INFORMATION CHECK LIST NEEDED TO BRING INTO OFFICE:

1)
2)
3)
4)
5)
6)
7)

8)

Drivers License

Auto Insurance Card (kept inside vehicle )

Auto Medical Claim #

Auto Insurance Claim Adjusters Name & Phone #
Auto Insurance Medical Claims address

Regular Medical Insurance Card{Back-up )

Copy of Police Report

Letter of Representation from Attorney office

The Center for Chiropractic and Holistic Care
25 E. Afton Avenue

Yardley, PA 195067

215-321-0505




The Center for Chiropractic & Holistic Care
25 East Afton Avenue
Yardley, PA 19067
215-321-0505
ACCIDENT QUESTIONNAIRE '

Today’s Date:

Injured Party:

Date of Occurrence:

In order to complete claims processing we are asking that you complete this
questionnaire concerning your injuries.
Thank you for assisting our efforts in providing quality service.

Briefly describe the cause of injury: (e.g., location of accident/how it happened)

Name of Insurance Company {e.g., autc, homeowners, workers comp)

Insurance Company Address
(Street) (City) (State) (Zip)

Policy Holder Name:

Policy #

Claim #

Adjuster Name & Phone#

If you have retained an attorney, please provide the following information:

Attorney Name:

Address:
(Street) (City) (State) (Zip)

Phone Number

Date Member Signature , Date:




AUTOMOBILE ACCIDENT QUESTIONNAIRE

Patient's Name: Today's Date:

Date of Accident:

THE FOLLOWING QUESTIONS PERTAIN TO YOU AND THE VEHICLE YOU WERE IN:

Vehicle type: Vehicle size:

Ocar QPickup dSubcompact  Full-size

Qvan UTruck UCompact UMini

(station Wagon QBus DMid-size OLight

QoOther OHeavy Qother

Your position in the vehicle:

QDriver

QPassenger -----—--- Location-——— ULeft OMiddle ORight

Uother UFront Passenger (JRear Passenger L Third Seat (rear)

Speed of your vehicle: Why Vehicle was slowed or stopped:

UStopped UMoving Moderately O Traffic Signal QParking

UParked UMoving Fast QPedestrian O Traffic

(Slowing CMoving at apprx ___ MPH Cstop Sign  OBusy Intersection

UMoving Slowly

Collision Type:

U Driver Side Impact QHead On Collision

LlPassenger Side Impact ClRear Impact

QFront Impact QPedestrian Incident

THE FOLLOWING QUESTIONS CONCERN THE OTHER VEHICLE INVOLVED IN THE ACCIDENT:

Vehicle type: Vghicle size:

UCar QPickup OSubcompact OFuli-size

QOvan O Truck OCompact  UMini

O Station Wagon QBus OMid-size OLight

UOther QO Heavy Qother

CONDITIONS AT THE TIME OF THE ACCIDENT:

Time of day: Road Conditions: Visibility: Visibility compromised by:

QFull daylight QDry OExceltent UBrightness
ODamp QGood U Darkness

QIDusk Owet UFair QORain

CINight U Snow covered QPoor QSnow
Ulce covered Fog
WPatchy Ice/Snow A Traffic

THE FOLLOWING QUESTIONS CONCERN THE MOMENT OF IMPACT OF THE ACCIDENT:

Woere you... Restraints: (check all that apply)

OTotally unaware that the accident was impending U Seat belt

LJAware that the accident was impending U Shoulder harness

OAware that the accident was impending and braced for it CINo restraints

If you were the driver of the vehicle, was your foot on the brake pedat? OYes LINo QKnocked off by impact

Was the air bag deployed? What position was YOUR headrest in?

OCar not equipped with air bag OHigh position

QAir bag deployed UMiddle position

UAir bag not deployed O Low position The Center for Chiropractic & Holistic Care

25 East Afton Avenue
Yardley, PA 19067
215-321-0505



Position of YOUR head at time of impact?

UFacing straight ahead
QTilted forward
Rotated to the left
QRotated to the right

Position of Your body at time of impact?
(Straight

QTitted forward
URotated to the left
(JRotated to the right

Was your head thrown...?
U Backward and then forward

QForward then backward
QTotheleft [To the left then the right
OTotheright [dTo the right, then the left

Was your rown...?

OBackward and then forward

Forward then backward

QTotheleft QTo the ieft then the right
QTotheright OTo the right, then the left
QAcross the vehicle

QOutside the vehicle [Under the vehicle

Damage to vehicle YOU were in: Citations:

Wincurred minimal damage UNone issued

Wincurred moderate damage Uyourself

Wincurred severe damage QDriver of vehicle patient was a passenger of
QOwas totaled W Driver of other vehicle

CNot known CINot sure

AS A RESULT OF THE FORCE OF THE COLLISION, WHICH QBJECTS IN THE VEHICLE DID YOUR BODY STRIKE?
Head Left Arm

O sSteering wheel URight door O Steering wheel LRight door
QDashboard Ol Left window ClDashboard DLeft window
Cwindshield URight window windshield ORight window
CAmrest QConsole OAmrest OConsole
QHeadrest (Gear shift U Headrest QGear shift
QORear view mirror QFront seat URear view mirror QFront seat
QLeft door (JBackseat OLeft door QBackseat
Right Arm Torso

U Steering wheel LIRight door O Steering wheel QRight door

O Dashboard QLeft window ODashboard ULeft window
Owindshield URight window OwWindshield DRight window
QAmrest LConsole OArmrest UcConsole
OHeadrest W Gear shift UHeadrest QGear shift
URear view mirror OIFront seat QRear view mirror UIFront seat
QLeft door U Backseat O eft door U Backseat
Left Leg Right Leg

U Steering wheel QRight door Usteering wheel CIRight door

O Dashboard U Left window W Dashboard QL eft window
Qwindshield DRight window Owindshield DRight window
WAmrest QConsole QAmrest QConsole
OHeadrest QGear shift ClHeadrest U Gear shift
(JRear view mirror OFront seat LlRear view mirror OFront seat
Choeft door UBackseat Qieft door OBacksesat

THE FOLLOWING QUESTIONS CONCERN THE TIME PERIOD IMMEDIATELY FOLLOWING THE ACCIDENT:

Did you lose congciousness?

OvYes
No

Immediatel lilowing the accident, did you feel...?
CIDizzy OwWeak
(dDazed CONervous

QDisoriented INauseated



Were you able to walk unaided? Where did you go...?

QYes QDrove home LDrove to work
UNo (Was driven home Owas driven to work
UDrove to hospital QO Drove to school
Wwas driven to hospital QOwas driven to school
L Taken to hospital via ambulance
Next day discomfort...? Did your major complaints exist before the accident?
Qincreased Udecreased Usame Oyes O No
in what areas did you IMMEDIATELY fee! pain?
OHead Shoulder OLeft QRight Hip OLeft ORight
ONeck Amn OLeft ORight Thigh (Left ClRight
QUpper back Elbow OLeft URight Knee ULeft URight
OIMid back Wrist QOLeft ORight Calf OLeft CRight
{Ribs Hand OLeft QRight Ankle ULeft ORight
UChest Fingers OLeft QRight Foot (lLeft QRight
QAbdomen Buttock OLeft ORight Toes OLeft ORight
ULow Back
OPelvis
in what areas did you experience lacerations {(cuts)?
UHead Shoulder QOLeft LRight Hip  OLeft URight
ONeck Amm QLeft ClRight Thigh ULeft CIRight
QUpper back Elbow OLeft QRight Knee OlLeft OIRight
OMid back Wrist OLeft QRight Calf OLeft Right
ORibs Hand OLeft QRight Ankle ClLeft CIRight
UChest Fingers DLeft QRight Foot QOLeft LIRight
OAbdomen Buttock OLeft QRight Toes [lLeft CIRight
ULow Back
QOPelvis
At the hospital, what areas were x-rayed?
QHead Shoulder QLeft ORight Hip  QLeft ORight
ONeck Am QOLeft ORight Thigh QLeft ClRight
Qupper back Elbow DLeft ClRight Knee (lLeft [JRight
(IMid back Wrist Uteft CRight Caif DLeft DRight
URibs Hand Uteft ORight Ankle {Left CJRight
OChest Fingers Uteft CIRight Foot ULeft ORight
OAbdomen Buttock Ut eft E]Right Toes UOLeft DRight
QLow Back
UPelvis
Where did you experisnce pain on the day FOLLOWING the accident?
OHead Shouider QLeft LIRight Hip  Oleft QRight
ONeck Amm QOLeft ORight Thigh Oteft CORight
QuUpper back Elbow OLeft ORight Knee QlLeft URight
CMid back Wrist OLeft QRight Caf left QRight
ORibs Hand Qleft ORight Arkle (teft ORight
UChest Fingers OLeft QRight Foot (llLeft CRight
UAbdomen Buttock OLeft CIRight Toes (QLeft CJRight
O Low Back

QPelvis



the Center tor Chiropractic.& Holistic Care
25 East Afton Avenue
Yardley, PA 19067

INITIAL HEALTH STATUS

215-321-0505 Chiropractic
Patient Name Birthdate Gender: M/ F
Address City
State Zip Phone ( ) Patient Primary Language
Occupation Employer Work Phone
Address City State Zip
Subscriber Name Health Plan
Subscriber 1D # Group # Spouse Name
Spouse Employer City State Zip
Primary Care Physician Name PCP Phone

MARK AN X ON THE PICTURE WHERE YOU HAVE PAIN OR OTHER SYMPTOMS.
DESCRIBE YOUR CURRENT PROBLEM AND HOW IT BEGAN:
[[] Headache [ ] Neck Pain [_] Mid-Back Pain [] Low Back Pain

[ ] Other

is this? [ ] Work Related
Date Problem Began

[ Auto Related

L] NA

How Problem Began

Current complaint (how you feel today):
I

0 1 2 3 4 5
No Pain

How often are your symptoms present?

6 7 8 9 10
Unbearable Pain

[J0-25% [126-50%

J51-75%

[]176-100%

L

No interference 0 1 2 3

4 5 6 7 8 9

In the past week, how much has your pain interfered with your daily activities (e.g., work, social activities, or household chores?

10 Unable to carry on any activities

in general would you say your overall health right now is: [ ] Excellent [[] Very Good [] Good [] Fair [] Poor

HAVE YOU HAD SPINAL X-RAYS, MRI, CT SCAN FOR YOUR AREA(S) OF COMPLAINT? [ No [ Yes
Date(s) taken What areas were taken?
Please check all of the following that apply to you:
[} Alcohol/Drug Dependence [] Prostate Problems
[J Recent Fever ] Menstrual Problems
[] Diabetes [] Urinary Problems
[ High Blood Pressure [l Currently Pregnant, # Weeks
[] Stroke (Date) (] Abnormal Weight [ ] Gain [] Loss
[] Corticosteroid Use (Cortisone, Prednisone, etc.) [] Marked Morning Pain/Stiffness
[] Taking Birth Control Pills [[] Pain Unrelieved by Position or Rest
[l Dizziness/Fainting [] Pain at Night
[C] Numbness in Groin/Buttocks [J Visual Disturbances
] Cancer/Tumor (Explain) [0 Surgeries
[] Osteoporosis [0 Tobacco Use - Type
[] Epilepsy/Seizures Frequency /Day
[] Other Health Problems (Exptain) [] Medications
Family History: [ ] Cancer [] Diabetes (] High Blood Pressure

[] Heart Problems/Stroke [_] Rheumatoid Arthritis
I certify to the best of my knowledge, the above information is complete and accurate. If the health plan information is
not accurate, or if | am not eligible to receive a health care benefit through this practitioner, | understand that | am liable
for all charges for services rendered and | agree to notify this practitioner immediately whenever | have changes in my
health condition or health plan coverage in the future. | understand that my chiropractor may need to contact my
physician if my condition needs to be co-managed. Therefore | give authorization to my chiropractor to contact my
physician, if necessary.

Patient Signature Date

OCIHS081617 dacx



HEALTH CARE AUTHORIZATION FORM (HIPPA)

Patient’s Name: Date:

Patient’s SS# Date of Birth:

THE PATIENT IDENTIFIED ABOVE AUTHORIZES: The Center for Chiropractic and Holistic Care, TO USE AND OR
DISCLOSE PROTECTED HEALTH INFORMATION IN ACCORDANCE WITH THE FOLLOWING:

| give permission to The Center for Chiropractic and Holistic Care to use my address, phone number
and clinical records to contact me with my appointment reminders, missed appointment notification
birthday cards, holiday related information.

If The Center for Chiropractic and Halistic Care contacts me by phone, | give them permission to leave a
phone message on my answering machine or voicemail.

| give The Center for Chiropractic and Holistic Care permission to treat me in a n open room where
other patients are also being treated. Should | need to speak with the doctor at any time in private, the
doctor will provide a private room for these conversations.

By signing this form you are giving The Center for Chiropractic and Holistic Care 25 E. Afton Ave, Yardiey PA 19067

permission to use and disclose your protected health information in accordance with the directives listed above.

RIGHT TO REVOKE AUTHORIZATION

You have the right to revoke the AUTHORIZATION, in writing at any time. However, your written request to revoke this
AUTHORIZATION is not effective to the extent that we have provided services or taken action | reliance on your

authorization.

You may revoke this AUTHORIZATION by mailing or hand delivering a written notice to the Privacy Official of The Center for
Chiropractic and Holistic Care. This written notice must contain the following information:

Your name, Social Security number and date of birth, clear statement of our intent to revoke the AUTHORIZATION, the date of
the request and your signature.

The revocation is not effective until it is received by the Privacy Official.

This AUTHORIZATION is requested by The Center for Chiropractic and Holistic Care for its own use/disclosure of PHI.
(Minimum necessary standards apply.)

You have the right to refuse to sign this AUTHORIZATION. If you refuse to sign this AUTHORIZATION, The Center for
Chiropractic and Holistic Care will not refuse to provide treatment.

You have the right to inspect or copy the PHI to be used/disclosed.

Print Name: Signature:

Signature of Personal Representative/Guardian/Parent:

“he Center for Chiropractic & Holistic Care
25 East Afton Avenue
Yardley, PA 19067
215-321-0505

Description of Representative’s Authority To Act for Patient:




