PERSONAL INJURY QUESTIONNAIRE

Name Phone( )

" Address City ____ State Zip
Age e Birthdate : Sex_-___ - SIS # -
Emplpyér.’s Name Employer's Address
Your Ins. Co. . . Policy # ' Agent’s Name
MName on Policy (If other than self) : Policy #

Responsible Party's Narﬁe -
Address __ _ City _ State Zip

Policy Holder's Name ____ _ Policy #

Were there any wilnesses? ( }Yes ({ }No Mame(s)
NATURE OF ACCIDENT:
1. Date of Accident - Time ol Day

. Wereyou: (.)Driver ( )Passenger { )FrontSeal  ( )Back Seat

2

3. Number of people In your vehicle? _____ Were you wearing seal bells?

4. What direction wer;_a you headed? () North -]' East ( )South  { )West
on (name of slréél} ' :

5. What dlrécii?n was other vehicle headed? ( )North  ( )East  { )South  ( )West

on (name of sireet)
6. Were'you struck from:  ( ‘)Behind  ( )Front  ( )Leftside  ( )Rightside °
7. Approximate speed of yourcar _______ mph Other car ___ mph
8. Weré you knocked unconscious? ( )Yes { JNo I yes, fu:)rht:.‘\-«ul long?.
9. Were police notifled? { )Yes { )No

10. In your own words, please describe accident:

11. Did you have any physical complaints BEFORE THE ACCIDENT? { )Yes A { )No If yes, please describe in detall

12. Please describe how you felt:
a. DURING the accident:
‘b. IMMEDIATELY AFTER the accident:
c. LATER THAT DAY: '
d. THE NEXT DAY:




13. Whatare your PRESENT complalnts and symptoms?

""14, Do you have any congenitat (from birth) factors which relate Yo this problem? ( )Yes ( )}No

If yes, please describe:

15. Do you have any ;irevi'ous ilinesses which relate to this case?

{ JYes .( )No

If yes, please describe:

16. Have you ever been involved in an accident before?

type(s) of.accidenfs, as well as injury(ies) received.

{ )VYes

{ )No Ifyes, please describe, including date(s) and

17. Where _w'ere you taken after the accident?
18. Have you been treated by another doctor since the accident?
and address:

What type of trealment did you recelve?

{ )}Yes

{ YNo

[f yes, please list doctor's name

19. Since this injury occurred, are your symploms:

{ ") Improving

20. CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT:
O Headache
] Neck Pain
O Neck Stiff
OJ Sleeping Problems
O Back Pain
{J NervouSness
J Tension

Symptoms Other Than Above
21. Have youlost time from wolrk as aresult of this accident?
a. Last Day Worked: _
b. Type of Employment:
c. Present Salary:

you are receiving:

O feritablity O Numbness in Toes
3 Chesl Pain O Shortness of Breath
0O Qizziness - {0 Faligue -

O Head Seems Too Heavy {0 Depression

£ Pins & Needles in Ams [ Lights Bather Eyes
O Pins & Needles.in Legs O Loss of Memory
O} Numbness in Fingers O Ears Ring

{ ) Getting Worse { )Same
{7 Face Flushed - O Feet Cold
[J Buzzing in Ears 0O Hands Cold
0 Loss of Balance O Stomach Upset
O Fainting . O Cansipation
O Loss of Smell O Cold Sweals
[ Loss of Tasle O Fever
O Diarrhea 0 :

( YNo Ifyes, please complete this question.

{ )Yes
d. Are you being compensated for time lost from work? (" )YYes { }No Ifyes, please state type of compensation
{ )Yes

22. Do you notice any activity restrictions as a result of this injury?

{ JNo Ifyes, please describe, in detail:

23. Other pertinent information:

Bmaedns i b DNeae M

DATE

AW AL A Namm

PATIENT'S SIGNATURE
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ASSIGNMENT OF PROCEEDS, CONTRACTUAL LIENS AND AUTHORIZATION
(“Agreement™)

I hereby direct any and all insurance carriers, attorneys, agencies, governmental departments, companies,
individuals and or other legal entities (“payers”) which may elect or be obligated to pay benefits to me for
any medical conditions, accidents, injuries, illnesses past or future (“condition™) to pay directly to and
exclusively in the name of Chiro+Plus Chiropractic Clinics (“ChiroPlus” or “office”) such sums as may be
owing to Chiro+Plus for charges incurred by me, including but not limited to charges for treatment ,
narrative reports, depositions, testimony, and any other charges incurred by me at the office (“charges”). I
further grant a contractual lien to Chiro+Plus with respect to any charges, applicable to all payers; however,
I understand that nothing in this Agreement shall be construed as an election by Chiro+Plus to claim
protection under any statuary lien law. For the purpose of this Agreement “benefits” shall include, but shall
not be limited to proceeds from any settlement, judgment, or verdict as well as any proceeds relating to
commercial health or group insurance, disability benefits, workers compensation benefits, medical
payments benefits, personal injury protection, lost wages benefits, lost services benefits, no-fault coverage,
uninsured and underinsured motorist coverage, third-party liability distributions, malpractice proceeds,
attorney retainer agreements and any other benefit or proceeds payable to me for the purposes stated herein,
regardless of whether such proceeds are related to my charges or not.

I further agree that in the event a payer refuses to pay Chiro+Plus, I hereby assign, insofar as permitted by
law, all of my rights, remedies, and benefits to Chiro+Plus to the extent of my charges, as well as any and
all causes of action that I might have against such payer to prosecute such causes of action either in my
name or in the offices name, and to settle or otherwise resolve such causes of action as the office sees fit.

In the event that I retain one or more attorneys to represent me in this matter, I will direct each attorney to
issue a Letter of Protection to this office regarding my charges. Upon issuance I hereby agree that such
letter(s) of protection cannot be revoked or modified without expressed written consent of this office. I
further direct each attorney to provide immediate notice to the office regarding any funds received by the
attorney relating to my accident, to promptly pay such office, and to provide a full accounting of such funds
to the office upon its request.

I hereby direct all payers to release to Chiro+Plus any information regarding my coverage or benefits which
I may have including, but not limited to, the amount paid thus far, and the amount of any outstanding
claims.

I authorize this office to release any information regarding my treatment or pertinent to my case(s) to all
payers as defined above to facilitate collection under this Agreement. I hereby direct this office to file a
copy of this agreement, together with any applicable charges, with any or all payers, regardless of whether
a claim has been established with said payers. I hereby authorize Chiro+Plus to endorse/sign my name on
any and all checks listing me as a payee which are presented to this office for payment of an amount
relating to me, my spouse, or my dependents, regardless of whether these charges are related to my
condition.

I understand that I remain personally responsible for the total amounts due to Chiro+Plus for their services.
This agreement does not constitute any consideration for this office to await payments and it may demand
payments from me immediately upon rendering services at its option. If this office must take action to
collect an outstanding balance on my account, I will be responsible for payments and will reimburse
Chiro+Plus for all for all costs of collection efforts, including, but not limited to all court costs and all
attorney fees.

This Agreement shall not be modified or revoked without the mutual consent of Chiro+Plus and myself. I
hereby revoke any previously signed authorizations, whether executed at this office or any other office to
the extent that the terms of these authorizations conflict with the terms of this agreement.

I agree that each and every provision of this agreement is reasonably necessary for the protection of the
rights and interests of Chiro+Plus and myself. However, should any provision of this Agreement be found
to be invalid, illegal or unenforceable or for any reason cease to be binding on any party hereto, all other
portions and provisions of this Agreement shall, nevertheless, remain in full force and effect.

Patient Name (please print):

Patient Signature: Date:_ [/ /

Name of Custodial Parent or Legal Guardian (please print):

Parent/Guardian Signature:




