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Chiropractic

10320 W. McDowell Rd., Ste. A-1002
Avondale, AZ 85392
Ph. 602-566-7676

Date of Birth B G&de v ¥

Home Prefened PRoRE Home / Cell

Wolldyoulikeaemindervia tEXTONBMAIDE TEXT / EMAIL (circle one)

Primary Insurance Company Insurance ID #
Group # Insured’s Name (If not self)

Secondary Insurance Company Insurance ID #
Group # Insured’s Name (If not self)

Assignment and Release

1, the undersigned, assign directly to Gateway Chiropractic all insurance benefits, if any, otherwise payable to me
for services rendered. Iunderstand that I am financially responsible for all charges whether or not paid by
insurance. Ihereby authorize the doctor to release all information necessary to secure the payment of benefits. 1
authorize the use of this signature on all insurance submissions. Patient/ Responsible party agrees that in the event
of non-payment, all costs of collections( not to exceed 50% of the outstanding balance) if necessary including
attorney and court costs, plus interest, shall be the full responsibility of the patient.




Vehicle Accident Information

. ~ Patientinformation
' patient Name: - " pate: ]
| Date of Accident: e o Time of Accident: 'MWAM/PM
Please describe theaccidentinyourownwords: e

How many people were m the accudent vehlc!e’

Were you the' UDnver DRear Passenger _ - mFront Passenger UPedevsfirriEhm S |
AccidentSite TS ———
. " mpa
. Road/Street Name: . e - -
et ¢ Did your car impact another oYes oNo
b CH/.S? il f ] vehicle?
Nearest mtersectnon wath road/street 1 | Did  your car lmpacta structure? D?és " TaNe
Vo e ot e h"yes, explain: T
Which direction were you headed" .. | | Did any part of your body strike oYes oo
i What speed were you travelmg? B R .« j _anything in the vehicle?
i Drwmg condltmns - - i i if yes, explam ;
aDry aley oWet  oOther: o ! - Was lmpactfrom S ;ﬂfont nRear
’_~ e _ aleft anght
— | " OOther: :
: At the tlme ofthei umpact were you:
B DLookmg stralght ahead mLookmg nght
f_m boiipmsenitn s e eieamiainiiioi) f DLookmg left "olooking down '
Were you wearmg a seatbelt? - DYes mNo i | nLookmg up
fyes, what type? olap oShoulder | Mo o hands on thesteering oYes  mNo
Was the veh:cle eqmpped wnth an‘bags? 1 - wheel?
DYGS El—\lo 7 i | If not, which hand wasonthe oRight oleft |
lf ves, d:d at/thev mﬂate properly? 4 ; | wheel? :
mYes “aNe ' | Was your foot on the brake? gYes  oNo
] D]‘dﬂyour séat have a headresf? { If so, which foot was on the ORight tileft
- i A e e T — i : Peda‘?
oYes mNo z W S L it e s
ettt e ere you:
lf yes, what was the posmon ‘of the head rest? , Sy = « , et s et e
: oSu ns xm a oBra or
L]LOW DMId Dngh ; S i y P - i b
 OtherVehicde (;fappixcab'i_e} e f“_w ' e -mpﬂ_‘_olic;e;;:w__ ' ‘ -
Make and model of other vehicle: ' Did the pahce come to the accident oYes aNo
e siisicaibese S e | site?
eantisiapiion S RPN, ? ) - -
Wh:ch dlrectlon was the other vehic!e headed7 Vﬁe‘r_e“t.hefeghy thnesses_w o DOYes oNo
D  Wasa police report filed? oYes oNo
oo f e §
Speed other vehu:le was travehng’ : Was a traffic vxolat:on issued? EJYes ‘oNo
¥ lf yes, o whom?

Gateway Chiropractic 602-566-7676



Vehicle Accident Information

Pat:ent Condxt:on
Were you unconscious xmmedlately after the accident? DYes ©iNo lf yes,ﬂfe? };E)w long"" B
Please descnbe how you felt immediately after the accident:

A T AT

: Treatment
‘Didyougotothehospita? ~  oYes ~ @No .
“When did you go’ ‘ nlmmedlately after accxdeni: oNext day o2 or more days after accxdent :
How did you get to the hosprtal? nAmbulance OPrivate Transport
Name of hospital: ‘ Name of doctor T
Diagnosis: - : A _ )
Treatment/medications received: - T ”
‘Medical fmaging taken (X—féy, MR, CT Scan):. _ i R
= o Symptoms/ln;unes O Dt R TR R O
Have yo'u-E‘eeH;Ble;e ;r—d}ii.smce tfué m}ury’ oYes ©ONo How many work éays have you missed? o
Prior to thei mjury, were you able to work on an equal basis with others your age'-’ aYes oo
Please  indicate a any other symptor;ns“\;eu have expenenced smce the acmdent and mark B;mfu! areas on the p.ctufe“"
) ﬂArm/shoulder pain nFeet/toe numbness oNeck pain T :' .{“‘\ T '
aBack pam - DHand/fmger numbness oNeck stiffness r/ \
A -mBack stn“fness o _FUHeadaches - vww{fx_st\ortness of breath A !]w}"‘ ‘“"":‘:‘
‘ aChest pam - fjlrrltablhty ' - uSleep dxfﬁculty 'f" /}\ ) 4.}\&
r1Dizziness fiJaw problems nStomach upset i{ H 3 "@\
) :lEer—ba;zmg ) ) - _uLeg pam N ' ' ' uTensjee B ~ '_ \,? Lg“'
akar ringing ‘ ‘oMemory loss - GBlurred vision - K!; }'
oFatigue uNausea “}xi
Is this condmon gettmg progresswely worse? tlYes aNo  nUnknown
Rate the seventy of your pain on a scale of 0 (no pam) to 10 (severevpxen;)“ I
Type of pain: DSharp wDull nThrobbmg nNumbﬁeSs mAchmg DShootmg ]
' oBurning J‘l"nghng riCramping ‘oStiffness nSwe!hng ‘ UOther -
How frequent is your pam? ~oMorning DAfternoon DEvemng — oNight  oConstant ;
Does it mterfere with your: mWork - DSIeep N nDaxly Routme 'ERecreataon R o
Activities or movements that are pamful to perform
DBendlng oSitting B mS’candmg DWaiking. - ELyihg down

k. cemi’y.ihet the above mformation is -complete and correct to the best of my knowledge.

Patlent S!gnature A - ‘ Date

Gateway Chiropractic 602-566-7676
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C'hiropructic

10320 W. McDowell Rd., Ste. A-1002
Avondale, AZ 85392
Ph. 602-566-7676

Patient’s Name: Date:

PLEASE MARK AS MANY OF THE FOLLOWING THAT APPLY TO YOUR CASE:

[0 Ihave Medical Payment (Med-Pay) benefits, either personally or through the driver of the vehicle.
[ Thave group health insurance benefits either directly or through my spouse or parents.

[J 1have retained an attorney

[J 1have not retained an attomney

[ 1have the adverse or third party information available. (Insurance company of the other driver)

PLEASE PROVIDE THE APPROPRIATE INSURANCE INFORMATION:

1) Your automobile insurance carrier:

Address: Insured:
Claim #: Policy #:
Telephone: Fax:

2) Adverse or 3rd party antomobile insurance carrier:

Address: Insured:
Claim #: Policy #:
Telephone: Fax: Claim Rep:

3) Your group health insurance company:

Address: Insured:
Date of Birth Policy #: SS#
Telephone: Fax:

4) Attomey: Legal Assistant:
Address:

Telephone: Fax:
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C.hiropracfic

10320 W. McDowell Rd., Ste. A-1002
Avondale, AZ 85392
Ph. 602-566-7676

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 healthcare operations we must require
you to read and sign this consent form stating that you understand and agree with how your records will
be used. If you would like to have a more detailed account of our policies and procedures concerning the
privacy of your PHI, we encourage you to read the HIPAA NOTICE that is available to you at the front desk
before signing this consent.

1.

The patient understands and agrees to allow this chiropractic office to use their PHI for the
purpose of treatment, payment, healthcare operations, and coordination of care. As an example,
the patient agrees to allow this chiropractic 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 required by the insurance
companies for payment.

The patient has the right to 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 to those restrictions.

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

The patient may provide a written request to 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 right to 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 to file a formal complaint with our privacy official about any possible
violations of the policies and procedures.

If the patient refuses to sign this consent for the purpose of treatment, payments, and
healthcare 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.




