VEHICLE ACCIDENT INFORMATION

PATIENT INFORMATION

Date
Patient Name
Date of Accident Time of Accident Oam.
O p.m.

Please describe the accident in your own words:
Were you the: O Driver [ Front Passenger How many people were

[J Rear Passenger [ Pedestrian in the accident vehicle?

ACCIDENT SITE IMPACT

Road/Street Name Did your car impact another vehicle? [JYes O No
City/State Did your car impact a structure? OYes [0 No

Nearest intersection with road/street

Driving conditions (J Dry (O Wet [ lcy [ Other

Which direction were you headed?

Speed you were traveling?

VEHICLE

Make and model of vehicle you were in:

OYes [ No
OLap [J Shoulder

[0 No

Were you wearing a seatbelt?
If yes, what type?

Was vehicle equipped with airbags? []Yes
If yes, did it'they inflate properly? [JYes [JNo

Did your seat have a headrest? OYes [No
If yes, what was the position of the headrest?
O Low [J Midposition [ High

If yes, explain

Did any part of your body strike anything in the vehicle?

OYes OO No
Was impact from :
[ Front [ Rear [ Left [J Right [ Other

If yes, explain

At the time of impact were you:
[ Looking straight ahead
[ Looking to the left
O Looking up

[ Looking to the right
[ Looking down

Were both hands on the steering wheel? ClYes [ No
If no, which hand was on the wheel? [J Right [J Left

Was your foot on the brake? COYes [No
If yes, which foot was on the brake? [ Right [J Left

Were you: [J] Surprised by impact [ Braced for impact

OTHER VEHICLE

(if applicable)

Make and model of other vehicle

Which direction was other vehicle headed?
Speed other vehicle was traveling

POLICE
Did the police come to the accident site? [JYes [ No
Were there any witnesses? OYes [ONo
Was a police report filed? OYes [ONo
Was a traffic violation issued? OYes [ONo

If yes, to whom?




PATIENT CONDITION

Were you unconscious immediately after the accident? [JYes [J No If yes, for how long?

Please describe how you felt immediately after the accident:

TREATMENT

Did you go to the hospital? [JYes [JNo
When did you go? [J Immediately after accident [ Next day [0 2 days or more after the accident
How did you get to the hospital? O Ambulance [ Private transportation
Name of hospital Name of doctor,
Diagnosis
Treatment received
X-rays taken

SYMPTOMS/INJURIES

Have you been able to work since this injury? [JYes [J No How many work days have you missed?

Prior to the injury were you able to work on an equal basis with others your age? [JYes [JNo
If you have had any of the following symptoms since your injury, please [/ check:

O Armvshoulder pain [0 Feettoe numbness [ Neck pain

[0 Back pain O Hand/finger numbness O Neck stiff

[0 Back stiffness 0 Headaches [0 Shortness of breath
[0 Chest pain O Irritability O Sleep difficulty

O Dizziness O Jaw problems [0 Stomach upset

[ Ear buzzing O Leg pain O Tension

O Ear ringing 0O Memory loss O vision blurred

O Fatigue O Nausea

Is this condition getting progressively worse? [JYes O No 0 Unknown
Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)____

Type of pain: [ Sharp O Oull 0 Throbbing O Numbness
0 Aching O Shooting ) Burning 0 Tingling
O Cramps O Sutiness [ Swelling [ Other

How often do you have this pain?

Is it constant or does it come and go?
Does it interfere with your: [JWork [J Sleep [ Daily Routine [J Recreation

Movements that are painful to perform: [J Sitting [ Standing ] walking
O Bending [J Lying Down

| certify that the above information is correct to the best of my knowledge

Patient signature Date




Patient Name ) Date

Instrugtions: These questions ask your views about how your pain now affects how you function in everyday activities.
Please answer every question and mark the ONE number on EACH scale that best describes how you fesl.

1. Boes your pain interfers with your normal work inside and outside the home?

Work normally Unable to work at all

0 1 2 3 4 5 6 7 8 9 10

2. Does your pain interfere with personal cave (such as washing, dressing, ete)?

Take care of myself completely Need help with all my personal care
0 1 2 3 4 B 6 7 8 i 10

3. Does your pain interfere with your traveling?

Travel anywhers | like - Only travel fo see doctors
1 2 3 4 5 6 - D o Q- 10

4, Does your pain affect your ability to sit or stand?

No problems Cannot sit /stand at alf

0 1 2 3 4 5 R R 1 10

5. Does your pain affect your ability to lift overhead, grasp objects, or reach for things?

No problems Cannot do at all

0 1 2 3 e 4 5 6 7 8 9 10

6. Does your pain affect your ability to lift ohjects off the floor, bend, stoop, or squat?

No problems Cannot do at all

O —emmmree L @ e 3 4 5 6 7 8 9 10

7, Does your pain affect your ability to walk or run?

No problems - Cannot walk/run at all

0 1 2 3 4 5 6 7 8 9 10

8. Has your income declined since your pain hegan? .

Ne decline ' Lost all income

0 1 2 3l g 5 6 7 8 9 10

9. Do yau have 1o take pain medication évery day to control your pain?

MNo medication needed On pain medication throughout the day

0 1 2 3 4 5 6 7 8 i G 10

10, Does your pain force your ic see doctors much more often than hefore your pain began?

Never see doctors See doctors weekly
0 1 2 3 4 5 6 7 8 - G e 10

11, Boes your pain interfere with your ability to see the people who are important to you as much as you would like?

No problem Never see them

0 1 2 3 4 5 6 7 8 9 10

12. Does your pain interfere with recreational activities and hohbies that are impertant to you?

No interference Total interference

¢ 1 Z 3 4 5 6 7 8 9 i0

13. Do you need the help of your family and friends to complete everyday tasks
{including hoth work outside the home and housework) hecause of your pain?

Never neaed help Need help all the time

0 1 2 3 4 5 6 7 - 8 9 10

14. Do you now feal more depressed, tense, or anxious than before your pain began?

No depression/tension Severe depression / tension

0 1 2 3 4 L5} 13 7 8 g 10

15. Are there emotional problems caused by your pain that intesfers with your family, social and or work activities?
No problems Severe problems

0 1 2 a 4 B -6 7 8 ] 16

Anagnostis C, Gatchel RJ, Mayer TG. The Pain Disability Questionnaire: A New Psychometrically
Sound Measure for Chronic Muscuioskeletal Disorders. Spine 2004; 29 {20): 2290-2302.



Keystone Chiropractic

CHIEF Complaints or Symptoms  Name Date:

[ 1 Neck pain:

Check off the areas that the pain [ ] none []leftshoulder [ ] leftarm [ ] leftforearm [ ] left hand

runs into from the neck [ ] right shoulder [ ] rightarm [ ] right forearm [ ] right hand
[ ] headache

[ ] migraine headache
[ ] upper back pain

Ringing in Ears [Tyes [Jno []left []right [] bothears

Blurry Vision [1yes [Jno []left []right [] botheyes
Wrist Pain [Jyes [Jno []left []right [ ] bothwrists
Jaw Pain [lyes [Jno []left []right [] bothsides

[ ] dizziness [ ] nervousness [ ] fatigue [ ] anxiety [ ] depression [ ] excessive irritability
[ ] fearof dringinacar [ ] aloss of concentration [ ] jaw clenching [ ] grinding of teeth at night
[ ] nightmares [ ] difficulty with sleeping at night

Low Back Pain: [ ] none [ ] buttocks [ ] leftbuttock [ ] leftthigh [ ] leftknee
select the areas of radiation, if any.. [ ] leftfoot [ ] right buttock [ ] rightthigh [ ] rightknee [ ] right foot

hip pain []left []right [] bilateral
kneepain [ ] left []right [] bilateral
foot pain []left []right [] bilateral

Numbness:
[ ] lefthand [ ] leftupperarm [ ] righthand [ ] right upper arm

[]leftfoot [ ]leftleg [ ] rightfoot [ ] rightleg

Additional Symptoms / Complaints:

Have you lost any time from work due to your injuries? [ ] yes [ ] no
If yes please give dates:
Type of employment:
Have you had previous injuries or accidents? [ ] yes [ ] no
Description of previous accident:
Description of previous injuries:
Is there any residual pain from the previous injury? [ ] yes [ ] no
How much better did you feel prior to your current condition? (Example 100%, 80% etc.)




OFFICE OF INSURANCE REGULATION
Bureau of Property & Casualty Forms and Rates

Standard Disclosure and Acknowledgement Form
Personal Injury Protection - Initial Treatment or Service Provided

The undersigned insured person (or guardian of such person) affirms:

1. The services or treatment set forth below were actually rendered. This means that those services have already been
provided. Examination, Adjustment, Manual Therapy, Therapeutic Exercise, Nueromuscular Re-education,
Electric Stimulation, Ice, Heat, and Radiographs

I have the right and the duty to confirm that the services have already been provided.

I was not solicited by any person to seek any services from the medical provider of the services described above.

If I notify the insurer in writing of a billing error, I may be entitled to a portion of any reduction in the amounts paid

2

3

4. The medical provider has explained the services to me for which payment is being claimed.

5.

by my motor vehicle insurer. If entitled, my share would be at least 20% of the amount of the reduction, up to $500.

Insured Person (patient receiving treatment or services) or Guardian of Insured Person:

Name (PRINT or TYPE) Signature Date

The undersigned licensed medical professional or medical director, if applicable, affirms the statement numbered 1 above
and also:

A. Thave not solicited or caused the insured person, who was involved in a motor vehicle accident, to be solicited to
make a claim for Personal Injury Protection benefits.

B. The treatment or services rendered were explained to the insured person, or his or her guardian, sufficiently for that
person to sign this form with informed consent.

C. The accompanying statement or bill is properly completed in all material provisions and all relevant information has
been provided therein. This means that each request for information has been responded to truthfully, accurately, and in
a substantially complete manner.

D. The coding of procedures on the accompanying statement or bill is proper. This means that no service has been
upcoded, unbundled, or constitutes an invalid or not medically necessary diagnostic test as defined by Section
627.732(14) and (15), Florida Statutes or Section 627.736(5)(b)6, Florida Statutes.

Licensed Medical Professional Rendering Treatment/Services or Medical Director, if applicable (Signature by his/ her own
hand):

Dr. Jin Stephan _Z’ : \ X

Name (PRINT or TYPE) Kibnature Date

Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of Claim or an
application containing any false, incomplete, or misleading information is guilty of a felony of the third degree per Section
817.234(1)(b), Florida Statutes.

INote: The original of this form must be furnished to the insurer pursuant to Section 627.736(4)(b), Florida Statutes and may
not be electronically furnished. Failure to furnish this form may result in non-payment of the claim.

OIR-B1-1571
Pub. 1/2004



ASSIGNMENT OF BENEFITS, AUTHORIZATION TO SETTLE CLAIM
AND DIRECTION TO PAY MEDICAL PROVIDER DIRECTLY

By my signature below, for good and valuable consideration (including but not limited to the extension of
credit to me), I hereby assign, transfer and convey to Keystone Chiropractic Inc.

(hereinafter “the Provider”) all of my rights, title and interest in and to medical expense reimbursement in
whatever form, including but not limited to any automobile liability medical expense payments or other
health benefits indemnification and/or agreement otherwise payable to me. This payment shall not
exceed my indebtedness to the above named assignee and I acknowledge that I will timely pay any
indebtedness owed by me to the assignee that is not otherwise satisfied by the above-mentioned assigned
proceeds. I also acknowledge that any medical expenses not covered under my insurance policy will be
my responsibility.

I further authorize the Provider to negotiate, collect and settle any claim with any insurance carrier or
other third party payor with regard to these services, which authorization shall include authority to:

(1) request and receive from any insurer or any other party any and all documentation and records that I
am empowered to request regarding this claim, including, without limitation, a statement of coverage,
policy declarations page and insurance policy pursuant to Section 627.4137. In addition, the provider has
the authority to request and receive any Independent Medical Examination Reports, notices sent to me
regarding appointments for Independent Medical Examinations and Examinations Under Oath (including
proof of mail), Records Review Reports, coverage denial letters, Explanations of Benefits, and Benefit
Payment Sheets or Logs (P.L.P. Payout Sheets), without regard as to whether such documentation has
already been provided to me and,

(2) to endorse in my name any check issued for payment where benefits were assigned. By way of this
assignment and notice, I further instruct you, the insurer, to furnish to Provider copies of all future notices
affecting Provider’s interest in this claim, including, without limitation, any notices of requested medical
examinations or statements.

The Provider hereby objects to any reductions or partial payments. Any partial or reduced payment,
regardless of the accompanying language, issued by the insurer and deposited by the provider shall be
done so under protest, at the risk of the insurer, and the deposit shall not be deemed a waiver, accord,
satisfaction, discharge, settlement or agreement by the provider to accept a reduced amount as payment in
full.

I further direct my insurer to direct all payments for services rendered by the Provider directly to Provider
at the billing address contained on Provider’s medical bills.

THIS IS A DIRECT AND IRREVOCABLE ASSIGNMENT OF MY RIGHTS AND BENEFITS
UNDER MY POLICY OF INSURANCE.

A photocopy of this form shall be considered as effective and valid as the original.

I have read the foregoing and understand and agree to each of the above provisions:

Patient’s signature Date



NOTICE OF DOCTOR'S LIEN

Patient:

Date of Accident

I do hereby authorize Dr. Jinnifer Stephan to furnish you my attorney, with a full report of her
examination, diagnosis, treatment, prognosis, etc., of myself in regard to the accident in which I was
recently involved.

I hereby authorize and direct you, my attorney to pay directly to said doctor such sums as may be due
and owing her for medical service rendered me both by reason of this accident and by reason of any
other bills that are due her office and to withhold such sums from any settlement, judgment or verdict

as may be necessary to adequately protect and fully compensate said doctor. I hereby further give a lien
on my case to said doctor against any and all proceeds of my settlement, judgment or verdict which may
be paid to you, my attorney, or myself, as the result of the injuries for which I have been treated or
injuries in connection therewith.

I fully understand that I am directly and fully responsible to said doctor for all medical bills submitted by
her for service rendered me and that this agreement is made solely for said doctor's additional

protection and in consideration of her awaiting payment. I further understand that such payment is not
contingent on any settlement, judgment or verdict by which I may eventually recover said fee.

I agree to promptly notify said doctor of any change or addition of attorney(s) used by me in connection
with this accident, and I instruct my attorney to do the same and to promptly deliver a copy of this lien
to any such substituted or added attorney(s).

Please acknowledge this letter by signing below and returning to the doctor's office. I have been advised

that if my attorney does not wish to cooperate in protection of the doctor's interest, the doctor will not
await payment but may declare the entire balance due and payable.

Dated:

Patient's Signature

The undersigned being attorney of record for the above patient does hereby agree to observe all the
terms of the above and agrees to withhold such sums from any settlement, judgment, or verdict, as may
be necessary to adequately protect and fully compensate said doctor above named. Attorney further
agrees that in the event this lien is litigated that the prevailing party will be awarded attorney fees and
costs.

Dated:

Attorney's Signature

**Please date, sign and return one copy to the doctor's office. Also keep ne for your records.**
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Medical Release

I, authorize the release of my medical records to Dr.

Jinnifer Stephan, of Keystone Chiropractic. Furthermore, I authorize Keystone Chiropractic to

release my medical records to the facility / doctor listed below.

Patient Signature Date

Facility

Facility

Keystone Chiropractic
330-A S. Lawrence Blvd.
Keystone Heights, FL 32656

352-473-9777 (phone)

352-478-8199 (fax)



