Automobile Accident Questionnaire

Date:
Patient Information
Patient: Date of Birth: SSN:
Address: City: State: Zip:
Cell Phone: Home Phone: Work Phone:
Occupation: Employer:
Emergency Contact Person: Phone:

Who referred you to our practice?
Have you lost work due to this accident? O Yes O No If yes, how many days?
Do you have Personal Injury Protection (P.I.P.) 0 Yes O No If yes, have you filed a claim?

Insurance Company:

Insured Party:

a »
% § Insurance Company Contact: Phone:
g »  Policy No.: Claim No.:
:CE Vehicle Driver:
A
g . Insurance Company:
g £ Insured Party:
¢ g  Insurance Company Contact: Phone:
~ Policy No.: Claim No.:
Vehicle Driver:
Accident Information
Give the time and date present accident occurred: oAM oPM / /

Please explain in detail how your accident occurred:

You were heading? O North 0O South 0O East 0 West on (street or highway)
Other vehicles were heading? 0 North O South 0O East 0 West on (street or highway)
Number of people with you in the car: Were they injured? 0 Yes O No

Were police notified? 0 Yes O No  Did your head strike the windshield or object? O Yes O No
Did you lose consciousness? O Yes 0O No If so, for how long?
You were struck from? 0O Behind 0O Front 0O Left Side O Right Side

Were your 0 Driver O Passenger O Front seat 0 Back seat Using O Seatbelt 0 Shoulder belt 0 Other
Did you feel pain immediately after the accident? O Yes 0O No O Later that day 0O Next day O When
What were your immediate symptoms following the accident?

Where were you taken after the accident? 0 Home 0 Emergency Room O Other
What treatment was rendered?

Was a doctor consulted after the accident? O Yes O No
If so, give the doctor’s name oD.C.oM.D.oD.O.oD.DS.

Doctor’s diagnosis
Did you see the doctor(s) more than once?
Have you ever had any complaints in the involved area before? 0 Yes O No

If so, were they due to a previous car accident? O Yes 0O No On the job injury? O Yes 0O No
Before the injury, were you capable of working on an equal basis with others your age? O Yes 0O No
Are your work activities restricted as a result of this accident? O Yes 0O No

Since the injury, are your symptoms O Improving? O Getting worse? O The same?
Have you retained an attorney O No O Yes, Name Phone




HEALTH QUESTIONNAIRE

Please check mark each of the conditions below that you are currently experiencing.

Patient:

Date:

MUSCLO SKELETAL

GENITO-URINARY

SYSTEM SYSTEM
O Low back pain O Bladder trouble
O Mid back pain O Excessive urination
O Pain between shoulders U Scanty urination
O Neck pain O Painful urination
O Arm problems O Discolored urine
O Leg prol?le.ms FE -
g Sw.ollen.](?mts O Vaginal discharge
Painful joints O Vaginal bleeding
O Stiff joints . .
O Vaginal pain
[ Sore muscles .
o | O Breast pain
cak muscies O Lumps on the breast
0 Walking problems
O Spasms ARE YOU PREGNANT?
O Broken bones 0Yes 0O No
O Shoulder pain
SYMPTOM LOCALIZATION

0 Sharp 0 Dull 0 Numb 0 Tingling 0 Throbbing

O Tenderness/tightness 0O Other

Pain Index

Teast 1 2 3 4 5 6 7 8 9 10 Worst

GASTRO-INTESTINONAL

Oooooooboooooooaod

Oooooooooooodd

N B R B R O

SYSTEM
Poor appetite
Excessive hunger
Difficult chewing
Excessive thirst
Nausea
Vomiting blood
Abdominal pain
Diarrhea
Constipation
Black stool
Hemorrhoids
Liver trouble
Gall bladder problems
Weight trouble

NERVOUS SYSTEM

Numbness
Loss of feeling
Paralysis
Dizziness
Fainting
Headaches
Muscle jerking
Convulsions
Forgetfulness
Confusion
Depression

Insomnia

HABITS
Cigarettes
Alcohol abuse
Coffee or tea
Exercise

Drug abuse

CARDIO-VASCULAR

I Y O R B B O

O 0O O

Oo0ooooooooano

Ooooooooao

RESPIRATORY
Chest pain
Pain over heart
Difficult breathing
Persistent cough
Coughing phlegm
Coughing blood
Rapid heartbeat

Blood pressure
problems

Heart problems
Lung problems

Varicose veins

EYE, EAR, NOSE,
AND THROAT

Eye strain

Eye inflammation
Vision problems
Ear pain

Ear noises

Ear discharge
Hearing loss
Nose pain

Nose bleeding
Nose discharge

Difficult breathing
through nose

Sore gums
Dental problems
Sore mouth
Sore throat
Hoarseness
Difficult speech
Sinus

Allergy

O Jaw pain/facial pain

d

(T™MJ)
Difficulty swallowing



OSWESTRY INDEX QUESTIONNAIRE

This questionnaire is designed to help us better understand how your back discomfort affects your ability to
manage everyday life activities. Please mark in each section the one box that applies to you. Although you
may consider that two of the statements in any one section relate to you, please mark the box that most
closely describes your present day situation.

SECTION 1 —PAIN INTENSITY

O My pain is mild to moderate. I do not need pain killers.
O The pain is bad, but I manage without taking pain killers.
O Pain killers give complete relief from pain.

O Pain killers give moderate relief from pain.

O Pain killers give very little relief from pain.

O Pain killers have no effect on the pain.

SECTION 2 - PERSONAL CARE

I can look after myself normally without causing extra pain.

I can look after myself normally, but it causes some extra
pain.

It is painful to look after myself normally, and I am slow
and careful.

I need some help but manage most of my personal care.
I need some help every day in most aspects of self-care.
I do not get dressed. I was with difficulty and stay in bed.

ooo o oo

SECTION 3 - LIFTING

O I can lift heavy weights without causing extra pain.
O I can lift heavy weights, but it gives me extra pain.

O Pain prevents me from lifting heavy weights off the floor,
but I can manage if items are convéniently positioned, ie.
on a table.

O Pain prevents me from lifting heavy weights, but I can
mange light weights if they are conveniently positioned.

O I can lift only very light weights.
O I cannot lift or carry anything at all.

SECTION 4 - WALKING

O I can walk as far as I wish.

O Pain prevents me from walking more than 1 mile.
O Pain prevents me from walking more than "2 mile.
O Pain prevents me from walking more than Y4 mile.
O I can walk only if I use a cane or crutches.

O I am in bed ot in a chair for most of every day.

SECTION 5 - SITTING

O I can sit in any chair for as long as I like.

O I can sit in my favorite chair only, but for as long as I like.
O Pain prevents me from sitting for more than 1 hour.

O Pain prevents me from sitting for more than 2 hour.

O Pain prevents me from sitting for more than 10 minutes.
O Pain prevents me from sitting at all.

PATIENT NAME

SCORE [50]

SECTION 6 — STANDING

O I can stand as long as I want without extra pain.

O I can stand as long as I want, but it gives me extra pain.
O Pain prevents me from standing for more than 1 hour.
O Pain prevents me from standing for more than %2 hour.
[ Pain prevents me from standing more than 10 minutes.
0 Pain prevents me from standing at all.

SECTION 7 - SLEEPING

O Pain does not prevent me from sleeping well.

O I sleep well but only when taking medication.

O Even when I take medication, I sleep less than 6 hours.
O Even when I take medication, I sleep less than 4 hours.
O Even when I take medication, I sleep less than 2 hours.
O Pain prevents me from sleeping at all.

SECTION 8 — SOCIAL LIFE

Social life is normal and causes me no extra pain.
Social life is normal, but increases the degree of pain.

d

d

O Pain affects my social life by limiting only my more
energetic interests, such as dancing, sports, étc.

O

O

O

Pfa_tin has restricted my social life, and I do not go out as
often.

Pain has restricted my social life to my home.
I have no social life because of pain.

SECTION 9 — SEXUAL ACTIVITY

O Sexual activity is normal and causes no extra pain.

O Sexual activity is normal, but causes some extra pain.
O Sexual activity is nearly normal, but is very painful.
O Sexual activity is severely restricted by pain.

O Sexual activity is nearly absent because of pain.

O Pain prevents any sexual activity at all.

SECTION 10 - TRAVELING

I can travel anywhere without extra pain.

I can travel anywhere, but it gives me extra pain.

Pain is bad, but I manage journeys over 2 hours.

Pain restricts me to journeys of less than 1 hour.

Pain restricts me to necessary journeys of under 2 hour.

Pain prevents me from traveling except to the
doctor/hospital.

OoOoooono

DATE

BENCHMARK -5 =




This questionnaire is designed to enable us to understand how much your neck pain has affected your ability
to manage everyday activities. Please answer each Section by circling the ONE CHOICE that most appeals
to you. We realize that you may feel that more than one statement may relate to you, but Please just circle
the one choice which closely describes your problem right now.

SECTION 1 - PAIN INTENSITY

O I have no pain at the moment.

O The pain is mild at the moment.

O The pain comes and goes and is moderate.

O The pain is moderate and does not vary much.
O The pain is severe but comes and goes.

O The pain is severe and does not vary much.

SECTION 2- PERSONAL CARE

O I can look after myself without causing extra pain.
O I can look after myself normally but it causes extra pain.

O It is painful to look after myself and I am slow and careful.

O I need some help, but manage most of my personal care.
O I need help every day in most aspects of self-care.
O I do not get dressed, I was with difficulty and stay in bed.

SECTION 3 - LIFTING
O I can lift heavy weights without extra pain.
O I can lift heavy weights, but it causes extra pain.

O Pain prevents me from lifting heavy weights off the floor
but I C%rll if they are conveniently positioned, for example
on a table.

O Pain prevents me from lifting heavy weights, but I can

manage 11§ht to medium weights if they are conveniently
positioned.

O I can lift very light weights.
O I cannot lift or carry anything at all.

SECTION 4 - READING
I can read as much as I want to with no pain in my neck.

I calril read as much as I want with moderate pain in my
neck.

I cannot read as much as I want because of moderate pain
in my neck.

I cannot read as much as I want because of severe pain in
my neck.

I cannot read at all.

O O O ood

SECTION 5 - HEADACHE

O I have no headaches at all.

O I have slight headaches which come infrequently.

O I have moderate headaches which come infrequently.
O I have moderate headaches which come frequently.
O I have severe headaches which come frequently.

O I have headaches almost all the time.

Signature Date

SECTION 6 - CONCENTRATION

g
g
g
O
O
O

I can concentrate fully when I want to with no difficulty.
I can concentrate fully when I want to with slight difficulty.

I have a fair degree of difficulty in concentrating when I
want to.

I have a lot of difficulty in concentrating when I want to.

I have a great deal of difficulty in concentrating when 1
want to.

I cannot concentrate at all.

SECTION 7 - WORK

O
g
g
g
g
g

I can do as much work as I want to.

I can only do my usual work, but no more.

I can do most of my usual work, but no more.
I cannot do my usual work.

I can hardly do any work at all.

I cannot do any work at all.

SECTION 8 — DRIVING

I can read as much as I want to with slight pain in my neck.

O 0O o od

g
g
g
g
g
g

I can drive my car without neck pain.

I Cal? drive my car as long as I want with slight pain in my
neck.

I can drive my car as long as I want with moderate pain in
my neck.

I cannot drive my car as long as I want because of
moderate pain in' my neck.

1 calrg hardly drive my car at all because of severe pain in my
neck.

I cannot drive my car at all.

SECTION 9 - SLEEPING

I have no trouble sleeping at all.

My sleep is slightly disturbed (less than 1 hour sleepless).
My sleep is mildly disturbed (1-2 hours sleepless).

My sleep is moderately disturbed (2-3 hours sleepless).
My sleep is greatly disturbed (3-5 hours sleepless).

My sleep is completely disturbed (5-7 hours sleepless).

SECTION 10 - RECREATION

Disability Index Score: %

0 I am able to engage in all recreational activities with no pain

o o o o od

in my neck at all.

I am able to engage in all recreational activities with some
pain in my neck.

I am able to engage in most, but not all recreational
activities because of pain in my neck.

I am able to engage in a few of my usual recreational
activities because of pain in my néck.

I can hardly do any recreational activities because of pain in
my neck.

I cannot do any recreational activities at all.



ASSIGNMENT OF PROCEEDS, CONTRACTUAL LIEN, AND AUTHORIZATION
(“AGREEMENT”)

I hereby direct any and all insurance carries, 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, or illnesses, past or future (“condition”), to pay directly to, and exclusively in the name of Cedar
Park Chiropractic (“office”) such sums as may be owing to Cedar Park Chiropractic for charges incurred by me at
the office (“charges™). I further grant a contractual lien to Cedar Park Chiropractic with respect to my charges,
applicable to all payers; however, I understand that nothing in this Agreement shall be construed as an election by
Cedar Park Chiropractic to claim protection under any statutory lien law. For the purposes of the Agreement,
“benefits” shall include, but shall not be limited to, disability benefits, worker’s compensation benefits, medical payment
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 benefits 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 Cedar Park Chiropractic, I hereby assign, insofar as permitted
by law, all of my rights, remedies, and benefits to Cedar Park Chiropractic 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 office’s 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 Cedar Park Chiropractic any information regarding any 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 and/or all payers, regardless of whether a claim has been established with
said payees. I hereby authorize Cedar Park Chiropractic to endorse/sign my name on any and all checks listing me as
payee, which are presented to this office for payment of any account relating to me, my spouse, or any of my
departments. 1 further authorize Cedar Park Chiropractic to apply any credit balance on charges incurred by me to
any other outstanding charges still owed by me, my spouse, or my dependents, regardless of whether these other
charges are related to my condition.

I understand that I remain personally responsible for the total amounts due Cedar Park Chiropractic 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 any action to collect an outstanding
balance on my account, I will be responsible for payment and will reimburse Cedar Park Chiropractic for all costs of
such 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 written consent of Cedar Park Chiropractic 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 those 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 Cedar Park Chiropractic 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/Guatrdian Signature: Date:




Cedar Park Chiropractic and Acupuncture

HIPAA Patient Consent Form

The Department of Health and Human Services has established a “Privacy Rule” to help
insure that personal health care information is protected for privacy. The Privacy Rule was also
created to provide a standard for certain health care providers to obtain their patients’ consent for
uses and disclosures of health information about the patient to carry out treatment, payment or
healthcare operations.

As our patient we want you to know that we respect the privacy of your personal medical
records and will do all we can to secure and protect that privacy. We strive to always take reasonable
precautions to protect your privacy. When it is appropriate and necessary, we provide the minimum
necessary information to only those we feel are in need of your health care information about
treatment, payment or health care operations, in order to provide health care that is in your best
interest. Your Personal Health Information (PHI) will never be given to any entity besides
what is required for your treatment, payment and health care operations.

We also want you to know that we support your full access to your personal medical records.
We may be indirect treatment relationships with you (such as radiologists that only interact with
physicians and not patients), and may have to disclose personal health information for purpose of
treatment, payment, or health care operations. These entities are most often not required to obtain
patient consent.

You may refuse to consent to the use or disclosure of your personal health information, but
this must be in writing. Under this law, we have the right to refuse to treat you should you choose
to refuse to disclose your Personal Health Information (PHI). If you choose to give consent in this
document, at some future time you may request to refuse all or part of your PHI. You may not
revoke actions that have already been taken which relied on this or a previously signed consent.

If you have any objections to this form, please ask to speak with our HIPAA Compliance
officer.

You have the right to review our privacy notice, to request restrictions and revoke consent in
writing after you have reviewed our privacy notice.

Print Name Signature Date

Parent/Legal Guardian: Signature




Cedar Park Chiropractic and Acupuncture

Informed Consent and Authorization for Chiropractic Care

Nature and purpose for Chiropractic procedures

The practice of chiropractic includes many standard examination and testing procedures, as
well as, therapeutic procedures. These include physical examination, orthopedic and neurological
testing, specialized chiropractic examinations, radiological (x-ray) examination and laboratory testing
(when clinically indicated). Procedures performed by chiropractors include various physical therapy
and rehabilitation procedures, and the procedure unique to the chiropractic profession—the
chiropractic adjustment/manipulation.

Chiropractic adjustments are delivered to patients by chiropractors to correct spinal or
extremity (ankles, knees, wrists, etc.) joint dysfunction. Within the chiropractic profession these
dysfunctions are called Subluxationa subluxation is a condition that exists when one or more bones
of the spine (called vertebra) or extremities are misaligned sufficiently to cause a lack of motion in
these joints, as well as, interference and/or irritation of the nervous system. The primary goal in
chiropractic health care is the removal of subluxations, and the restoration of normal joint motion
and nervous system function.

It is not enough that you understand the benefits of chiropractic care in restoring normal
joint motion and nervous system health, you must also be aware of the existence of inherent risks
and limitations to chiropractic care. Every type of treatment (medical, chiropractic or otherwise)
carries some form of potential risk associated with it. Risks associated with some forms of
chiropractic care include muscular sprain/strain, neurological deficit, osseous fracture and vertebral
artery dissection (stroke). While the incidence of injury from chiropractic care is extremely low, and
only seldom are the risks great enough to contraindicate care, these facts should be considered in
making the decision the receive chiropractic care.

Authorization for Chiropractic Care

I have been informed of the nature and purpose of chiropractic care, the possible
consequences of care, and the potential risks of chiropractic care, including the risk that care I
receive in this office may not accomplish the desired clinical objective. I have been advised of
reasonable alternative treatments, including known risks, consequences, and probable effectiveness
of each, and I have been advised of the possible consequences if no care is provided. I acknowledge
that no guarantees have been provided to me concerning the results of the care I will receive.

I have read the above paragraphs. 1 understand the information provided has been
explained and any questions I have asked have been explained to my satisfaction.

I knowingly authorize Cedar Park Chiropractic and Acupuncture to proceed with
chiropractic care and treatment.

Your Signature Date

If patient is a minor, signature of parent or guardian




