SPINE CARE NETWORK
CHIROPRACTIC SERVICES

AFTCR INJUR v

WOoRK. RLUATED ACCIDENT

Date & Time of Accldent: Cham. Cipin, Did accident render you unconscious? . . . . . O Yes O No
Was your accldent directly related to your work? If yes, for how long? :
QYes QNo Please describe how you felt immediately after the accident:

Briefly describe the events that occurred Just before and

during your accident:

Have you gone to a Hospital or seen any other Doctor?Q Yes O No
When did you go? Q Just after accident O The next day Q1 2 days plus
How did you get there? T Ambulance or Q Private transportation

Name of Hospital and/or Attending doctor:

Give the address where accident occurred: (if other than

employer's address)

Was he/shea: 3 D.C. UM.D. OD.O. UDD.S,

Was anyone else present during your accident?

Q Yes O No Describe any treatment you received:
Did you report your accident to your employer?
O Yes QU No
. Were X-rays taken? .......................... Q Yes O No
What recommendations did your employer make just Was medicatlon prescribed? ... .......... Q Yes O No
after your accident? ‘ Have you been able to work since this injury?Q Yes Q No
Are your work activities restricted as a result of this injury?
- QO Yes O No
Has this type of accldent happened to you before? Indicate ® the symptoms that are a result of this accident:
: 0 Yes QNo QDizziness  QiDifficulty sleeping O Jaw problems OiNausea
To the best of your knowledge, has this accident occurred QMemory loss  Qirritability QO Ams/Shoulder paln  QBack pain
In your workplace before? ......... . ... O Yes O No Q'Headache(s) QFatigue QINumb Hands/Fingers * CiLower back pain
In general: : QBlurred vision QiTenslon QO Chest pain QBack siiffness
'Is your [ob physically stressful? ...... .. QO Yes QNo QBuzzing In ear QNack pain U Shortness of breath  QiLeg pain
Is your job mentally stressful?. . ...... .. UYes QNo . QEasrnglhg OINeck stiff CIStomach upset CINumb FeetToss
Is your workplace nolsy? .............. QYes QNo PO‘“‘" pE
Hav naed lobsh 8 your condition getting
ave you ¢hanged jobsIh the last year? Q Yes QNo : Q Yes 0 No 0 Constant @ Comes & goes

ihdlcate your degree of comfort while performing the

following activities:
i Comfortable Uncom{mable Painful

: ADD,T,ONAL ,NSUHANCQ Lylngonback ......... E.......... Q. mymdmc.]'*
2nd Insurance Source or Auto Insurance Lyingonside ......... @ RSN 0 O Tt a
> Lying on stomach . .. ... e B e, a
Type of Insurance: Sitting ............... R B v a
Co. Name: Standing ............. 8 e P B} Q
- Stretching ............ T I Q
Address: ehs e dwy Lovemaking .......... = R Mhe oo s m)
; Walking ............. S o [ SR Q
Phong: B —_— Running ............. R TN 5 R Q
Insured’'s Name: ' <Tolo] 11— L o 0 553 BE. e Q
R e Working ............. 2 IR 2[R |
el L e A B e B Wt Q
Insured's ssv#;%““__\ DOB.__/ ; i Eggg:;:% ............. g ....... o g ....... g
Insured’s Employer: PUlnG .. ..ovvsnnens 2 S = R Q
, A T i s ‘Reaching Q Q Q
A ] S S T P R 4L 2 SR RO R PR B R e R et ] | S
C A ay Have you retalned an attorney: QO Yes Q No
If yes, whom: e

His/Her Phone #: o O



SPINE CARE NETWORK
CHIROPRACTIC SERVICES

WOREKMEN 'S COMPENSATTION
* 0O WU R OFF ICE Po@ L Y

All on the Jjob iniuries should be reported to your employer
before coming *o this office so that coverage can be determined.
Workmen's Compensation claims must be approved by the business office

before services are rendered. patients accepted on Workmen's Comp-
ensation will be allowed to continue Gtreakment without personal
payment. If the case 1s not paid by the Jnsurance company, the
patient 1s responsible for all debt he or she 1incurs. Patient must

sign appropriate paperwork when cases are controverted.

Here 1s hoping that we have a long and fruitful relationship.
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lLegal/Collection Fee: 1 agree to pay ALL reasonable fees of attorneys
and/or. collection agencies needed to affect collection of any del=
inquent charges outstanding on my accounk. I also agree that, 1if

at anytime there 1s need for legal action to be brought agailnst
my employer and/or Workmen's Compensation insurance company, 1 will
be responsible for instigating such action.

I have carefully read the above and fully understand the policies
of this office. I have also been given a copy of this agreement.

Date Signed

- Patlent's Signature

Witnesses to Patient's Signature

Progress-368-1



