South OC Chiropractic
23792 Rockfield Blvd., Suite 210 Lake Forest, CA 92630
tel: (949) 470-4757 | fax: (949) 470-7777

www southacchiropractic.com

p PATIENT INFORMATION
Patient Name: Dr./Mr./Mrs./Ms.

Last Legal First Middle Initial
Today's Date: Phone#:( ) Cell#( )
E-mail:
Address: City: State: Zip:
Age: Birth Date:___{ ! Sex: OM OF DL #;
Please circle: Single/Married/Other:
In case of emergency contact: Relationship: Phone #:
Patient's Employer:
Work Address: City: State: Zip:
Phone# () Ext: Occupation:

Who may we thank for referring you? Event you attended?:

Preferred Appointment Reminder Method: O Text OEmail OcCard

9 PAYMENT/INSURANCE

Wha is responsible for payment: O Self 0O Other (Relationship to patient)
Form of payment: 0 Cash O Credit Card 0 Debit Card O Insurance O Personal Injury 1 Other
INSURANCE (if applicable)

Name of Insurance:

Subscriber Name: ID Number: Group Number:

Address: City: State:____ Zip:
Phone #:( ) BithDate: _ 7/ ¢

Insured’s Employer (if different from patient): Phone #:( )

Waoark Address: City: State:__ Zip:

Note: Fill out this section only if insured is different than patient.

Subscriber Name: Relationship to insured:

Address: O Same as above (If different fill out below)

Address: City: State._ Zip:
Phone #:( ) Birth Date: / /




Insured’s Employer (if different from patient): Phone #:( )

Work Address: City: State:___  Zip:

E CHIEF COMPLAINT

1. Are your present symptoms or conditions related to, or the result of an auto accident, work-related injury, or other personal injury
someone else might be legally liable for? 0 Yes [INo

2. Chief Complaint:

When did your condition first begin? Year: Month: Day/Date:
Is this condition gefting progressively worse? 00 Yes CONo [JUnknown
Have you had anything like this before? No/Yes: when?:

How often does the problem re-occur?;

Is the pain constant or does it come and go?

Does it interfere with your: OWork [lISleep [DDaily Routine [J Recreation [IN/A [1Other:

©® ® N O ¢ oaw

What makes it feel better?

10. What makes it feel worse?

11. Type of pain: O Sharp ODull O Throbbing O Numbness CAching {3 Shooting

CJBuming O Tingling OCramps 0O stiffness B Swelling CIother,

MARK THE AREZA DIAGRAM APPROPRIA AE OR IH NSA :
ACHING; == SHARP/STABBING: // PINS & NEEDLES: 00 NUMBNESS: ++ BURNING: xx

PLEASE CIRCLE YOUR LEVEL OF PAIN BELOW:
(1=minimal pain; 10=worst pain imaginable)

PAIN CURRENTLY

o —



ﬂ MEDICAL HEALTH HISTORY
Height ft inches Weight [bs Blood Pressure: /
Have you ever been to chirapractor before? No/Yes, What for?,
Are you, or might you be pregnant? No/Yes Do you have a pacemaker? No/Yes
What treatment have you already received for your condition?
DOMedications CSurgery OPhysical Therapy
CChiropractic ONone ClOther:
Name and address of other doctor(s) who have treated you for your condition?
When was your last physical exam? Results:
Date of Last:
Physical Exam: Spinal Exam: Spinal X-ray: Chest X-ray:
MR, CT-Scan, Bone Scan: Blood Test: Urine Test:

Mark “Yes" or “No" to indicate whether you have experienced each of the following and complete the information below:

AIDS/HIV OYes DONo
Allergles OYes ClNo
Anemia Oves ONo
Anxiety/Depr. OYes ONo
Appendiciis [Yes CINo
Arthritis OYes CINo
Auto. Disorder OYes [ONo
Cancer OYes OONo

Please list all current medications, vitamin/mineral supplements, herbs, including dosage:

Alcoholism OvYes CONo Hemia Oyes OINo
Chicken Pox OvYes ONo Herniated Disk ClYes Clho
Clotting Disorder ClYes ONo Hypertension [OYes ONo
Diabetes OYes ONo Liver Disease [IYes CINo
Eating Disorder DOYes ONo Migraines OYes CINo
Emphysema dYes CONo Mononucleosis [Yes CINo
Epilepsy/Seizure OYes [ONo MS OYes ONo

Heart Disease = OYes [ONo

Osteoporosis [OYes CINo

Pinched Nerve  OYes ONo |
Pneumonia OYes CNo
Prostate Problem ClYes OONo
Psychiatric Care OYes [CINo

Rheu. Athritis  OYes ONo
Stroke DOvyes ONo
Thyroid Diseases DOYes [OINo
Gther:

List any known allergies:

If you smoke or have ever smoked, describe how much, and for how long:

Describe your typical alcahol intake (#of drinks per day/per week):
Please list and describe all significant pravious injuries with dates (spralns, fractures, accidents, etc.):

Please list and describe afl significant previous surgeries with dates:;

Please list your usual forms of exercise and sports, work activity, values (family, financial, mental, spiritual, social, physical, work):

o I




9 ' FAMILY HISTORY

Please list any significant health problems of parents, grandparents, or siblings {(cancer, diabetes, heart disease, high blood pressure,
kidney disease, migraines, stroke, thyroid, etc.):

Now comes 6 man. Any one man is a SMALL thing. This man gives an adjustment. The
adjustment is a SMALL thing. The adjustment replaces the subluxation. That is a SMALL thing.
The adjusted subluxation releases pressure upon nerves. That is a SMALL thing. The released
pressure restores health to a man. That is a BIG thing to that man

-D.D. Palmer

South OC Chiropractic

23792 Rockfield Bivd., Suite 210 Lake Forest, CA 92630
tel: (949) 470-4757 | fax: (949) 470-7777

www.southocchiropractic.com

o
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23792 Rockfield Blvd. Suite #210
Lake Forest, CA 92630

CONSENT C

Congratulations for choosing the safest and most natural health care program ever conceived: Chiropractic.

This painless, logical, and effective approach to health has been serving everyday people for over 100 years. I is licensed in every state,
and in many countries as well. Chiropractic has the lcast chance of side effects of any other type of health care. Mild headaches and muscle
soreness may sometimes occur.

Let's look at a few statistics about possible serious side effects:

The #1 cause of death in the US is from correctly and incorrectly prescribed pharmaceutical drugs. (CDC, FDA, NIH sites, also Gary Null:
Death By Medicine)

Stroke is one of the most common causes of death in the 1S. With people going to doctors all the time it is probable that many will have had
a recent doctor visit. But causation is another matter entirely.

There is no absolutely known material risk of chiropractic care being greater than risks from medical treatment. in fact, when all the factors
are taken together, deaths and injurics from a combination of medical mistakes and intentional drugs dwarf any injuries from chiropractic.

Risk of strake from chiropractic? Virtually zero chance of stroke from chiropractic. The largest study ever done- the 2008

study in Canada- www.belleviewchiro.com/index.php?p=213660- lvoking at 12 million people over 9 years, showed that

53% of strokes had visited their MD within 30 days prior, while only 4% had visited their DC. No evidence of excess risk of stroke
associated with chirepractic care.

In 2001 the Canadian Medical Assaciation Journal found there is only a one-in-5.85-million risk that a cervical manipulation from an MD,
PT, or DC would be followed by a stroke. Author David Cassidy, a professor of cpidemiology at the University of Torento said patients had
already damaged the artery before seeking help from either a medical doctor or a chiropractor, and then the stroke occurred after the visit.
Speaking of risks associated with chiropractic, we should look also at the risk associated with NOT GETTING adjusted. This

risk was one of the 4 components of risk in the Association of Chiropractic Colleges guidelines on informed consent in 2008. Disc

degeneration, loss of mobility, loss of overall tone. decreased quality of life- these are real risks of the untreated spine

as time goes by.

Dactors of Chirapractic who use manual therapy techniques are required to advise patients that there are or may be some risks assoclated
with such treatment. In particular you should note:

a) While rare, some patients may experience short term aggravation of symptoms, rib fractures or muscle and ligament strains

or sprains as a result of manual therapy techniques:

b) There are reported cases of stroke associated with many common neck movements including adjustments of the upper cervical spine.
Present medical and scientific evidence does not establish a definite cause and effect relationship between upper cervical spine adjustment
and the occurrence of stroke. Furthermore, the apparent asseciation is noted very infrequently. However, you are being warned of this
possible association because stroke sometimes causes serious neurological impairment, and may on rare accasion result in injuries
including paralysis. The possibility of such injuries resulting from upper cervical spinal adjustment is extremely remote;

c) There are rarcly reported cases of disc injuries following cervical and lumbar spinal adjustments or chiropractic treatment.

Chiropractic treatment, inciuding spinal adjustment, has been the subject of government reports and multi-disciplinary studies
conducted over many years and has demonstrated to be effective treatment for many neck and back conditiens involving pain, numbness,
muscle spasm, loss of mobility, headaches and other similar symptoms. Chiropractic care contributes to your overall well being, The risk of
injuries or complications from chiropractic treatment of substantially lower than that associated

with many medical or other treatments, medications, and procedures given for the same treatments.

I acknowledge the nature and purpose of chiropractic treatment in general and my treatment in particular (including spinal adjustment)
as well as the contents of this Consent. [ consent to the chiropractic treatments offered or recommended to me by my chiropractor,
including spinal adjustment. I intend this consent to apply to all my present and future chiropractic care.

Please nate, if you are a minor under the age of 18 a parent or legal guardian must sign this consent form authorizing South 0C
Chirepractic to provide treatment to the undcrage paticnt.

Patient Name Signature Date

Parent/Legal Guardian Name Signature Date



@ﬁmﬂn OC Chirapractic

23792 Rackfield Blvd. Suite #210
Lake Forest, CA 92630

SOUTH OC CHIROPRACTIC NOTICE OF PRIVACY PRACTICES

We care about our patients' privacy and strive to protect the confidentiality of your medicalinformation at this practice.
New federal legislation requires thatweissue.this official notice ofour privacy practices. Youhave therightto the
confidentiality of your medical information, and this practice isrequired by taw to maintain the privacy of that information,

This practice is required to abide by the terms of the Notice of Privacy Practices currently in effect, and to provide
notice of itslegal duties and privacy practices with respect to protected healthinformation. [f you have any questions
about this Notice, please contact the Privacy Officer at this practice.

Who will follow this notice?

Any health care professional authorized to enter information into your medicalrecord, all employees, staff and other
personnel at this practice who may need access to your information must abideby this Notice. All subsidiaries,
business associates (e.g. a billing service), sites and location of this practice may share medical information with each
other for treatment, payment purposes or heath care operation as statéd in this Notice. Except where treatment is
involved, only the minimum necessary information needed to accomplish the task Will be shared.

How We May Use and Disclose Medical Information AboutYou

The following categories describe different ways that we may use and disclose medical information without your
specific consent or authorization. Examples are provided for each category of usesor disclosures. Not all possible
uses or disclosures are listed.

For Treatment: We may use medicalinformation aboutyou to provide you with medical treatment or services.
Example:In treating you for aspecificcondition, we may needto know if you have allergies or prior injuries or surgeries
that could influence our treatment process.

For Payment: We may use and disclose medicalinformation aboutyou so that the treatmentand services you receive
fromus may be billed and payment collected from you, an insurance company or a third party. Example: We may
need to send your protected heaith information, suchas your name, address, office visit date, and codes identifying
your diagnosis and treatment to your insurance company for payment

For Health Care Operations: We may use and disclose medical information aboutyou for health care operations
to assure that youreceive quality care.Example: We may use medicalinformation to review our treatmentand
services and evaluate the performance of our staffin caring for you.

Other U Discl That Can be Made Without Your C \uthorizati

As required during an investigation by law enforcement agencies

To averta serious threat to public health orsafety

As required bymilitary command authorities for their medicalrecords

To worker's compensation orsimilar programs for processing of claims

In responseto alegal proceeding

To a coroneror medicalexaminer for identification of a body

If an inmate. to the correctional institution or law enforcement official

As required by the US Food and Drug Administration {FDA)

Other healthcare providers treatment activities

Other covered entities’ and providers' paymentactivities ,
Other covered entities"healthcare operations activities (to the extent permitted under HIPPA)
Uses and disclosures required by law

Uses and disclosures in domestic violence or neglect situations

® & & 8 5 ¢ 8 0 9 o e o



@mac Chiropractic

23792 Rockfield Blvd. Suite #210
Lake Forest, CA 92630

* Health oversight activities
*  QOther public health activities

We may contactyou to provide appointment reminders or information about treatment and other health related benefits
and services that may be ofinterest to you.

Uses and Disclosures of Protected Health Information Requiring Your Written Authorization

Other uses and disclosures of medicalinformation not covered by this Notice or the Jaws that apply to us will be made only
with your written authorization. If you give usauthorization to use or disclose medialinformation aboutyour, you may
revoke that authorization, in writing, at any time. If you revoke your authorization, we will thereafter no longer use or
disclose medical information about you for the reasons covered by your written authorization. We are unable to
take back any disclosures we have already made with- your authorization and we are required to retain our
records of the care we have provided you.

Your Individual Rights Regarding:
'Disclosuresand Changesto YourMedical Information

Right to Request Restrictions: You have the right to request a restriction.or limitation on the medical
information'we use or disclose about you for treatment, payment or heath care operations or to someone who is
involved in your care or the payment of your care. We are not required to agree to your request. If we do agree,
we will comply with your request unless the information is needed to provide you with emergency treatment.
To request restrictions, you must submit your requestin writing to the Privacy. Officer at this practice. In your
request you must tell us what information you want to limit.

Rightto an Accounting of Non-standard Disclosures: You have the right to request a list of the
disclosures we made of medical information about you. To request this list, you must submit your request in
writing to the Privacy Officer at this practice. Your request must state the time period for which you want to
receive a list of disclosures that is no longer than six years, and may not include dates before April14,2003.Your
request should indicate in what form you want the list {example: paper or electronically). The first list you
request within a 12-month period will be free. For additional lists, we reserve the right to charge you for the
cost of providing the list.

Right to Amend:If you feel that medical information wehave about you is incorrect or incomplete, you may
ask us to amend the information. You have the right to requestan amendment for as long as the information is
kept. To request an amendment,our request must be made in writing and submitted to the Privacy Officer at
this practice. In addition you must provide a reason that supports your request. We may deny your request for an
amendment if it is not in writing or does not include a reason to support the request. In addition we may deny
your request if the information was not created by us, is not part of the medicalinformation kept at this
practice, is not part of the information which you would be permitted to inspect and copy, or which we.deem to
be accurate and complete. If we deny your request for amendment, you have the right to file statement of
disagreement with us. We may prepare a rebuttal to your statement and will provide you with a copy of any such
rebuttal. Statements of disagreement and any corresponding rebuttals will be kept on file and sent out with any
future authorized requests for information pertaining to the appropriate portion of your record.

Your Accessto Medicalilnformation



@mm’ Chiropractic

23792 Rockfield Blvd. Suite #210
Lake Forest, CA 92630

Right to Inspectand Copy: You have the right to inspect and copy medical information that may be used to
make decisions about your care. Usually this includes medical and billing records but does not include
psychotherapy notes, informationcompiled for use in a civil criminal or administrative action or proceeding,
and protected health information to which access is prohibited by law. To inspectand copy medical
information that may be used to make decisionsabout your,you must submit your request in writing to the
privacy officer at this practice. If you request a copy -of the information, we reserve the right to charge a fee for
the costs of copying, mailing or other supplies associated with your request. We may deny your request to
inspect and copy in certain very limited circumstances. If you are denied accessto medical information, you may
request that the denial be reviewed. Another licensed heath care professional chosen by this practice will review
your requestand the denial. The person conductingthe review will not be that person who denied your request.
We will comply with the outcome of the review.

Rightto a Paper Copy of This Notice: You have the right to a paper copy of this Notice at any time. Even if
you have agreed to receive this notice electronically, you are still entitled to a paper copy. To obtain a paper copy
of the current notice, please request one in writing from the Privacy Office atthis practice.

Right to Request Confidential Communications: You have the right to request how we should send
communications to you about medicalmatters, and where you would like those communicationsent. To
request confidentialcommunication, you must make your request in writing to the Privacy Officer at this
practice. We will not ask you the reason for your request. We will accommaodate any reasonable requests. Your
request must specify how or where you wish to be contacted. We reserve the right to deny a request ifit
imposesan unreasonable burden on the practice

Complaints. If you believe your privacy rights have been violated, you may file a complaint with the Privacy
Officer at this practice or with the Secretary of the Department of Health and Human Services. All complains
must be submitted in writing. You will not be penalized or discriminated against for filing a complaint.



@5&"&! Oor Chirapractic

23792 Rockfield Blvd. Suite #210
Lake Forest, CA 92630

RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN
ACKNOWLEDGEMENT FORM

| , have received a copy of
South OC Chiropractic’s Notice of Privacy Practices.

Print Patient’'s Name

Patient Signature or Legal Guardian

Date:

**For Office Use Only**

If patient wishes not to sign this notice, please
indicate time and date notice was given, also state
reason and provide documentation that the patient

refused to signwaiver.

(Employee signature is sufficient)




South OC Chiropractic Financial Agreement

We will work diligently with your insurance company to ensure your claims are processed and paid.
Ultimately, if the insurance company denies payment, it may become your responsibility to render
payment for services, We work hard to ensure you receive the best treatment possible and working
together is necessary for this approach. Please notify SOUTH OC CHIROPRACTIC when a credit card
number has changed or expired.

PLEASE READ EACH BULLET POINT.

If my insurance company does not make payment to SOUTH QOC CHIROPRACTIC for services
rendered, | will become personally responsible for the charges. I will have 15 days to clear my
account by calling my insurance company after being notified by this office. If the account is not
cleared within 15 days, I hereby authorize SOUTH OC CHIROPRACTIC to charge any
outstanding amount to my credit card.

Insurance checks that | receive will be promptly brought to the office. Inability to do so within 7
days of receipt of insurance checks authorizes SOUTH OC CHIROPRACTIC to charge the credit
card on file for the unpaid charges on my account.

Cash balance on my account will be paid within 30 days of notification of the amount owed. If a
balance remains past 30 days, I hereby authorize SOUTH OC CHIROPRACTIC to charge the
full amount to my credit card on file.

When not using health insurance for my treatment, I authorize the use of this card for payment of
services rendered at SOUTH OC CHIROPRACTIC ar the time services are rendered until
writfen notice Is provided to terminate. (i.e. Physical Therapy, Acupuncture and Chiropractic
copays, massages, medical payments, etc.)

I understand there is a $35.00 NO SHOW/SAME DAY CANCELLATION FEE for all
services except chiropractic, unless a 24 hour notice is provided prior to appointment.

I authorize the above named business to charge the credit card indicated in this authorization form
for services rendered. I certify that I am an authorized user of this credit card and that I will not
dispute the payment with my credit card company when charged for services rendered.

I understand and agree to all the information written above.

Patient’s Name:

Cardholder’s Name:

Credit Card Number:

Expiration Date: CVC:

Cardholder’s Signature: Date:




@Mﬂ Litropraciic

Fees associated with personal injury claims may be different from previous charges due to med-legal
decumentation requirements and necessity. If you have questions or would like to be informed of these
fees, please ask the front desk or the dactor and we will be happy to assist you.

Print name

Signature Date
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) South OC Chiropractic

23792 Rockfield Blvd. Suite 210, Lake Forest CA 92630
Tel: (949) 470-4757 Fax: (949) 470-4777

CREATION OF LIEN; ASSIGNMENT OF BENEFITS; LIMITED POWER OF ATTORNEY;
RELEASE OF MEDICAL INFORMATION; ACKNOWLEDGEMENT OF FINANCIAL
RESPONSIBILITY; RELEASE OF SETTLEMENT DOCUMENTS, OTHER LIENS AND AMOUNTS
PAID AND OWED TO OTHER HEALTH CARE PROVIDERS; AND ACKNOWLEDGEMENT OF
LIEN

To any insurance company with coverage applicable to my claim(s) and to any attorney representing me:

IN CONSIDERATION of the willingness of SOUTH OC CHIROPRACTIC to treat me on credit
without demand for payment at the time services are rendered, [ hereby agree and stipulate as follows:

CREATION OF LIEN. I irrevocably assign to SOUTH OC CHIROPRACTIC any proceeds or
compensation (including any settlement, verdicts, awards and judgments) that [ am or may become
entitled to receive as a result of injuries that occurred.

ASSIGNMENT OF BENEFITS. I make this agreement without prejudice to any rights I may
have to prosecute legal claims against any party who may be liable for my injuries, but I hereby
authorize and instruct you to pay directly to SOUTH OC CHIROPRACTIC, from any disability
benefits, PIP benefits, medical payments benefits, liability benefits, health and accident benefits,
judgments, settlements, or proceeds of any kind that would otherwise be payable to me, such sums
as are due or may become due to SOUTH OC CHIROPRACTIC for its services rendered. I further
irrevocably authorize and instruct my attorney to promptly endorse and forward, without
deduction, any medical payments benefits issued directly to me or to my attorney, so that they are
reissued payable to SOUTH OC CHIROPRACTIC
LIMITED POWER OF ATTORNEY. I appoint SOUTH OC CHIROPRACTIC as my attorney in fact to
affix my name as an endorsement upon the reverse of any check or draft upon which I am a named payee
and to deposit said check or draft and apply the proceeds to any unpaid balance I may have with SOUTH
OC CHIROPRACTIC.

RELEASE OF MEDICAL INFORMATION. I authorize SOUTH OC CHIROPRACTIC to release
to any insurer with applicable coverage or to my attorney or successor attorney any information regarding
my injuries, prior medical history, and/or treatment as may be necessary to facilitate collection of
proceeds under this assignment.

ACKNOWLEDGEMENT OF FINANCIAL RESPONSIBILITY. I acknowledge that I remain personally
liable for the total amount due to SOUTH OC CHIROPRACTIC for services rendered, including any
balance remaining after the application of insurance payments and settlement or judgment proceeds.

ATTORNEYS' FEES. If SOUTH OC CHIROPRACTIC is required to take legal action against me
to recover any unpaid balance on my account, I agree to reimburse SOUTH OC CHIROPRACTIC for its
costs of recovery, including filing fees and reasonable attorney's fees. This attorneys' fees provision is
only applicable to collection actions. In the event any other actions, beyond an action for collection of
fees for services rendered, the parties agree to be responsible for their own attorneys' fees only.
RELEASE OF CASE & SETTLEMENT INFORMATION, In the event the claim and/or case that is the
subject of this agreement settles or is resolved by final verdict, judgment or award, I hereby irrevocably
authorize and instruct my attorney representing me on this claim and/or case to immediately forward
SOUTH OC CHIROPRACTIC copies of any and all settlement agreement with any parties involved in
the claim, including insurance companies, settlement drafi(s), awards, verdicts and judgments.
Additionally, I hereby irrevocably authorize and instruct my attorney representing me on this claim and/or
case to immediately forward SOUTH OC CHIROPRACTIC copies of each of the bills and liens from



SOUTH OC

O South OC Chiropractic

23792 Rockfield Blvd. Suite 210, Lake Forest CA 92630
Tel: (949) 470-4757 Fax: (949) 470-4777

each of the other health care providers asserting any liens or claims for payment on the case that is the
subject of this agreement.

A holder of this medical debt contract is prohibited by Section 1785.27 of the Civil Code from furnishing
any information related to this debt to a consumer credit reporting agency. In addition to any other
penalties allowed by law, if a person knowingly violates that section by furnishing information regarding
this debt to a consumer credit reporting agency, the debt shall be void and unenforceable.

Patient Signature

Date

NOTICE OF LIEN

Pursuant to the terms of this agreement, SOUTH OC CHIROPRACTIC hereby asserts and gives
notice of a lien upon any sums recovered in damages for personal injury in any civil action and also upon
all funds paid to the above-named patient in compensation for or settlement of injuries sustained, whether
in litigation or otherwise. SOUTH OC CHIROPRACTIC hereby requests that if its claim is not paid in
full from the foregoing proceeds, a full disclosure and accounting of proceeds be provided in conformity
with this agreement. Pursuant to the terms of the above agreement, SOUTH OC CHIROPRACTIC
hereby irrevocably requests that any checks or drafts issued by any health insurer or any auto
insurer under any provision for med-pay benefits be forwarded to SOUTH OC CHIROPRACTIC
without reduction. SOUTH OC CHIROPRACTIC agrees to be bound by any confidentiality
agreements regarding the contents of the accounting.

ACKNOWLEDGMENT OF LIEN

The undersigned being the attorney of record for the above claimant / plaintiff 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 SOUTH OC CHIROPRACTIC.
Attorney further agrees to forward to SOUTH OC CHIROPRACTIC without deduction or reduction any
drafts that constitute any payment of benefits under any insuring agreement for either payment of med-
pay benefits, or payment by any health insurer as payment for any services rendered by SOUTH OC
CHIROPRACTIC to the above-identified claimant / plaintiff, that the undersigned attorney receives.
Lastly, Attorney further agrees that in the event this lien is litigated that the prevailing party will be
awarded attorney's fees and costs. Thus, this agreement obligates the attorney to turn over copies of
settlement checks, other providers' bills and any agreement to reduce those bills.

Dated:

Attorney of Record Signature



@MWW

23792 Rockfield Blvd. Suite #210
Lake Forest, CA 92630

1. DATEOFACCIDENT: __/_/ ___
YOUR AUTO INSURANCE INFORMATION

Please provide us with a copy of your Auto Insurance Declaration Page from your policy so we can
verify your coverage in our office

a, Name of Insurance Company:

b. Name of insured:

¢ Policy #

d. Has this accident been reported to your insurance? YES or NO (Circle one)
e, Claim#

f. Adjuster’s Name

Adjuster’s Email

Adjuster’s Phone #: Fax #:

g Doyou have medical coverage on your auto insurance? YES or NO (Circle one) Amount: $

h. Total amount of property damage? $ or UNDETERMINED AT THIS TIME

2. DOYOUHAVEANATTORNEY? YES OR NO (circle one)
(If you have a business card, we would like to copy it as well)

Name of Atty:
Address:

Case Manager Name (if known):

Email Address:

Phone #: Fax #:

Have you completed and signed your paperwork with the attorney? YES OR NO (Circle one)

370 PARTY INSURANCES DO NOT PAY THE DOCTORS, THEY NEGOTIATE PAYMENT WITH THE PATIENT and
MOST TIMES PRIOR TO COMPLETING TREATMENT. THEREFORE, WE DO NOT BILL 3% PARTY INSURANCE
DIRECTLY UNLESS THEY HAVE CONTACTED OUR BILLING MANAGER AT squthocchiroi@gmail.com TO
GUARANTEE IN WRITING THERE WILL BE DIRECT PAYMENT TO SOUTH 0C CHIROPRACTIC,
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23792 Roclkfield Bivd. Suite #210
Lake Forest, CA 92630

Personal Financial Poli

The doctors and staff at South OC Chiropractic are excited to have you as a patient. Please allow us to introduce our office
policies to you in order for us to accept you as a Personal injury patient.

Please read the following options for billing and re-imbursement of your care here in our office. Please ask us if you have any
questions regarding the following questions:

- Option 1 A personal auto policy that has medical payment coverage in excess of $2500
— . Option 2 A personal health insurance coverage that will cover the cost of your care.
——_Option3 Have an attoraey retained to represent your interest and will guarantee payment of your

chiropractic bill once your treatment has been completed
——— Option 4 Pay for your care at time of services rendered.

*A majority of patients will be able to take advantage of using a combination of the first three
options. If you require help retaining an attorney please let your doctor know and he will be
happy to help you. It costs the same for a good or a bad attorney. We know the good ones!

Please understand it is against our office policy to accept a personal injury case where the only source of payment for our care
is through third party insurance carriers, Third party refers to insurance coverage carried by someone other than yourself. For
example, the insurance of the owner of the other vehicle involved in an accident.

It is our experience that your best interests are served by reporting your accidentto your insurance carrier {(whichisa
requirement for us to accept your personal injury case). You pay your insurance premium on a monthly basis and in some
cases for years without even using it. Be sure to let your insurance carrier know you have had an accident and want to make a
claim so we can take care of your financial needs in regards to you care.

Initials

In some cases, your insurance carrier will attempt to have you only pursue the other party’s insurance (third party insurance)
for re-imbursement of your care. Let your insurance know that you have been paying for month after month to take care of
your needs if at all possible.

( understand the financial policy of South OC Chiropractic. | would like to use the options
checked above. ] understand that | am ultimately responsible to pay for my care. 1 will provide all the information thatis
necessary to make a claim for my care. If at any time there is a change with any of the options above, | will inmediately notify
South OC Chiropractic to make alternate arrangements.

Patient Name (please print):

Patient Signature:

Date: / /.




IZI.:_L_A

ABOUT Yo B

Today'sDate:__ /[

File #:

Name:

WorY. RELATED ACCIDENT

Date & Time of Accident: Qam. Qpm.
Was your accident directly related to your work?
QYes INo

Briefly describe the events that occurred just before and

during your accident:

Give the address where accident occurred: (if other than

employer’s address)

Was anyone else present during your accident?

0 Yes O No
Did you report your accident to your employer?

Q1Yes QI No
What recommendations did your employer make just

after your accident?

Has this type of accident happened to you before?

dYes QO No

To the best of your knowledge, has this accident occurred

in your workplace before? ............. QOYes O No
In general:

Is your job physically stressful? ........ O Yes TiINo

Is your job mentally stressful?.......... dYes TINo

Is your workplace noisy? .............. QO Yes O No

1 No

%3@@«

Date & Time of Accident: Qam. Qpm.
Were you the: QiDriver QXFront Passenger CiRear Passenger
If a traffic violation was issued, to whom was it issued?

Number of people in accident vehicle?

Did the police come to the accident site? . [ Yes O No |
Was a police report filed? .............. QOYes ONo |
Were there any witnesses? . ............ QdYes UNo |-
Were you wearing your seat belt? ....... dYes UNo
Was this vehicle equipped with airbags? . .QYes O No

If yes, did itthey inflate? . .............. QYes ONo

In relation to the base of your skull, where was the
headrest? ... .... U Above ([ Below Q At base of skull

What did your vehicle impact? O Another vehicle @ Other

If other, explain:
Did any part of your bady strike anything in the vehicle?T Yes T No

If yes, please describe:

Make & model of the vehicle you were occupying?

Name of the location/street on which you were traveling?

In which direction were you headed? 0N 1S QE QW |

What was the approx. speed of your vehicle?
Did the impact to your vehicle come from the:

QO Front O Rear O RightSide O Left Side Q Other
During impact, were you facing: LRight QLeft OForward
Were you O aware or 0 surprised by the impact?

If accident vehicle made impact with another vehicle...

Make and model! of that other vehicle?

Direction other vehicle was headed? LIN 38 OE QW
Speed of the other vehicle?

In your words, please describe the accident:

ALTO QLLATLD L\CCEDENT

£l

Have you changed jobs in the last year? O Yes

ohl BACIK

ASE CONTINLIE




: Please describe how you felt immediately after the accident: J

|

AFTER. INJURY

Did accident render you unconscious? . . . .. i Yes O No

If yes, for how long?

Have you gone to a Hospital or seen any other Doctor? Yes £ No
When did you go? O Just after accident I The next day 0 2 days plus
How did you get there? 1 Ambulance or 1 Private transportation

Name of Hospital and/or Attending doctor:

Was hefshe a: 1 D.C. TUMD. 0D.O. TUD.D.S.

Describe any treatment you received:

Were X-rays taken?
Was medication prescribed? ... .... ... .. QO Yes O No
Have you been able to work since this injury?l Yes (1 No
Are your work activities restricted as a result of this injury?
dYesONo
Indicate  the symptoms that are a result of this accident:

I Dizziness 1 Difficulty sleeping T Jaw problems CINausea
ClMemory loss [l imitability [JArms/Shoulder pain  CBack pain
CiHeadache(s) Fatigue DINumb Hands/Fingers Tl Lower back pain
CiBlurred vision TTension [JChest pain QI Back sliffness
DIBuzzing in ear TINeck pain QShortness of breath  CiLeg pain
QEarsrnging T Neck stiff C1Stomach upset CINumb Feet/Toes

0ther
Is your candition getting worse? ]
Q Yes [ No Q ConstantQ Comes & goes |

REcovERY B

'To evaluate the effect that continuing work will have

on your recovery please complete the following:
How many hours are in your normal work day?
Please indicate &your daily job duties and any activities
which you are occasionally asked to perform.

1 Standing 2 Driving [ Operating equipment

(1 Sitting Q Twisting (3 Work with arms above head
1 Walking {1 Crawling 1 Typing

{2 Lifting (. Bending [ Stooping

(3 Other

What positions can you work in with minimum physical

effort and for how long?
Prior to the injury were you capable of working on an
equal basis with others your age?. .
Do you work with others who can help you with any
dYes QUNo ON/A
While in recovery, is there any light duty work you could

OYes TNo TN/A

FEGUEEND & ooma & sorume s s as § 3 OYes ONo QGNA |

Type of Insurance:

2nd Insurance Source or Auto Insurance

| Co. Name:
Indicate your degree of comfort while performing the | )
following activities: Address:
) . Comfortable Uncorgon%ta!’gmprgérstful Phone #:
yingonback ......... i s werprondinn te il o s ( , .
Lyingonside ......... B it ) i, 2 Q Insured’s Name:
Lying on stomach ...... ) sur e ¢ 5 BE sowes v Qa Policy #: Claim #:
SRENG: s o vvinw v wv {0 [ 53 (U ] '
Standing ............. 0 i oion § » i S a Insured's SS #: DOB.__ [/ [
{ Stretching ............ Bl isrs smuens s ) | i i :
Lovemaking .......... b e i - s S a | InsupedsEmpiayen
Walking ............. Bl sx swmnnss D ....... a i Agent’'s Name:
Running ............. Ly 5o grmmwn 5 s o a | ¢
Sports . . ...l 18 R Q....... a
Working ............. e REERERERE = REERREE g Ifany of your medical or account information has changed,
lélefalll'nr(liginé “““““““ g """"" g """" g .| please inform our front desk personnel.
Kneeling ............. a. ... a.. a I Please lt'emember you are ultimately responsible for your
1 Bl . amora’s » = - Q s _
Reaching ............ 1 S B o e Qa i —
Have you retained an attorney: 1 Yes QO No | OFFICE USE ORLY OFFICE USE ONLY OFFICE USE GNLY OFFICE USE ONLY OFFICE USE ONLY |
If yes, whom:

His/Her Phone #:

First Impression Forms, Inc 1-800-39FORMS FORM # 2CAWA2 copyright © 1996 ]

QNA| &

PLEASE RECYCOLE 50 THAT WL MAY PRCSCRVE THL LEALTH OF AR PLANCT

&



South OC Chiropractic

23792 Rockfield Blvd. Suite 210, Lake Forest CA 92630
Tel: (949) 470-4757 Fax: (949) 470-4777

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION

This request and authorization applies to:

0O Healthcare information relating to the following treatment, condition, or dates:

Patient’s Name: : Date of Birth:
" Previous Name: Social Security #:
I request and authorize to
release healthcare information of the patient named above to:
Name:
Address:
City: State: Zip Code:

O3 All healthcare information

- [J Other:

OYes ONo  Iauthorize the release of any records regarding chiropractic treatment, XRAYS, and progress

notes to the person(s) listed above,

Patient Signature; Date Signed:

THIS AUTHORIZATION EXPIRES ONE YEAR AFTER IT IS SIGNED.



Understanding Insurance after your Accident

Our office is here to help during these challenging times after an accident which is why we want
to take a moment to explain your options after an accident. Determining insurance coverage
after a car accident can be a difficult challenge because not only do you have to stress about
getting your car fixed but many times you are in pain and frustrated by the process of seeking
treatment.

Our office will perform a FREE insuranée verification to determine your benefits and assist you
in the process. This will help to determine the best route to take because we want to try our
hardest to make sure that there is No out-of-pocket expense for you after an accident.

Does your Heaith Insurance have coverage?

Typically, your heaith insurance will assist with payment after we have sent medical bills to the
auto-insurance. Every Callfomian is required to carry car insurance and most of these plans will
have medical coverage associated with them to take care of your treatment after an accident.
Some auto-insurance will require the office to send in claims initially to health insurance for a
denial letter (i.e. Mercury) then charges will be re-submitted for payment to the auto insurance
provider. This will all be determined during our Free insurance verification in the office.

Boes my Auto insurance have a role in this process if the accident was not my fauit?
Every individual who drives is required to carry auto insurance in California. The easiest and
most stress-free route to have your treatment covered is to send it to your auto insurance and
have them take care of the charges, which they will later be refunded by the auto insurance of
the individual who was at fault. This does NOT have any negative effect on your insurance if
you are not at fault and being a palicy holder with your insurance carrier makes it much easier
for you and our office to communicate with them about your needs and care in our office. This
allows you to receive chiropractic care, massage, acupuncture, etc. with No out-of-pocket cost
after an accident and requires little effort on your part because our office can commitinicate
directly with the insurance company on your behalf.

What role does 3rd party Auto insurance (aka the person at faults Insurance) have with
my treatment?

The individual at fault for the accident is ultimately responsible for payment and having their
insurance refund treatment cost to your insurance company. However, the 3rd party insurance
adjuster has one specific job after their insured is responsible for an accident. That is to close
out the case and have you sign off on liability for the cheapest amount possible. This often leads
to dishonest tactics such as them telling the victims of accidents inaccurate information such as,
“you must pay for treatment out of pocket, then will be reimbursed at the end of care.” Or they
make statements minimizing the effects of the accident even though these claims adjusters
have no medical training.

Many of these insurance cariers are publicly traded companies and their goals are driven by
profits over people. When we contact the insurance of the individual responsible for the accident
many times the claims adjusters will not give us any necessary information to help you with your
care. This is because they want the person who was hit by their insured to be stuck with the
numerous phone calls and hassle of getting their car fixed and treatment paid for. When our
office cantacts them on your behalf they typically offer fittle to no informaticn because they state
that they have no liability to our office. Therefore, the patient will need to contact them directly



for resolution of the matter. This is done for two reasons. Number one is our office is well trained
in dealing with insurance matters after an accident, so they seek to misinform or set more
favorable settlement terms for themselves with the victim in the accident and number two is the
more work they create for the accident victim the more quickly the individual will seek to close
out the claim.

It is a widespread practice over the past several years for these insurance companies to offer a
low offer of $500 to $1000 to sign off on liability for the accident, but they won't tell you that you
are now 100% liable for any future medical costs after this accident and if a doctor determines
you need further testing then it could cost you thousands of dellars out of pocket. This is why it
is always a good idea to consult your doctor or attorney befare signing any insurance
documents to make sure that what you are signing is in your best interest, These dishonest
practices are why our office will try to avold dealing with 3rd party insurance after an accident so
we can provide the necessary care after your accident with the least amount of stress and work
on your part as possible. If it is a 100% necessary that you require us to bifl the 3rd party
insurance carrier then it is highly recommended that you be represented by an attomey to avoid
them from taking advantage of you during this vulnerable time. If you need a referral to an
honest reputable attemey our office can assist you with finding cne that will not cost you
anything out of pocket because they only take a percentage of the settiement payment they
obtain from the insurance for you.

Our #1 goal is to make sure we take the best care of you possible during this challenging time.
This includes trying to keep your hard-eamed money where it belongs, in your pocket. We
appreciate your co-operation with our office policies which aflow us to offer the best quality care
available. If you have any questions please feel free to discuss this with your doctor or our office
billing specialist.



