Procedures for PI Cases — First Visit

Please mark off as completed.

Name of Patient: Date:

1. Get a copy of their health insurance and driver’s license in case there are any issues with

claim.
2. Have them fill out:
Confidential Patient Information Form
Patient Case History Form
Auto Accident Questionnaire
Diagnostic Imaging Release
Terms of Acceptance
Health Care Authorization Form
Payment for Treatment Form
Patient Verification
Medical Reports and Doctor’s Lien
Insurance Info Form

k. Assignment Form

3. Make sure we have:
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a. Name of insurance company-
b. Address to send claims to

c. Phone number

d. Fax number

e. Medpay number

f.

Adjuster’s name (if applicable)
i. If patient DID NOT bring claim information with them, piease let them
know they need to have it by next appointment.
4. Enter insurance/billing information into computer (this is under insurance)
5. Ifthey have an attorney:
a. Enter attorney info into computer (under Patient Info — general- there is an
attorney tab)
b. Fax medical lien for them to sign (use cover fax sheet)

Initials Date




AUTOMOBILE ACCIDENT QUESTIONNAIRE

Patient's Name: Today's Date:

Date of Accident:

THE FOLLOWING QUESTIONS PERTAIN TO YOU AND THE VEHICLE You WERE iN:

Vehicle type: Vehicle size:
Ucar Upickup USubcompact UFull-size
Uvan UTruck UCompact OMini
UsStation Wagon [Bus UMid-size UlLight
Uother UHeavy Oother
Your position in the vehicle:
UDriver
UPassenger - ocation Olent ; Uniiddle URight
Uother UOFront Passenger [JRear Passenger Ui Third Seat {rear)
Speed of your vehicle: Why Vehicle was slowed or stopped:
IStopped [IMoving Moderately O Traffic Signal QParking
OParked UMoving Fast UPedestrian UTraffic
Usiowing UMoving at apprx —MPH  UStop Sign UIBusy Intersection
UiMoving Siowly
Cotlision Type:

UDriver Side Impact UHead On Collision
UPassenger Side ImpactURear impact
LiFront Impact UPedestrian Incident

THE FOLLOWING QUESTIONS CONCERN THE OTHER VEHICLE INVOLVED IN THE ACCIDENT:

Vehicle fype: Vehicle size:
Hoar UPickup U Subcompact OFull-size
Dvan U Truck LCompact UIMini
Ustation Wagon OBus Omid-size OLight
LOther Heavy UOther

CONDITIONS AT THE TIME OF THE ACCIDENT:

Time of day: Road Cenditions: Yisibility: Visibility comprimised by:
LFull daylight UDry UExcellent UBrightness
UDawn Ubamp UGood UDarkness
ODusk Owet OFair ORain
UiNight USnow covered UPoor USnow
Uice covered UFog
UPatchy Ice/Snow UTraffic
THE FOLLOWING QUES TIONS CONCERN THE MOMENT OF IMPACT OF THE ACCIDENT:
Were you... Restraints: {check ali that apply)
UTotally unaware that the accident was impending CIseat belt
UAware that the accident was impending UShouider harness

WUAware that the accident was impending and braced for it ONo restraints

if you were the driver of the vehicle, was your foot on the brake pedal? UYes o OKnocked off by impact




“TH E FOLLOWING QUESTIONS CONCERN THE TIME PERIOD iIMMEDIATELY FOLLOWING THE ACCIDENT:

Did you lese conciousness?
Uves
UNo

Were you abie to walk unaided?
UYes
LINo

Immediately following the accident, did you feel...?

UDizzy Cweak
UiDazed CiNervous
UiDisoriente UONauseated

Where did you go...7
[IDrove home

OwWas driven home
Ciorove o hospital
C3wase driven fo hospital

UiDrove to work
Cwas driven to work
IDrove o school
O3Was driven to school

U Taken to hospital via ambulance

Next day discomfort...? Did vour major complaints exist before the accident?

Qincreased Odecreased Lisame Cyes U No

in what areas did vou IMMEDIATELY feel pain?
CHead Shoulder Oleft QRight Hip  OLleft DIRight
CINeck Arm Oteft URight Thigh Oieft URight
ClUpper back Elbow Oieft ORight Knee [lleft ORight
Mid back Wrist Oieft- LIRight Calf  ULeft ORight
Ribs Hand Oteft OIRight Ankle OiLeft UIRight
UChest Fingers [Jiet JRight Foot [left CIRight
UAbdomen Buttock Utet ORight Tees U[lLeft CRight
ULow Back [Pelvis

in what areas did you experience lacerations {cuis)?
UHead Shoulder Uteft UIRight Hip  Oleft URight
UNeck Arm Uleft UIRight Thigh left ORight
U Upper back Elbow ULeft [JRight Knee ULeft CIRight
UIMid back Wrist ULeft JRight Cali UlLeft URight
URibs Hand Uteft URight Ankle Oleft JRight
UiChest Fingers ULeft URight Foot [lleft ORight
U Abdomen Buttock Oieft CRight Toes ULeft ORight
Ultow Back [lPelvis

At the hospital, what areas were x-rayed?
OHead Shoulder Uteft TIRight Hip Uleft CRight
UiNeck Arm ULefi ORight Thigh OLeft TRight
UUpper back Eibow Uteft ORight Knee ULeft TRight
LiMid back Wrist ULeft DORight Calf Oleft URight
ORibs Hand Uieft URight Ankle QLeft URight
UChest Fingers Oleft ORight Foot OLeft TiRight
Ulabdomen Buttock ULeft URight Toes UlLeft URight
LUlLow Back UPelvis

¥Where dia you experience pain on the day FOLLOWING the accident?
OHead Shoulder Uleft Right Hip  ULeft CRight
LINeck Arm ULeit ORight Thigh UtLeft ORight
UUpper back Eibow Uleft ORight Knee Uleft ORight
LIMid back Wrist ULeft QRight Calf OLeft DRighi
(IRibs Hand Uleft QRight Ankle ULeft CIRight
ClChest Fingers ULeft ORight Foot ULeft URight
{Abdomen Buttock Oleft ORight Toes Ulet URight

ULow Back UPelvis




¥ as the air bag deployed?
U Car not equipped with air bag
U Air bag depioyed
UAir bag not depioyed
Position of YOUR head at time of impact?
UFacing straight ahead
U Tilted forward

What positien was YOUR headrest in?
UHigh position

Ciividdie position

JIHigh position

Was your head thrown.,_?

UBackward and then forward
UForward then backward

URotated to the left OTothelet  OTo the left then the right

URotated to the right UTo theright TTo the right, then the Jeft
Position of Your body at time of impaci? Was vour body thrown...?

LI Straight | UBackward and then forward

UForward then backward

UTotheleft OTo the left, then the right
UTo the right OTo the right then the left
LAcross the vehicle

[ Leaning forward
URotated to the left
{JRotated to the right

UOutside the vehicle
LUnder the vehicle
Damage to vehicle YOU were in: Citations:
Qincurred minima! damage LUNene issued
Qincurred moderate damage UYoursel

Olincurred severe damage.
LiWas totalled

U Driver of vehicle patient was a passenger of
UDriver of other vehicle

UINot known CINot sure
ASARESULT OF THE FORCE OF THE COLLISION, WHICH OBJECTS IN THE VEHICLE DID YOUR
Head _ Left Arm
LISteering wheel URight door UsSteering wheel URight door
U Dashboard LlLeft window ODashboard ULeft window
LiWindshield URight window LWindshield LiRight window
UArmrest (dConsole UArmrest UConsole
OHeadrest UGear shift DHeadrest TiGear shift
{iRear view mirror UFront seat U Rear view mirror UFront seat
ULeft door UBackseat UL eft door LIBackseat
Right Arm Torse
USteering wheel CIRight door LiSteering wheel (2Right door
UDashboard ULeft window UDashboard DLeft window
OWindshield URight window Uwindshield UiRight window
OArmrest Uconsole UArmrest L Console
(JHeadrest UGear shift UHeadrest UGear shift
UIRear view mirror UFront seat CiRear view mirror UFront seat
CiLeft door {JBackseat Uiteft door {Backseat
Left Leg _ Right Leg
U Steering wheel URight door USteering wheel URight door
UDashboard ULeft window LiDashboard ULeft window
Windshieid URight window UWindshield OIRight window
UArmrest Uconsole LJArmrest UConsole
UHeadrest UGear shift UHeadrest UGear shift
(IRear view mirror UFront seat LIRear view mirror U Front seat
UlLeft door UBackseat UlLeft door UBackseat




INSURANCE INFORMATION
MOTOR VEHICLE ACCIDENTS

Note: The information given is not your name and address or the person who hit you. Ttisthe auto
insurance companies involved, their addresses, the adjusters, and the claim numbers assigned to your
accident.

YOU CAN TAKE THIS HOME WITH YOU, BUT YOU MUST RETURN IT BY YOUR SECOND
VISIT. WE WILL BE UNABLE TC SEE YOU UNTIL YOU HAVE ALL THE INFORMATION TO
OUR OFFICE.

YOUR CAR INSURANCE INFORMATION (or the person with whom you were riding);
MEDICAL PAY (You may or may net have this; if yes, we need the declaration page of your policy.):

Insurance Company:
Sireet Address:
City/State/Zip:
Telephone:

Claim Number:
Adjuster’s Name:

B E R EFEEEREE D E BN S S BN EE SR A NS SN EEEEE NSRS IR NS ERENS SN ENERERSRNEERECES SR BNEEEEEE

INSURANCE COMPANY OF THE PERSON WHO HIT YOU:

Insurance Company:
Street Address:
City/State/Zip:
Telephone:

Claim Number:
Adjuster’s Name:
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YOUR HEALTH INSURANCE:

Insurance Company:
Street Address:
City/State/Zip:
Telephone:

Claim Number:
Adjuster’s Name:
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ATTORNEY (if you have retained an attorney due to this accident):

Name:

Street Address:
City/State/Zip:
Telephone:

(If you are not represented now but retain an attorney at a later date, let us know.)
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PATIENT VERIFICATION

I have been advised by this Clinic that the preferred method for payment of treatment fees is for the fees
to be paid directly by me as I receive treatment.

Q Tdo not choose to pay for treatment fees as received, for financial reasons.
0 I do not have health insurance that will cover my treatment for my injuries.

@ Ido not want my health insurance to be billed for treatment of my injuries, except in the case that
my own liability insurer requires it as condition to qualifying for medical payments coverage.

T authorized this Clinic to bill my own liability insurer for treatment fees I incur. I authorize this Clinic to
send notice of the Assignment to my own liability insurer, to the liability insurer of the person I claim
caused my injuries, and to the attorney representing me for My Claim. This document is made a part of
the Assignment I have signed in favor of the Clinic.

Name of Liability Insurer for Person at Fault Name of My Liability Insurer

Name of My Attorney

I have received a copy of an Assignment which I have signed in favor of this Clinic and schedule of
Treatment Fees.

(Signature of Patient, Parent, or Legal Guardian) (Date)

(Print or Type Above Name) ‘ (Staff Witness)




Payment For Treatment When Patient’s Health Insurance Will Not Be Billed

Thave been injured. I do not have health insurance or do not want my health insurance to pay for
treatment fees. If my automobile insurance will cover my treatment fees, I authorize this Clinic to bill this
insurer. Even if no other person is at fault for my injuries caused by an accident, I agree to sign this
Clinic’s Assignment and related documents, and will provide any information required by the Clinic. I
realize that any money which I receive from my automobile insurer for this Clinic’s treatment fees must
be immediately paid over to this Clinic.

If I believe that one or more persons are a fault for causing my injuries in an accident, I agree to sign this
Clinic’s Assignment and related documents, and will provide any information required by the Clinic.

T understand that my automobile insurer, or an insurer representing someone I believe to be at fault for
causing my injuries, or that persons’ attorney, or an attorney representing me in a claim for injuries, may
request reports, copies of records, may require a physician from this Clinic to provide deposition
testimony or testimony in court, or other information. I understand and agree that I am financially
responsible to this Clinic to pay the Clinic’s costs for these items, and that the Clinic may request
payment in advance for some or all of these items, even if this Clinic’s Assignment states otherwise.

I understand and agree that all of my records, including x-rays, are permanent records of this Clinic. T
authorized the release of any information relevant to my treatment, including information regarding
treatment fees, to insurers and attorneys who are involved with my claim and their respective
representatives. ’

I HAVE READ THIS DOCUMENT AND 1 FULLY UNDERSTAND IT.

THIS DOCUMENT IS MADE A PART OF THE ASSIGNMENT.

1 HAVE SIGNED IN FAVOR OF THE CLINIC.

I HAVE RECEIVED A COPY OF THIS DOCUMENT.

(Signature of Patient) : (Date)

(Print or type patient name)

(Signature of Parent or Legal Guardian)



ASSIGNMENT

|
|

i

[date] in which I was injured for which I have or may have a claim

(referenced ‘135 “hly
(Name of Person At Faul) !

[ was invelved in an accident on or around
against another person(s) for causing my injuries {including
Claim™), who is Insured by: .

In consideration of the agreement of Douglgs R, Portmann, D.C., dba Wards Corner Chiropractic (referenced as the “Clinil;”) to delay

billing me personally for medical treatment rendered unitil resolution of My Claim:

1. Tnow assign, without any right to later revoke, a par of any proceeds from my ¢laim equal to the fees incurred b)/; me 1o this
Clinic for all treatment and other services rendered by this Clinic, | am not assigning any legal canse of action iy | Y Claim
above, but anly prospective proceeds. Ialso assign to the Clinic my right to enforce the obligation of any insuranbe company
t0 pay settlement proceeds for any settlement agreement made by or for me in #xchange for my signing such insuthnce

company’s release of clgip, Prior to settlement or other disposition of My Claim, 1 understand and perrmit Chinic fo pursue

payment from any other source but me personally, including medical payments coverage in an automobile ]iabilit}f pelioy,

1

2. This Assignment and alj related documents which I have signed in connection with it states the entire agreiment and
my complete understanding regarding the Clinic’s fees, | have not relied on any statements by the Clinic o the
Doctor or other information before making thls Assignment, ¥ understand that I remain responsible oy aq’y Clinig

' i

fees not paid out of My Claim, ; l
i
| (Signature of pPatient)
i

Y understand that it is Yy responsibitity during treatment 1o remain aware of my cumulative account balance for
services rendered. ¥ have received g schedule of ireatment fees for this Clinic, or i T have n0t, will request this Cinje

for one in Writing.

In full and/or direct jts payment from My Claim proceeds regardless of whether any other person or entity attempts to or fails
to fully reimburse me for it. If1 dispute My account balance or treatment rendered, I agree that my remedy will b  t0 resolve

it with a separate actjon from My Claim. f

4. lunderstand that this is an express'conh-act to pay for the services rendered by this Clinjc. I agree to pay my acct§mr balance

! i
6. This Assignmen is governed by Ohio Jaw, Jurisdiction shall be i Ohio, and venue sha]] lie in the county in which ihe Clinic
is located, unless required by applicable lawwoliein a different county in which I reside, T

7. IREALIZE THAT Y gavE NOW GIVEN AWAY A PART OF ANY PROCEEDS FROM MY CLAIM, H?‘I
RECEIVE ANY PROCEEDS FROM MY CLAIM, 1 AGREE TOQ IMMEDIATE) v DETERMINE 1r THIS CLINIC
HAS BEEN SEPARATELY PAID IN FULY.. UNLESS THE CLINIC CONFIRMS FULL PAYMENT IN WRITING,
IREALIZE THAT ANY USE BY ME OF THESE PROCEEDS IS TAKING OR CONVERTING MONEYITHAT 1S
% [

(Signature of Dpatient) M

‘ This Assignment Has Been Signad On The Clinic Premiseg:
{Print or type patient name) |
{Signature of Parent or Legal Guardian) (Staff Witness) _
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DIAGNOSTIC TMAGIRG CONSULTANTS, INC.
1796 W STATE ROUTE 22-3
[ OVELAND, OHIQ 45140-4587
FAX: (513) 489-4587

ASSIGNMENT CF BENEFITS
FOR RADICGRAPHIC TNTERPRETATICN

T understand that to fnsare the highest quality of inter] cration of my x-rays, the services of 2
esertified chiropractic radiologist are being utilized. The fee is separate from that of the
chiropractic clinic. 1 also understand that she fees Tor this service will be submitted tomy

insurence Carrier, worker’s compensatiomn, or attarmey i the €ase of persona) IjuTy-

T understand I may receive & billing statement for: insurance denial, professional fees that have
been applied to my deductible or the balance dus stated by my insurance company &5 my
responsibility. |

[n the event that [ receive payment for the services [ agree 1o prompily remit payment 1o
Diagnostic Imaging Consultants.

1 acknowledge and give my consent to have my X-1ays interpreted by Dr. Bryas Hosler, DACER.
1 understand that any balance due is Ty responsibility.

T

SIGNATURE: DATE:

Healthcare information is sensitive information. it is being sent fo US after the appropriate

authorization of the patient. We, the recipient, ate obligated to maintain i in a safe, securs, and
confidential manner. Re-disclosure without additional patient consent Or as permitted by law is
prohibited. U nauthorized disclosure could subject penaities described in federal law.

The following signature authorizes the release of medical information and also authorizes the
assignment of benefits t0:

DIAGNOSTIC IMAGING CONSULTANTS, INC.
3396 W STATE ROUTE 22-3
1 OVELAND, OHIO 45140-4587

SIGNATURE: o) DATE:

WITNESS:




DIAGNOSTIC TMAGING CONSULTANTS, INC.
3296 W STATE ROUTE 22-3
L.OVELAND, OHIO 45140-4587
FAX: (513) 489-4587

###Please make sure all information is completed with each set of films.
*&* Attach assignments of benefits form signed by patient.

PATIENT NAME CLINIC

ADDRESS ‘ CITY

STATE | ZIP PHONE

D.O.B. MARITAL STATUS:S M D W

SOCIAL SECURITY NUMBER (REQUIRED): SEX: FM

INSURANCE COMPANY (ONLY) ATTACH COPY OF CARD

INSURED’S NAME

RELATIONSHIP TO INSURED: SELF SPQUSE CHILD OTHER

INSURANCE COMPANY

ADDRESS : PHONE

POLICY # ' GROUP #
ATTORNEY {ONLY)

ATTORNEY’S NAME

ADDRESS

STATE AL PHONE
PATIENT HISTORY

PRESENT COMPLAINT

TRAUMA? YES NO EXPLAIN

PAST MEDICAL HISTORY

REFERRING DOCTORS CONCERNS/QUESTIONS

#32DATE OF INJURY

#:*DIAGNOSIS CODE NUMBERS




MEDICAL REPORTS AND DOCTOR’S LIEN
Wards Corner Chiropractic, Inc.
550 Wards Corner Road
Suite 107
Loveland, Okio 45140
35136776787

I authorize this Doctor’s office to furnish you, my Attorney, with a fuf] report of the
examination, diagnosis, ireatment, prognosis, etc. of myself in regard to the accident in
which I was involved.

I hereby authorize ang direct you, my Attomey, to pay directly to said Doctor such sums
as may be due and owing him for medicaj service rendered me both by reason of this
accident and by reason of any other bills that are due his office and to withhold such
sums from any settlement, judgment, or verdict as may be necessary to adequately protect
said Doctor. I hereby further give a lien on My ¢ase to said Doctor against any and all
broceeds of any settlement, judgment or verdict which may be paid to you, my Attornsy,
a subsequent Attorney, or myself as the result of the injuries for which have been
treated or injuries for which I have been treated or injuries in connection therewith,

I fully understand that T am directly and fully responsible to said Doctor for all medical
bills submitted by said Doctor for service rendered to me and that this agreement is made

have been advised that if my Aitomey does not wish to cooperate in protecting the
Doctor’s mnterest, the Docior will not await payment but will require me to pay on my
account and keep it on a current basis.

Date: Patient’s Signature:
‘

Date: Attorney’s Signature:
- S—— B R R

Please date, sign and Teturn one copy to Doctor’s office.
Keep a copy for your records, |
A photocopy of this form shall be as valid as the original.

1o}




