






Automobile Accident Description

Please answerthe questions below. Ifyou do not knowthe answer to any ofthe questions, do not answer that question.

1.Your vehicle type 2. Your position in vehicle 3.What was yourvehicle doing atthe time ofthe accident?

• Car • Station Wagon • Driver • FrontPassenger •Stopped at intersection • Stoppedintraffic • Stoppedat light
• Van Q PickupTruck • Left Rear Passenger • Making a rightturn • Making a leftturn • Parking
• Large Truck • Bus • Right Rear Passenger •Proceeding along • Slowingdown •Accelerating
Other Other Other

4. Time/Speed/Damage 5. Details of Accident 6. Road conditions

Time ofaccident Visibility at time ofaccident
• Poor • Fair • Good

Road conditions attime ofaccident

• Icy QWet a Sandy • Dark • Clean and dryYourvehicle's

speed: moh

Their vehicle's Who hitwho/what? Pointofimpact
speed: mph • You hit othervehicle • Head-On • Left Front • Right Front

Damage to your vehicle • Other vehiclehityou • Read-End • Left Rear • Right Rear
• Mild • Moderate You hit..(object)

• Totaled

7. Body Position, etc.

Did yousee the accident coming: YesQQ No
Wereyoubracedforthe impact? YesQ • No
Did you havea seat belt on? YesQQ No
Did you havea shoulder harnesson? YesQ • No

Does your vehicle have headrests? YesQ • No
What was the position of your headrest at the time of the impact?
• Even with topofhead • Evenwith bottom ofhead • Middle ofneck
What was the direction of your head at the time of the impact?
• Facing straight forward • Turned to the right • Turned to the left

Did driver side air bags deploy? YesQ • No Did passenger side airbags deploy? YesQ • No Did side airbags deploy? YesQ• No

8. Additional accident information

Inthe case ofa motorvehicleaccident, enter any additionalinformation here that is notcovered bv the above check offs.

9. During the accident:

Did yourbodystrikethe insideofyourvehicle?
Ifyes, describe:
Did youlose consciousness duringthe injury?
Ifyes, forhowlong?

YesQ • No

YesQ • No

Yourvehicle's estimated damage?

Damage to their vehicle: • Mild Q Moderate Q Totaled

Did police showupat thescene? Yes• • No
Wasanaccident report filled out? YesQ • No

11. Emergency Room?

Where did you go afterthe accident?
• Home • Work • Hospital ER • PrivateDoctor
How did you getthere?

• Drove self •Somebodyelse •Ambulance Q Police
WereX-rays done? YesQQNo Was labwork done? YesQQNo
BodypartsX-rayed? ___
What lab work?
The X-raysrevealed:
Treatments: Q Cervical Collar Q Ice Other:

Medications:

Follow-upinstructions:
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10. Afterthe accident:

Check off your symptoms right after and a few days following:
• Headache Q Dizziness Q Mid back pain Q Coldhands

Q Neck pain Q Nausea
• Neckstiffnes • Confusion

• Fainting • Fatigue
• Ringing inears • Tension
• Loss ofsmell • Irritability

Q Low backpain Q Cold feet
Q Nervousness Q Diarrhea

Q Loss oftaste Q Depression
Q Toe numbness Q Anxious

Q Constipation Q Chest Pain
Q Painbehind eyes Q Shortness ofbreath Q Sleeping problems
Others:

12. Treatment History:

Fill in any other doctor(s) seen prior to your first visit to this office.
1. Dr. Firstvisit date: / /
Specialty: X-raysdone? YesQQNo

Typesoftreatments received:
How many treatments received? Currently treating? YesQ Q No
Did treatmentsbenefityou? YesQ Q No
Last visit date: / /
2. Dr. Firstvisitdate: / /
Types oftreatments received:
How many treatments received? Currently treating: YesQ Q No
Did treatmentsbenefit you? YesQ Q No
Last visit date: / /



Activities of Daily Living Assessment

Rate your currentdifficulties, resultingfromyouraccident/illness,with regard to the variousactivitieslistedbelow.Use the following 1to 5 scale and
WRITE INTHEAPPROPRIATE NUMBER that most closely describes your current degree of difficulty: 1 = "Ican do it without any difficulty"
2 = "I can do itwithout much difficulty, despite some pain", 3 = "Imanage to do it by myself, despite marked pain", 4 = "Imanage to do it,
despite the pain, but only if I have help", 5 = "Icannot do it at all, because of the pain". NOTE: Only fill in areas that are affected.

Difficulties with SelfCare and Personal Hygiene Activities
Bathing Dryinghair Brushingteeth Putting onshoes Preparingmeals
Showering Combinghair Makingbed Tyingshoes Eating
Washing hair.. Washing face Puttingon shirt.... Putting on pants Cleaningdishes

, Taking out trash.
Doinglaundry....

, Goingto toilet....

Difficulties with Physical Activities
Standing Walking
Sitting Stooping
Reclining Squatting
Standing for long periods

Kneeling Bendingback Twisting left Leaning back.
Reaching Bendingleft Twistingright Leaning left...
Bendingforward .. Bending right Leaning forward Leaning right.
Sittingforlong periods Walking forlong periods Kneelingforlongperiods

Difficulties with Functional Activities

Carrying smallobjects Lifting weightsofffloor Pushingthingswhile seated ....
Carrying largeobjects Lifting weightsofftable Pushingthingswhile standing..
Carrying briefcase Climbing stairs Pulling things while seated
Carrying largepurse Climbing inclines Pulling things while standing....

Exercising upper body
Exercising lower body.
Exercisingarms
Exercising legs

Difficultieswith Social and Recreational Activities
Bowling Jogging Swimming IceSkating Competitive Sports . Dating
Golfing Dancing Skiing RoilerSkating Hobbies Diningout

Difficulties with Travelling
Driving a motor vehicle Riding as a passenger in a motor vehicle Riding as a passengerona train
Driving for long periodsoftime Riding as a passengeronanairplane Riding as a passenger for long periods

Use the following 1 to 5 scale to describe the difficulties below:
1 ="This area isnot affected bymy condition", 2 ="This areaisslightly affected by my condition", 3 ="My condition moderately restricts my ability
inthis area", 4 ="My condition seriously limits my ability inthis area", 5 ="My condition prevents mefrom using thisability"

Difficulties with Different Forms ofCommunication
Concentrating.... Hearing.... Listening.... Speaking.... Reading.... Writing.... Using a keyboard.

Difficultieswith theSenses

Seeing Hearing.

Difficulties with Hand Functions

Grasping Holding..

Difficulties with Sleep and Sexual Function
Beingable to have normal,restfulnights sleep.

Sense of touch.

Pinching.

Sense oftaste. Sense of smell.

Percussive movements. Sensory discrimination.

Beingable to participateindesired sexual activity..

Write in below any additional information regarding your Activities of Daily Living (thatwasn'tcovered above):

Prior Symptom History

Prior Similar Symptoms
Q Ihave NOThad priorsymptoms similarto mycurrent complaints.

Hasyour HistoryContributed to your Current Symptoms?
Q My history HAS contributed tomycurrentsymptoms.

Q My current complaints DID exist before, but have not been bothering mej Q
Q My currentcomplaintsALREADY existed andwere worsened. "

MyhistoryHASNOTcontributed to my current symptoms.
I*m NOTSURE ifmy historyhas contributedto my currentsymptoms.

Mymost recent priorsimilarsymptoms (if applicable) occured. .Q months ago / Q years ago Oron Date:

Write in below any other PriorSymptom History, not covered above:
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ASSIGNMENT AND INSTRUCTION FOR DIRECT PAYMENT TO DOCTOR

ACCIDENT, PRIVATE ANDGROUP HEALTH INSURANCE

Ihereby direct and instruct the Insurance Company to pay by check
made out and mailed directly to:

INJURY RELIEF CHIROPRACTIC

IF MY CURRENT POLICY PROHIBITS DIRECT PAYMENT TO THE DOCTOR, THEN I
HEEREBY ALSO DIRECT AND INSTRUCT YOU TO MAKE OUT THE CHECK TO ME
AND MAIL IT AS FOLLOWS:

INJURY RELIEF CHIROPRACTC

The professional or medical expense benefits allowable and otherwise payable to me under my
current policy as payment towards the total charges for professional services rendered. THIS IS
ADIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This
payment will not exceed my indebtedness to the above mentiones assignee, and Ihave agreed to
pay, in current manner, any balance of said professional service charges over and above the
insurance payment.

APHOTOCOPY OF THIS ASSIGNMENT SHALL BE CONSIDERED AS EFFECTIVE AND
VALID AS THE ORIGINAL.

I also authoorize the release ofany information pertinent to my case toany insurance company,
adjustor, orattorney invoved in this case.

DATED AT Injury ReliefChiropractic THIS DAY OF

SIGNATURE OF POLICYHOLDER WITNESS

SIGNATURE OFCLAIMANT, IF OTHER THEN POLICYHOLDER



AUTO ACCIDENT/PERSONAL INJURY FINANCIAL AGREEMENT

IT IS THEPOLICYOFTHIS OFFICE TO HAVE THEPATIENTOR THE PATIENT'S ATTORNEY
PROVIDE US WITH THE NECESSARY INFORMATION.

INTHEEVENT THAT THE AUTO INSURANCE/ ATTORNEY DENIES PAYMENT FORSERVICES
RENDERED TO YOU BY THIS CLINIC, THAT UNPAID PORTION WTLL BE TRANSFERREDTO
YOU.

THE FOLLOWINGCRITERIA MUST BE MET IN ORDER FOR A PORTION OFTHE DOCTOR'S
FEE TO BE DEFERRED UNTIL A SETTLEMENT HAS BEEN REACHED:

1. ALL AUTO ACCIDENT CASES INVOLVING NO FAULT CLAIMS MUST PROVIDE A
COPY OF THEIR AUTO INSURANCE CARD AND ALSO HAVE AN "APPLICATION OF
BENEFITS" FORM SIGNED.

2. IN ALL CASES, IF AN ATTORNEY IS INVOLVED, A DOCTOR'S LIEN FORMMUST BE
SIGNED BY THE PATIENT AND THE REPRESENTING ATTORNEY. THIS ALLOWS THE
REMAINING DOCTOR'S FEE TO BE PAID FROM THE FINAL SETTLEMENT.

3. THE MERITS OF YOUR CASE MUST BE ESTABLISHED BY YOUR ATTORNEY AND
COMMUNICATED TO THE DOCTOR(S)

IN CONSIDERATION OF YOUR UNDERTAKING CARE OF ME, I AGREE TO
THE FOLLOWING:

IN THE EVENT ANY INSURANCE COMPANY/ ATTORNEY OBLIGATED BY CONTRACTUAL
AGREEMENT TO MAKE PAYMENT TO ME OR TO THE CLINIC FOR CHARGES MADE FOR
YOUR SERVICES REFUSES TO MAKESUCH PAYMENT WITHIN60 DAYS OF YOUR BILLING,
I WILL BE RESPONSIBLE FOR THAT AMOUNT, I WTLL HAVE 30 DAYS TO CLEAR THAT
ACCOUNT BY CALLING MY INSURANCE COMPANY/ ATTORNEY AFTER BEING NOTIFIED
BY YOUR OFFICE. IN ANY EVENT, IF MY BALANCE IS NOT CLEARED IN FULL WITH YOUR
OFFICE AND SERVICES OF AN OUTSIDECOLLECTION AGENCY IS REQUIRED; I
UNDERSTAND THAT I WILL BE RESPONSIBLE FOR ANY AND ALL ADDITONAL
COLLECTION COSTS IN ADDITON TO MY OUTSTANDING BALANCE INCLUDING BUT NOT
LIMITED TO ATTORNEY'S FEE, COURT COSTS, ETC.

I ALSO UNDERSTAND THAT IFI SUSPEND OR TERMINATEMY CARE AND TREATMENT,
ANY FEES FOR PROFESSIONAL SERVICES RENDERED ME WILL BE IMMEDIATELY DUE AND
PAYABLE.

I HAVE READ AND UNDERSTAND THE ABOVE FINANCIAL POLICY.

DATE SIGNATURE OF RESPONSIBLE PARTY

DATE WITNESS



Injury ReliefChiropractic

(678) 710-3073* Fax (678) 501-5174

ASSIGNMENT, LIEN AND AUTHORIZATION

INSURANCE BENEFITS AND ATTORNEY

I hereby authorize and direct you, my insurancecompany, and/or my attorney, to pay
directly to Injury Relief Chiropractic, LLC. (hereinafter called "IRC") such sums as may
bedue nd owing Injury ReliefChiropractic for services rendered me, bothby reason of
accident or illness, and by reason of any otherbills that are due IRC and to witholdsuch
from any disability benefits, medical payments beneifts, Medical insurance benefits, or any
other insurancebenefits obligated to reimburse me or from any settlement, judgement, or
verdict onmy behalfas maybenecessary to adequately protect IRC. I hereby further give
a lein to IRC against any and all insurance benefits named herein, any and all proceeds of
any settlement, judgement, orverdict which may be paid to me as result of the injuries or
illness for which I have been treated by IRC. This is to act as as an assignment of my rights
and benefits to the extent of"IRC" services provided.

Inthe event myinsurance company, obligated tomake payments to meupon the charges
made byIRC for their services, refuse tomake such payments, upon demand by me or
IRC, I hereby assign and transfer to IRC any and all causes ofaction that I might have or
might exist in my favor against such company and authorize IRC to prosecute said cause of
action either inmyname orIRC name and further I authorize IRC to compromise, settle
or otherwise resolve said claim or causeof action as they see fit. I authorize IRC to release
any information, pertinent to mycase toany insurnce company adjuster, orattorney to
facilitate collection under this Assignment,Lien and Authorization. I agree that IRC be
given Power ofAttorney to endorse/sign my name on any and all checks for payment ofmy
mydoctor bill. I authorize my attorney to give a copy of any settlemnt statement,
check/draft or Release to IRC.

Sworn to and subscribed before me Patient's Signature:

This day of . _

The undersigned, being theattorny of record for the above named patient, bysuch sign
signture below acknowledges receiing a copy of this instructment

Attorney's Signature:



HEALTH CARE AUTHORIZATION FORM

Name

SS# Date of Birth_

THE PATIENT IDENTIFIED ABOVE AUTHORIZES DR EVELYN FLEMONS, INJURY RELIEF
CHIROPRACTIC TO USE AND OR DISCLOSE PROTECTED HEALTH INFORMATION IN ACCORDANCE
WITH THE FOLLOWING

SPECIFIC AUTHORIZATION (please circle all that apply)

I give permission to Injury ReliefChiropractic, to use my address, phone number,
andclinical records to contact me with appointment notification, birthday cards, holiday
related cards, newsletters, information about treatment alternatives or other health related
information. I also give permission allowing my name to be posted on a referral board or
my picture to be posted on message board for office related events. In the future should I
write atestimonial regarding my treatment in this office, I give permission for itto be
posted.
IfInjury ReliefChiropractic contacts me by phone, I give them permission to leave a
phone message on my answering machine or voice mail, or with the individual who
answers the telephone.
Igive Injury Relief Chiropractic permission to treat me in an open room where other
patients are also being treated. Iam aware that other persons in the office may overhear
some ofmy protected health information during the course ofcare. Should Ineed to
speak with the doctor at any time in private, the doctor will provide aroom for these
conversations.
By signing this form, you are giving Inuury ReliefChiropractic, permission to use and
disclose your protected health information in accordance with the directives listed above.

RIGHT TO REVOKE AUTHORIZTION

You have the right to revoke this AUTHORIZATION, in writing, atany time. However, your
written request to revoke this AUTHORIZATION is not effective to the extent that we have
provided services or taken action in reliance on your authorization.

You may revoke AUTHORIZATION by mailing or hand delivering awritten notice to the
Privacy Official ofInjury ReliefChiropractic. The wriiten notice must contain the following
information:



Your social security number and date of birth, a clear statement of your intent to revoke this
AUTHORIZATION, the date ofyour request, and your signature.

The revocation is not effective until it is received by the Privacy Official.

This AUTHORIZATION is requested by Injury Relief Chiropractic, for its ownuse/disclosure of
Protected Health Information. (Minimum standards apply.)

You have theright to refuse to signthisAUTHORIZATION. Ifyou refuse to signthis
AUTHORIZATION, Injury ReliefChiropractic, willnot refuse to provide treatment.

You havethe right to inspect orcopythe PHI to be used/disclosed.

** ** A COPY OF THE SIGNED AUTHORIZATION WILL BE PROVIDED TO YOU** **

Print name of Patient

Signature ___

Date

Signature of Personal Representative


