Automobile Accident Questionnaire

Please answer ail guesiions compietely

Dear Patieni: This information is considered confidential. We need his information because We care engugh 1o want i0 k“°"‘f‘= and your answers will
help us determine i chiropractic can heip you. if we do not sincerely pelieve your condition will rssgond satisizciorily, we will m')i accept your case.
In order for us o understand your condition properiy, please be as neat and accuraie as possible while complating this form. Thank you.

parital Date oi Home

Name Sex Status . Qirth_____— Phone . ——
Addrass City State___—— T——
Qcoupsation Who referred you to ‘our office? ——

{indicate i child, student, housewiie. unemployed, retired)
Saocial Business - Company
Sec. # Phone _~ Name ; t geation - —
Spouse’s Spouse’s i Spouse’s
First Name_ Spe.Sec. ¥ ——— Employsr. Location o ————
cellar

Plozse explain in detail how your accident uappened

Whai were ihe time and date of present injury?
Wwhere did you feel pain immediately after the accident?
List the extent of injuries as you know them:

e —

Did you reguire post accident hospitalization? 7 Yes 3 No

Check sympioms you have noticed since the zccident: :

1 Headache (7 Dizziness [0 Depression 1 Fatigue

i1 Stomach Upsel J Light Bothers Eyes {1 Buzzing in Ears {3 Diarrhea

"1 Neck Pain 7 Head Seems to0 Heavy , [ Loss of Memory {3 Feet Cold

i+ Neck Stiff 7] Pins and Needles in Arms ] Ears Ring 3 Hands Cold

i T Fainiing 1 Sleeping Problems 73 Loss of Balance O Back Pain

i’} Face Flushed 77 Pins and Needles in Legs 3 Gonstipation 1 Tension

i3 Nervousness 3 Numbness in Fingers O Loss of Smell T Fever

i1 Irritability 7] Numbness in Toes 1 Loss of Taste | {3 Chest Pain

i1 Cold Sweais 7 Shortness of Breath i [

Symptoms other than above:

Where ware you faken after the accident?

Hospitalized? O Yes - O No If yes, admiited? How long?

Name of Hospiial S
Name of Dociors J—
What treatment was given? _

Was any other doctor consulted after your accident? OYes ONo

If s0, what was the doctor's name?__. - _ 0O D.ec., T MD., ODO, 3 D.DS.

What was ihe diagnosis? o
What {reaimeni was given?
How ofien did you seé the dactor?
How long did you see e doctor?
Have you ever had any complaints in e involved -area before?- Yes TINo

if so, what were ihe complainis? R : i -
Before the injury were you capable of working on an equal ‘basis with others your age? O Yes O No .

Are your work activities restricted as a result of this accident? I Yes 0 No

. Since this injury are your sympioms O Improving? {7 Getting worse? J Same?
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Driver of other vehicle (if any)

Insurance
Name ; Company Policy No
Driver of vehicle in which you were injured (if applicable)

Insurance : :

Name__ . Company. Policy No. _ _— ———
Name of your insurance adjustor.
Have you retained an attorney? O Yes O No
If so, his name and address.
You were heading [J North [0 East O South J West on (street or highway)
Other vehicle was heading [J Norih O East O South 0 West on (street or highway)

Were police notified? O Yes O No
Were you knocked unconscious? O Yes [J No If so, for how long?
You were struck from [ Behind O Front O Left side

1 Driver OO Passenger 7] Front seat [ Back seat {3 Using

You were

O Right side

seat belts [ Other protective devices

INDICATE ON THIS DIAGRAM WHAT HAPPENED

USE ONE OF THESE QUTLINES TO SKETCH THE SCENE
OF YOUR ACCIDENT, WRITING IN STREET OR HIGHWAY
NAMES OR NUMBERS.
_ Number each vehicle and show direction of travel
by arrow: ST iy - P R
Use solid line to show path before accident ——{ &>
dotted line after accident
. ‘Show pedestrian by: ~—C
_ Show railroad by: sswreiit
Show distance and direction o landmarks;
identify landmarks by name of number.
indicate north by arrow, as:

. INDICATE
NORTH
BY ARROW

O

| understand and agree that
Furthermore, | understand t
making collection from the insurance
Office will be credited to my account on receipt. Howeve
are charged directly to me and th
" terminate my care and treatment, any

company and that any amoun
r, | clearly un

Patieni's Signature:

health and accident policies are an arrangement between an
hat this Chiropractic Office will prepare any necessary repo
t authorized to be paid
derstand and agree that all services re
at | am personally responsible for payment. | also und
fees for professional services rendered me will be immediately due and payable.

insurance carrier and myself.
rts and forms to assist me in
directly to this Chiropractic
ndered me
erstand that if | suspend or

Guardian or Spouse’s Signature:

Date

Patient accepted? 0O Yes 0 No Doctor’s Signature




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)

I, - , (“Assignor”) hereby assign to , ("Assignee”)
(Print patienfs name) (Print hospital or health care provider name)
all rights privileges and remedies to payment for healih care services provided by assignee to which [ am

entitled under Article 51 (the No-Fault statute) of the insurance Law.

The Assignee hereby certifies that they have not received any payment from or on behalf of the Assignor and
shall not pursue payment directly from the Assignor for services provided by sald Assignee for injuries sustained
due fo the motor vehicle accident which occurred on , not withstanding any other agreement

(Print accident date)
to the conirary.

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor’s lack
of coverage andJor violation of a policy condition due to the actions or conduct of the assignor.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE GOMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANGE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE {NFORMATION, OR CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,
IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT ACENCY, THE. DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANGCE GCOMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHIGH iS A CRIME, AND
SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF

THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

(Print name of Patient) (Signature of Patient)

(Date of signature}

(Address of Patient)

| )r.ilaugms WnaghT™ .
{Print namk of Provider) i J (Signature of Provider)

0%y Ferrt Salengy R

N : | (& dd:;ss of F';Ei \Lir?l \ l7{og

NYS FORM NF-AOB (Rev 1/2004)

(Date of signature)




TERMS OF ACCEPTANCE

When a patient seeks chiropraciic health care and we accept a patient for such

care, it is essential for both io be working fowards the same objeciive.
| 'Chimpracﬁ;“ﬁas only one goal. [t is important that each gatie:nt uaders'iand the
objective and the methad that will be used 1o sttain it. This will prevent any
confusion or disappoiniment.

i i ontist § icati forces io facilitate the
Adjustment: An adjustmentis the specific application of he
body’s correction of vertebral subluxation. Our chiropractic method of correcuon

is by specific adjustments of the spine.

Health: A siate.of optimal physical, mental, and social well being, not merely the
absence of infirmity. h

Vertebral Subluxation: A misalignment of one of MoIe of the 24 vertebra in the
spinal column which causes alteration of nerve function and interference 10 the
sransmission of mental impulses in a lessening of the body’s innate ability io
express its maximum health potential. _

We do not offer to diagnose or ireat any disease 0r condition other than ver.tebral
subluxation. However, if during the course of a chiropractic spinal examination,
we encournier non-chiropraciic or unusualfindings, we will advise you. Ifyou
desire advice, diagnosis or freatment for those findings, we will recommend that -
you seek the services of a health care provider that specializes in that area.

Regardiess of what the disease is called, we do not offer to freat it. Nor do we
offer advice regarding treatment prescribed by others. OUR ONLY PRACTICE
OBJECTIVE is to eliminate a major interference fo the expression of the body's
innate wisdom. Our only methiod is specific adjusting to correct veriebral
subluxations.

L ' have read and fully understand the above
statements.

All questions regarding the doctor's objective periaining fo my care in this office
hiave been answered to my complete satisfaction.

| therefore accept chiropraciic care on this basis.

signature déte




ADVANCED
Physical & Occupational Therapy PLLC.
694 Fort Salonga Rd. (25A)
Suite 2
Northport, New York 117 68
Tel: 631-754-3775  Fax: 631-754-3816

PERMISSION FOR TREATMENT

Date:

I hereby authorize Advanced Physical & Occupational Therapy PLLC, or iis
representatives fo provide Physical & Occupational Therapy Services. - To perform initial
evaluations and administer treatments including but not limited to electric stimulation,
altra sound, massage, therapeutic exercises, stretehing, etc., to self or my minor child.
(print name)
As may be determined necessary now and on subseguent visits.

Signatare - . Print Name:

Relationship:

In Case of Emergency Notify

Name:

Address:

Phone #

Relationship:
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VERIFICATION OF TREATMENT BY ATTENDING PHYSICIAN OR OTHER PROVIDER OF HEALTH SERVICE

(Page 2)

15. REPORT OF-SERVICES RENDERED - ATTACH ADDITIONAL SHEETS IF NECESSARY

Datz of Place of Service Description of Treatment of Hezlh —-  Fee Schedulz ) o
Service | Includme Zip Code "0 7" Service Rendered T _  Treammen: Code Charges.
2\a3)12) - : | .
- - TOTAL CHARGES TQ DATE $

16. 17 reating provider is different than billing provider comolete-the following:

Treating Provider's ~ License or i - Business Relationshiip
Name Title Cerification No. Check Applicable Box
’ Employee | Independent 4 | Other (Specify)
% ! Contracior ! .

17. Ifthe provider of service is aprofessional service corporarian or doing business under an assumad name (DBA), list the owner and professionel-licensing
credenzials of il owness (Provide an additional amachment if necessary]. ) # )

18, Is pasient still under your care for Uis condition? ] Yes [ ™o L -

10. Estimered durarion of firure meatment -

_ATIENT: Your healh provider may agree to accept payment for health services performed directly fom your insurer (Anthorization to Pay Benefits) so that vou

are notrequired 1o meke payment 1o the healthprovider at the time of service. Such agreement is optional on the part of the healthy provider and must be signed by both

‘parient and health provider. You may use the optional authorization language provided below, by checkng off the designated spotin fiem 20 of this form.

50, (IF YOU HAVE CHOSEN TO AUTHORIZE THE DIRECT PAYMENT OF BENEFITS. BY CHECKING THIS OPTION, YOU MAY NGT
'ALSO ENTER INTO AN ASS] . : =

GNMENT OF BENEFITS CONTAINED IN JTEM =321)

AUTHORIZATION TOPAY BENEFITS: o ; _ - -
+ AUTHORIZE PAYMENT OF HEALTH BENEFITS TO THE UNDERSIGNED HEALTH CARE 3ROTTRER ‘GR SUPPLIER OF SERVICES
T SELOW. 1RETAIN ALL RIGHTS, PRIVILEGES AND REMEDIES TO WHICH I AM ENTITLED UNDER ARTICLE 51 (THE NG-
FAULT PROVISION) OF THE INSURANCE LAW. _ : 5 e ,

S SIGNED, ‘ o
“PATIENT ' - : : PATIENT _ : DATE

PRINT NAME

PATIENT: Your health p‘rovidef may zeree 10 have You assign you right t© no-fault benefits from vour insurer direcily o your health provider (Assignment of
Beriefits). I¥ you and yourhealthprovider agree 1o 2n assigiment of benefits, you mustboth sign the aereement conwined in 21 or the prescribed NF-A0B form or its

_equivalent The language contzined in the assignment of benefs is mandatory and may not be altered or avoided by any other language added 1o this zgreement or

other writien agreement

-21. (iF YOU H.-tV_EfﬁOS_EN TO ASSIGN YOUR BENEFITS TO THE HEALTH PROVIDER BY CHECKING THIS OPTION, YOU MAY NOT
* ALSO ENTER INTO AN AUTHORIZATION TO PAY BENEFTTS CONTAINED N TTEM 20 ABOVE) : . o

ASSIGNMENT OF NO-FAULT BENEFITS: : K

HEALTH CARE SERVICES PROVIDED BY THE ASSIGNEE TO WHICH I AM ENTITLED UNDER ARTICLE SI{THE NO-FAULT ST ATUTE)OF THE

INSURANCE LAW. THE ASSIGNEE HEREBY CERTIFIES THAT THEY HAVE NOT RECEIVED ANY PAYMENT FROM OR ON BEHALF OF THE

‘ASSIGNOR AND SHALL NOT PURSUE PAYMENT DIRECTLY FROM THE ASSIGNOR FOR SERVICES PROVIDED BY SAID ASSIGNEE FCR

. INJURIES SUSTAINED DUE TO THE MOTOR VEHICLE £ CCIDENT, NOTWITHSTANDING ANY OTHER AGREEMENT TO THE CONTRARY. THIS -
AGREEMENT 3AY BE REVOKED BY THE ASSIGNEE WHEN BENEFITS ARE NOT PAYABLE BASED UPON THE ASSIGNOR'S LACK OF

C DVER.AGE AND/OR VIOLATION OF A POLICY CONDITION DUE TO THE ACTIONS OR CONDUCT OF THE ASSIGNOR.

PRINT NAME : PR SIGNED:,
PATIENT (ASSIGNCR) PATIENT DATE
PRINT NAME: SIGNED:
PROVIDER OF HEALTH CARE SERVICE (ASSIGNEE) PROVIDER OF BEALTH CARE SERVICE DATE
HAS AN ORIGINAL AUTHORIZATION OR ASSIGNMENT PREVIOUSLY BEEN EXECUTED? [ yes O NO.
IS THE ORIGINAL SIGNATURE OF THE PARTIES ON FILE? O ves OINO

ANV PERSON WHO KNOWINGLY AND WITH INIENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FiLES AN
A PPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR PERSONAL INSURANCE
BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION
CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO, IN CONNECTION WITH SUCH APPLICATION OR CLAIM,
KNOWINGLY MAKES OR KNOWINGLY ASSISTS. ABETS, SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE
THEFT. DESTRUCTION, DAMAGE OR CONVERSION OF ANY MOTOR VEHICLE 10 A LAW ENFORCEMENT AGENCY, THE DEPARTMENT
OF MOTOR VEHICLES OR AN INSURANCE COMPANY, COMMITS 4 FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND SHALL
4150 BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF THE SUBJECT MOTOR
VEHICLE OR STATED CLAIM FOR EACH VIOLATION. :

Date Provider's Signznire - IRS/TRN Identification No. - -} WCB Rating Code -
= ’ ’ if None, Speciaity

I HEREBY ASSIGN TO THE HEALTH CARE PROVIDER INDICATED BELOW ALL RIGHTS, PRIVILEGES AND REMEDIES TO.PAYMENT FOR ™



