Name

PERSONAL INJURY QUESTIONNAIRE

Phone (

Address

City State

Age____ Birthdate

Sex SIS#

Employer's Name

Zip

Employer’'s Address

Your ins. Co.

Policy # Agent’'s Name

Name on Policy (If other than self)

Responsible Party’s Name

Policy #

Address

City State

Policy Holder’'s Name

Zip

Policy #

ATTORNEY

Name

Phone (

Address

City State

Were there any witnesses? ( )Yes ( )No Name(s)

NATURE OF ACCIDENT:
1. Date of Accident

Zip

Time of Day

. Were you: () Driver

A ow N

on (name of street)

Number of people in your vehicle?

What direction were you headed? ( ) North

) Passenger ( ) Front Seat () Back Seat

Were you wearing seat belts?

( )East ( ) South ( )West

5. What direction was other vehicle headed? () North ( )East () South

on (name of street)

( )West

. Were you struck from: (

© ® N o

Were police notified? (

Were you knocked unconscious? ( )Yes ( )No
) Yes ( )No

) Behind ( )Front () Left side () Right side
Approximate speed of your car

mph Othercar ____ mph

If yes, for how long?

10. In your own words, please describe accident:

11. Did you have any physical complaints BEFORE THE ACCIDENT? ( )Yes ( )No

If yes, please describe in detail:

12. Please describe how you felt:

a. DURING the accident:

b. IMMEDIATELY AFTER the accident:

c. LATERTHAT DAY:

d. THE NEXT DAY:




13.

14.

15.

16.

17.
18.

19.

20.

21.

22.

23.

What are your PRESENT complaints and symptoms?

Do you have any congenital (from birth) factors which relate to this probiem? ( )Yes ( )No If yes, please describe:

Do you have any previous illnesses which relate to this case? ( )Yes ( )No If yes, please describe:

Have you ever been involved in an accident before? ( )Yes ( yNo Ifyes, please describe, including date(s) and
type(s) of accidents, as well as injury(ies) received.

Where were you taken after the accident?

Have you been treated by another doctor since the accident? ( )Yes ( )No If yes, please list doctor’s name

and address:

What type of treatment did you receive?

Since this injury occurred, are your symptoms: () Improving () Getting Worse ( )Same
CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT:
_ Headache 2 Irritablity Z Numbness in Toes _ Face Flushed — Feet Cold
) Neck Pain _ Chest Pain T Shortness of Breath T Buzzing in Ears  Hands Cold
— Neck Stiff Z Dizziness C Fatigue  Loss of Balance T Stomach Upset
_ Sleeping Probiems _ Head Seems Too Heavy [ Depression T Fainting Z Constipation
_ Back Pain T Pins & Needles in Arms T Lights Bother Eyes Z Loss of Smell  Cold Sweats
_ Nervousness 0 Pins & Needles in Legs  Loss of Memory C Loss of Taste  Fever
T Tension — Numbness in Fingers Ears Ring _ Diarrhea 0
Symptoms Other Than Above
Have you lost time from work as a result of this accident? ( )Yes ( )No If yes, please complete this question.
a. Last Day Worked:
b. Type of Employment:
c. Present Salary:
d. Are you being compensated for time lost from work? () Yes ( )No Ifyes, please state type of compensation

you are receiving:

Do you notice any activity restrictions as a result of this injury? ( )Yes ( )No Ifyes, please describe, in detail:

Other pertinent information:

DATE PATIENT'S SIGNATURE

C-106 Reorder H.J. Ross Co. (800) 562-3335



PERSONAL INJURY POLICY & INSURANCE

Patient Name: Accident Date:

This office does not generally accept personal injury cases represented by an attorney. Please discuss your
case with the doctor, if you would like to see if an exception may be made.

a. If authorized, you must provide us with your attorney’s name and address prior to receiving services and your

attorney must sign and fax a lien within 24 hours of your initial visit in our office.

b. If during your treatment you decide to retain an attorney, you must notify us immediately.

c. If not authorized, you must pay for services at the time they are rendered.
You must provide us with the following, if applicable, that will be billed in the order listed.

a. Your Auto Insurance — Medical Payments

b. Third Party Liability Insurance

c. Your Health Insurance

d. Credit Card

3. You will be responsible for a $10 co-pay at time of service for each visit.
a. When we receive full payment from your insurance company or attorney, you will be reimbursed.
b. If payment is not received within 60 days after your final claim has been submitted, you will be responsible for

payment in full unless other payment arrangements have been made.

SIGNATURE: DATE:

Your Auto Insurance Information 3rd Party'sInsurance Information

Company Company

Policy #: Policy #:

Claim #: Claim #:

Phone #: Phone #:

Adjuster: Adjuster:

Address Address

Attorney Information

Name: Phone:
Address:
Credit Card Information

Credit Card # Exp. Date: Security Code:

For Office Use Only — Questions for Attorney & Insurance Companies

1.

2
3.
4

Does Liability look questionable? Yes[1 No [l
Amount of property damaged

Isthe patient’ s auto insurance policy active and will it cover thisaccident? Yes] No[J
Isthere Med-Pay? Yesl Nol[l What amount?

Verified Date Spoke to

FRMPIPI - Updated 6/1/09



Informed Consent for Chiropractic Treatment of your Pain

The nature of chiropractic treatment: The doctor will use her/his hands or a
mechanical device to manipulate the area treated. You may feel or hear a “click” or
“pop,” and you may feel movement. Chiropractic treatment also includes activity advice,
exercise, hot or cold packs, or electric stimulation. Your chiropractor will recommend
treatment she/he determines is most appropriate for your condition.

Possible risks: Chiropractic treatment for pain is safe and the majority of patients
experience decreased pain and improved mobility. Approximately 30% of patients
experience slight increased pain in the treated area, possibly due to minor strain of
muscle, tendon, or ligament. When this occurs within the first few days of treatment, the
increased pain is brief and returns to baseline or improves over the next few days.
Increased pain may also occur with exercise, heat, cold, and electrical stimulation.
Possible skin irritation or burns may occur with thermal or electrical therapy.

Serious bodily harm is extremely rare and not an inherent risk of chiropractic treatment.
Many variables can adversely affect one’s health, including previous injury, medications,
osteoporosis, cancer and other illness or disease or condition. When these conditions are
present, chiropractic treatment may be associated with serious adverse events, such as
fracture, dislocation, or aggravation of previous injury to ligaments, intervertebral discs,
nerves, or spinal cord. Symptoms of stroke or cerebrovascular injury alert patients to
seek medical and/or chiropractic care. Your chiropractor is aware of this association and
when appropriate may assess for symptoms and signs of stroke. Please inform your
chiropractor of all medications you are taking, including blood thinners, any surgeries
you have had, and any other medical condition you have, including osteoporosis, heart
disease, cancer, stroke, fracture, or previous severe injury.

Other options for the treatment of pain include: do nothing - live with it, over-the-
counter medications, physical therapy, medical care, injections, or surgery. There are
hundreds of other treatments for pain. Most treatments that have potential benefit also
have potential risk. You are encouraged to ask questions regarding possible risks of

chiropractic treatment, and may use the space below for this purpose. )
Dr. Veronica Slaughter

74040 El Paseo Ave. Ste. D
Palm Desert, CA 92260
(760) 340-4157

www.deserthealing.com

My signature below confirms that I have read the paragraphs above and that I understand
what my chiropractor has told me about possible risks of chiropractic treatment and that I
have had the opportunity to ask questions and have my questions answered. Also, I have fully
disclosed to my chiropractor my medical history regarding the above specified complicating
factors and all other conditions that have caused me pain in the past.

Patient Name Signature Date

Witness Name Signature Date



