR, NOSE, AND THROAT
— Broken bonss Are you pregnant? — Bloody stool
Yes No Hemarrholds —— Eye strain
Liver trouble — Eye inflammation

@Gall bladder problems
Walght trouble

Vislon problams

Please mark your areas of paln on the figures below. Ear paln

Ear nolses

@’ NERYOUS SYSTEM Ear discharga
Q gl’ ' Numbness Hearing loss
Loss of feeling Nose pain’
Paralysls Nosa bleading
—_— D)zzir:ess Nose discharge
Falnting — Diffleult breathing thru nose
Headaches Sore gums
: Muscle jerking Dental problems
Convulslons Sore mouth
) Forgetfulness Sore throat
Confuslon Hoarseness
Depresslon —— Difflcult speech

Patlent's Signature

sezmerstnesear st bt seaac st e DO NOT WRITE BELOW THIS LINE

Patient accepted? Yes No

Doctor's signature




Patient Health Information Consent Form

We want you to know how your Patient Health Information (PHI} is going to be used in
this office and your rights concerning those records. Before we will begin any health
care freatment we must require you to read and sign this consent form, stating that you
understand and agree with how your record will be used. If you would like to have a
more detailed account of our policies and procedures concerning the privacy of your
Patient Health Information, we encourage you to read the HIPPA NOTICE that is
available fo you at the front desk before signing this consent.

1.

The patient understand and agrees o allow this chiropractic office to use their
Patient Health Information (PHI) for the purpose of freatment, payment, health
care operations, and coordination of care. As an example, the patient agrees
to allow this office to submit requested PHI to the Health Insurance Company (or
companies) provided to us by the patient for the purpose of payment. Be
assured that this office will limit the release of all PHI to the minimum needed for
what the insurance companies require for payment.

The patient has the right fo examine and obtain a copy of his or her own health
records at any time and request corrections. The patient may request to know
what disclosures have been made and submit in writing any further restrictions on
the use of their PHI. Our office is not obligated to agree with those restrictions.

A patient’s written consent need only be obtained one time for all subsequent
care given to the patient in this office.

The patient may provide a written request fo revoke consent at any time during
care. This would not affect the use of those records for the care given prior to
the written request to revoke consent, but would apply to any care given after
the request has been presented.

For your security and rights privacy, all staff has been trained in the area of
patient record privacy and a privacy official has been designated to enforce
those procedures in our office. We have taken all precautions that are known
by this office to assure that your records are not readily available to those who
do not need them.

Patients have the right fo file a formal complaint with our privacy official about

any possible violations of these policies and procedures.

If the patient refuses to sign this consent for the purpose of freatment, payment
and health care operations, the chiropractic physician has the right to refuse to
give care.

| have read and understand how my Patient Health Information will
be used, and | agree to these policies and procedures.

Name Date



PROFESSIONAL FEE SCHEDULE

INITIAL VISIT AND STANDARD VISITS

Consultation No Charge
Examination $60 - $140
X-rays {per view) $55

Office Visit, Adjustment $55- %70
Exfremity Adjustment $55
Therapies $35

Our experience has shown that it is wise o have an understanding with our patients as
to our office policies and fees. This form has been prepared for your convenience and
information. We offer several methods of payment for your needs. This information will
enable us to better serve you and help to avoid misunderstandings in the future. Our
main concern is your health and well-being, and we will do our best to help you in any
way we can.

PLAN 1: GROUP INSURANCE

If you have insurance which covers Chiropractic care, we will bill your insurance
directly. Please present your card on your first visit. Until we have the completed
necessary information to verify coverage, you will be required 1o pay for your care. This
includes any deductible or co-pay at the fime of your service. In the event the
insurance check should come to you, you are expected o bring the check in {o us.
Remember, insurance companies do not guaraniee payment, do not pay for
maintenance care, and ordinarily are designed and intended to only take care of
acute problems. Please understand that insurance companies have cost containment
programs to reduce the amount of claims paid even when the patient's care is justified.

PLAN 2: CASH
Fees are to be paid at the fime services are rendered, unless special arangements
have been made in advance.

PLAN 3: HEALTH CARE MADE AFFORDABLE (HCMA)
For those patients who quadlify, we offer discounted cash agreements on a monthly and
block basis. Please ask for details.

PLAN 4: WORKER'S COMPENSATION INJURY

You need to report your injury to your employer and bring in insurance information.
Payment for services is required until insurance information is verified. We will bill the
insurance company directly.

PLAN 5: AUTO/PERSONAL INJURY

You need fo report the accident and present your auto insurance card to us on your
first visit. Payment will be required until your coverage can be verified. We will bill the
insurance company directly.

I have read and understand all of the options available fo me.

SIGNATURE: DATE:




