Date / !

ASSIGNMENT AND REL EASE:

Patient
Address
City State Zip
Sex O0w  OF Age Birthdate 1
O 8Singe [OMaried [1Widowed OSeparated [ Divorced
Fatient Social Security Number,
Occupation . i
Employer
Employer Phong

Children's Name(s){Age_._

E-Mail.

Whom magy we thank for refering you?

Have you ever raceived freatment by a Chiropraciorbefore? O Yes [ No

if yes, when and who?

- Primary Care Physician

May we send the doctor a report? L] Yes O No

Insurance Company,

Subscriber's Name _

Birthdate / ! S5#

| hereby direct any and afl insurance carrers, attomeys, and individuals
to directly pay Reynoldsburg Chiropractic Center for charges incurred by
me | understand that | am financially responsible for ali charges whether
or not paid by insurance | hereby autharize the doctor to release alf
information necessary fo secure the payment of benefits 1 authorize the
use of this signatura on all insurance submissions.

Respensible Party Signature

Relatiohship Date

The patient undersiands and agrees to alfow this chirepractic office to use thelr patient health

Home Work Ext information for the purpose of treatmant, payment, healthcare operations, and ceordination of
Celf Phone care. e wan! you to know how your patisnt health information is going to be used in this

aoffice and your rights concarmning those racords If vou would like 1o have a more detallzd

. . account of our policies and precedures conceming the privacy of your palient health infor-
IN CASE OF EMERGENCY, CONTACT: mafion we encourage you to read the HIPAA notige that is availatle to you at the front desk
" . befare signing this consent. If there is anyane you do nct want to receive your medical

Name, Relationship___________ records please inform our office
Home Phone Patient's signature Date
Work Phone R Ext Guardian's signature Dale

Reason for Visit

When did your symploms appear?

fs this condition getiing progressively worse? [ JYes [ {No []Unknown
Mark an X on the picture where you continue 1o have pain, numbness, of fingling
Rate the severity of your pain on a scale from 1 {least pain) o 10 {severepain) ______

Type of pait [ Sharp [ Dulf [ ] Thrabbing [} Numbness ] Aching
[18nhooting [ Buming []Tingling []Cramps [ | Stifness [ ] Swelling [] Gther

How often do you have this pain?

Is ft constant o does it come and go?

Doegs it interfere with your [ Work ] Sleep [_] Daily Routine [] Recreation

Activities or movements that are painful to perform

[ sitting L] Standing

(] Lying Down

[(Twaking [} Bending




{71 Physical Therapy [T None [ ] Other
Name of othar doctor{s} who have treated you for your condition

What treatment have you already received for your condmon’? | Chlrupractic Services f__] Mecﬂcatlons I:] Surgery

Are you pregnant?

[(lYes {]Mo Due Date

Date of Last: Physical Exam Spinal X-Ray 7 Spinal Exam____
MBI, CT-Scan, Bone Scan ' '
Flace a mark on "Yes” or “No” to indicate if you have had any of the following:
AIDSHIV Cves [ e High Cholesterol Flves L No OTHER:
Alcoholism Fivas O No Kidney Disazse [IYes [3 No
Ansmiz Cyes CINo Liver Disaase Oves O No —
Arthiitis Dives Do Migraine Headaches [¥es [J No
Asthma EYes ONo Osteoporosis Oives O No _
Bronchitis DOyes o Pacemaker OYes O No
Cancer ‘ Cves O No Pakinson's Disease Cives NG
Chemical Dependency Cyes [INo Pinched Nerve CYes OO No
Dighetes Ovas CINo Prostate Problem CYes [T No
Emphysema Ces E1No Prosihesis OYes O Mo
Epilepsy [Ives CINo Psychiatric Care ClYes CINa
Fractures BYes O No Rheumatoid Arthritis Hes T Ne
Gout OiYes T No Siroke OYes O No
Heart Disesse [1¥es DNo Suicide Atiempt EfYes £1No -
Hepatifis Cives CONo . Thyroid Problems OYes [ Ne
Hernia Cves ONo Tumors, Growths [fYes Pl Ko —
Herniated Disk OYes EINo - UHeers ElYes EINo
High Blood Pressure CIves [No
»
EXERCISE WORK ACTIVITY HABITS
[ None {1 Sitting & Smoklng Packs/Day.
™1 Moderate [} standing [] Alcchel Drinks/\Week
(] Daily [] Light Labor [] Coffee/Caficine Drinks  Cups/Day.
[} Heavy I Heavy Labor ] High Stress Level Reason

bt s

Falls
Head Injuries
Broken Bones

Dislocations

Surgeries

Injuries/Surgeries you have had

Descripticn

Date

Pharmacy Name

Pharmacy Phone,




Re?fnoldsburg Chiropractic Center
7323 East Main Stréet « Reyndldsburg, Chio 43068
Phone: (614) 861-6222 < Fax: (614) 861-1840

AUTO/PERSONAL ACCIDENT QUESTIONAIRE

Date of Accident: Time am pm

Location:

How did accident occur?

Describe the Circumstances

Vehicle you were in: Year: Make: Model: _

Othet vehicle: Yea: . _ Make:. Model:

Did you teport accident to employer? ____yes _____no

If anto accident were you: driver ___ passenger ___ pedestrain

Were you struck from: ___ behind front ___ L side __ Rside ___ parked

Were you wearing aseatbelt? _ yes ____ no ifves, ___ lapseatbelt __ _ shoulder-lap seat belt
Was you car stopped at time of impact? ___yes _____no if no, approximatespeed ______mph
Was the other vehicle moving at time of impact? ____yes ___no  if yes, approximate speed _______
Did your vehicle strike another vehicle? . yes _ no

Did another car strike you? ____yes _ _ no

Iraific citations were issued to: you driver of other car _____driver of your car

What is the estimated cost of damage to the vehicle you were in? §
Dyid you go to the emergency soom as a result of this accident? yes no
List the extent of injuries as you know them:

Check symptoms you have noticed since the accident:

—_Headache __ Nervousness __..Loss of memory
____Head spems tog heavy —_Pins and needlss in arms w—Loss of smelt
__Neck pain stiffness ___ Pins and needles in legs _ _.Loss of taste
. Upper back pain/stiffness _—_Numbness in fingers ___ Diarrhea
——Mid back pain/stiffness ___Numbness in ioces __.Faet cold
bW back pain/stifiness ____loss of balance __ Hands cold
——Shoulder pain/stifiness ——_Ringing/buzzing in ears ____ Stomach upsel
__ General stiffness —Dizziness ___Constipation
___Fatigue —Shortness of breath . Cold sweats
____lrritability ___ Chest pain __ Fever

. Depression ___Light bothers eyes ____Fainting
____Tension __._Sleeping preblems

Symptoms other than above:
Have you missed any days of wotk? yes ____no if yes, how many? .
Insurance companies involved:

My insurance company

Company of person responsible for injuries

Do you have an attorney that has advised you in this claim? yes _.__.Nno
Attorney information: Name Phone
Address

Have you considered using an attorney to handle the settlement of your claim? yes no



ASSIGNMENT

This Assignment, made effective on the day of > 206, by and between
(“Patient”) and ] , and its officers,
agents, members, shareholders, subsidiaries, assigns, employees, and directors (collectively referred to as “Clinic™)

Witnesseth:

WHEREAS, _ insurance company inswes Patient through wminsured/underinsured motorist
coverage and/or medical payment coverage; and Patient was involved in an accident on or about _ in
which he/she was injured and for which he/she have ot may have a claim against another person(s} for causing his/her

injuries (“Claim™); and

WHEREAS, fo the best of Patient’s knowledge, the person(s) who caused the Claim is(are) inswed by
;and

WHEREAS, Patient is entering into this Assignment vohuntarily and without duress, and

WHEREAS, Patient acknowledges that he/she has the right and opportunity to seek independent legal counsel
to review this Assignment; and

WHEREAS, Patient seeks to have the Clinic provide medical care, treatment, and seivices as a result of
Patient’s Claim; and

WHEREAS, Clinic agrees to provide medical care, treatment, and services to Patient and additionally agrees
to delay billing Patient in a personal capacity for said medical care, treatment, and services until the resolution of
Patient’s Claim; and

WHEREAS, Patient and Clinic desite to enter into this Assignment in accordance with the terms contained
hergin

NOW, THEREFORE, in consideration of the mutnal promises and covenants contained herein, and for other
good and valuable consideration, the receipt of which is hereby acknowledged, it is agreed as follows:

1 Patient hereby assigns, without any right to later revoke, 2 part of any proceeds from his/her claim equal t¢ the
fees incurred by Patient to the Clinic for all treatment and other services rendered by the Clinic Patient is not
assigning any legal cause of action in the Claim above, but only prospective proceeds. Patient zlso assign to the
Clinic his/her right to enforce the obligation of any insurance company to pay settlement proceeds for any
settlement agreement made by or for Patient in excheange for his/sher signing such insurance company’s release of
claim. Prior to settlement or other disposition of the Claim, Patient understands and permits Clinic to puzsue
payment fiom any third party, including medical payments coverage in an automobile liability policy. Patient
also assigns, without any right to later revoke, a part of available medical payments coverage equal to fees
incured by Patient to Clinic for all treatment and other services rendered by Clinic.

2. This Assignment and related documents which Patient has signed in connection with it states the entire
agreement and Patient’s complete understanding regarding the Clinic’s fees, Patient has not relied on
any statements by the Clinic or other information before making this Assisnment. Patient understand
that he/she remains responsible for any Clinic fees not paid out of Patient>s Claim.

(signature of Patient)



3. Patient understands that 1t is Patient’s respounsibility during treatment to remain aware of histher
cumulative account balance for services rendered. Patient has received a schedule of treatment fees for
the Clinic, or if Patient has not, Patient will request one in writing

4 Patient understands that this is an express contract to pay for the services rendered by the Clinic. Patient agrees
to pay his/her account balance in full and/or direct its payment from the Claim proceeds regardless of whether
any other person or entity attempts to or fails to fully reimburse me for it If Patient disputes hisfher account
balance o1 treatment rendered, Patient agrees that histher remedy will be to resolve it with a separate action from
the Claim.

5 NOTICE: PATIENT HEREBY NOTIFIES AND DIRECTS ANY AND ALL INSURANCE
COMPANIES. THIRD PARTY ADMINISTRATORS, ATTORNEYS OTHER PERSONS AND/OR
OTHER ENTITIES WHO HOLD OR LATER HOLD ANY PROCEEDS FROM PATIENT’S CLATM
THAT CLINIC NOW HAS A VALID INTEREST (AS THAT TERM IS USED AND APPLIED IN RULE
1.15(d) OF THE OHIO RULES OF ATTORNEY PROFESSIONAT, CONDUCT) IN SAID PROCEEDS
AND PATIENT HEREBY DIRECTS YOU TO PROMPTLY DELIVER AND APPLY ANY PROCEEDS
FROM PATIENT’S CLAIM TO PATIENT’S TOTAL ACCOUNT BALANCE WITH THE CLINIC
OUT OF THE TOTAL PROCEEDS HELD IN PATIENT'S BEHALF, UNLESS THE CLINIC
CONFIRMS PRIOR PAYMENT OF IT IN WRITING. “TOTAL PROCEEDS” HELD BY AN
ATTORNEY FOR PATIENT’'S CLAIM SHALL MEAN PROCEEDS AFTER DEDUCTION OF
ATTORNEY FEES.

6. This Assignment is governed by Ohio law. Jurisdiction shall be in Chio, and venue shall lie in the county which
the Clinic is located, unless otherwise required by applicable law

7 PATIENT REALIZES THAT HE/SHE HAS NOW GIVEN AWAY A PART OF ANY PROCEEDS
FROM HIS/HER CLAIM FOR WHICH THE CLINIC NOW HAS A VALID INTEREST. IF PATIENT
RECEIVES ANY PROCEEDS FROM HIS/HER CLAIM, PATIENT AGREES TO IMMEDIATELY
DETERMINE IF THE CLINIC HAS BEEN SEPARATELY PAID IN FULL. UNLESS THE CLINIC

T e e W S i

8 It any provision of this Assignment is determined o be invalid or unenforceable pursuant to applicable
law, then the invalid or unenforceable provision will be deemed superceded by a valid, enforceable
provision that most closely matches the intent of the original provision, and the remaining provisions
shall continue in full force and effect

IN WITNESS WHEREOF, the parties hereto have caused this Assignment to be executed and effective as of the date
first written above

PATIENT CLINIC
Signed:
Print Name: By:
Signature of Parent/Legal Guardian: Title:

~ Date: ) Date:




