AUTO/ WORK.

RELATED ACCIDENT:

ABOUT Yol

Today's Date: [/ File#:

Name:

WoRrK. RELATED ACCIPENT

Date & Time of Accident: Ldam. dp.m.
Was your accident directly related to your work?

dYes ONo
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 anyohe else present during your accident?
1 Yes A No

Did you report your accident to your employer?
1 Yes QNo

What recommendations did your employer make just

after your accident?

Has this type of accident happened to you before?

[1Yes (1 No

To the best of your knowledge, has this accident occurred

in your workplace before? ............. dYes [ONo
In general:

Is your job physically stressful? ........dYes [ No

Is your job mentally stressful?.......... D Yes [ No

Is your workplace noisy? .............. dYes ANo

l

/

] AT RELATED ACCIDENT B

Date & Time of Accident: dam. Up.m.
Were you the: [dDriver IFront Passenger [Rear 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 L No

Was a police reportfiled? .............. [dYes No
Were there any witnesses? . .. .......... dYes dNo
Were you wearing your seat belt? ....... QYes QNo

Was this vehicle equipped with airbags? . .dYes [ No
If yes, did it’they inflate? .. ............. L1Yes L No
In relation to the base of your skull, where was the

headrest? . ...... 0 Above [ Below [ At base of skull
What did your vehicle impact? (1 Another vehicle (1 Other

If other, explain:
Did any part of your body strike anything in the vehicle? Yes L1 No

If yes, please describe:

Make & model of the vehicle you weré o_c;cupying?

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

In which direction were you headed? QN QS OE OW

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

[ Front O Rear O Right Side (A Left Side [ Other
During impact, were you facing: dRight O Left O Forward
Were you L1 aware or [ 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 1S QE W

Speed of the other vehicle?

In your words, please describe the accident: . .

Have you changed jobs in the last year? 11 Yes 1 No

PLEEASE GoNTINUE N BACK:




AFTER. INJURY

Did accident render you unconscious? . . ... 1 Yes d No

If yes, for how long?

Please describe how you felt immediately after the accident:

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

Name of Hospital and/or Attending doctor:

Was he/she a: dD.C. O MD. 1 D.O. GDD.S.

Describe any treatment you received:

Were X-raystaken? ..........cocoiiiiiiinnn. 1 Yes [ No
Was medication prescribed? . ... ....... .. [ Yes 1 No
Have you been able to work since this injury?( Yes 1 No
Are your work activities restricted as a result of this injury?

1 Yes [ No

Indicate ™ the symptoms that are a result of this accident:

[dDizziness [ Difficulty sleeping [Jaw problems (INausea
OMemory loss  (rritability [ Arms/Shoulder pain ~ (dBack pain
[Headache(s) [dFatigue [INumb Hands/Fingers [ Lower back pain
[Blurred vision [Tension [Chest pain [ Back stiffness
[dBuzzingin ear (I Neck pain [Shortness of breath [ Leg pain
CEarsringing [ Neck stiff [ Stomach upset (INumb Feet/Toes
Q0ther

Is your condition getting worse?

1 Yes L No O Constant 1 Comes & goes
Indicate your degree of comfort while performing the
following activities:

Comfortahle U”COQ?,L%%BL%WEE%Q@“'
Lyingonback ......... [ L 0
Lyingonside ......... [ [ | a
Lying on stomach ...... e B YT ET U
Sitting ............ . I T O s e 0
Standing cosss s - v 5 cu I [ a....... Qa
Stretching . ........... [ ..., U
Lovemaking .......... [ L D
Walking ............. 1 Hgasnns; Qa
Running ............. e L smpssns U
SPOHS s vmsamas v g an O & covwmms 59 N |
Working ............. L 5 coarneanins [ il
81511 | R —— [ Q... a
Bending ............. I a....... W
Kneeling ............. ) B aassnss 0
Pulling .............. H:opmemauns LY wnpsans u
Reaching ............ T, [ [PV Al

Have you retained an attorney: (1 Yes 1 No
If yes, whom:_
His/Her Phone #:

RECONVERY

' 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.

[ Standing (1 Driving [l Operating equipment

[ Sitting [ Twisting [ Work with arms above head
1 Walking (1 Crawling [ Typing

[ Lifting [ Bending {1 Stooping

1 0Other__

What positions can you work in with minimum physical

effort and for how long? ~ LIN/A
Prior to the injury were you capable of working on an
equal basis with others your age?. . dYes TINo N/A
Do you work with others who can help you with any

heavy lifting?. ... .............. QYes CONo QN/A

While in recovery, is there any light duty work you could

request? ... ... HYes CONo CIN/A
@

(4

2nd Insurance Source or Auto Insurance

Type of Insurance:
Co. Name:
Address: o
Phone #: -

Insured’s Name: o
- Claim #: -
D.OB. [/ /

Policy #:
Insured’s SS #:

Insured’s Employer:

Agent's Name:

If any of your medical or account information has changed,
please inform our front desk personnel.

Please remember you are ultimately responsible for your
account.

/

SIGNATURE o DATE

OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY

[ First Impression Forms, Inc 1-800-99FORMS FORM # 2CAWA1 copyright © 1996

PLCASE RECYCLE 50 TUAT WE MAY PREASCRVE THE LEALTH OF OUR PLANET

ey




ELECTRONIC HEALTH RECORDS INTAKE FORM
In compliance with requirements for the government EHR incentlve program

First Name: Last Name:

Emall Address: @

Preferred method of communications for patient reminders (Circle one): Email / Phone / Mall
poB:__/__/ Gender (Circle one): Male / Female Preferred Language:

Smoking Status (Circle one): Every Day Smoker/ Occasional Smoker/ Former Smoker/ Never Smoked

CMS requires ;irovfders to report both race & ethnicity

Race (Circle One): American Indian or Alaska Native / Asian / Black or African American
White (Caucasian) / Native Hawaiian or Pacific Islander / Other/ | decline to answer

Ethnicity (Circle One): Hispanic or Latino / Not Hispanic or Latino / | decline to answer

Are you currently taking any medication? (Please include regularly used over the counter medications)

Medication Name Dosage & Frequency (i.e. 5 mg once a day etc.)

1

2,
.
4.

Do you have any medication allergles?

Medication Name Reaction Onset Date Comments
1,
2.
3

____lchoose to decline receipt of my clinical summary after every visit (These summaries are often blank
as a result of the nature and frequency of chiropractic care.)

Patient Signature Date:

Height _ Weight_______ Blood Pressure -/




ACKNOWLEDGMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read
them or declined the opportunity to read them and understand the Notice of Privacy Practices. I
understand that this form will be placed in my patient chart and maintained for six years.

Patient Name (please print) Date

Parent, Guardian or Patient’s legal representative

Signature
THIS FORM WILL BE PLACED IN THE PATIENT” CHART AND MAINTAINED
FOR SIX YEARS.

Please list below the names and relationships of people to whom you authorize the Practice to
Release PHI.




Woosley Chiropractic Rehabilitation & Wellness Center
913 Conference Drive Suite 104
Goodlettsville, TN 37072
(615)-859-6644
Fax: (615)-859-5577
www.woosleychiro.com

Date:

Patient:

Medical/Doctor’s Lien

I hereby authorize and direct my attorney/insurance company to pay directly to

, such sums as may be due and owing them for
medical services rendered to me by reason of this accident and to withhold such
sums from proceeds of any settlement, judgment, or verdict as may be necessary to
adequately protect said doctor. I hereby further give a lien on my case to

, against any and all proceeds of my
settlement, judgment, or verdict which may be paid to you, my attorney, or myself as
the result of the injuries for which | have been treated or injuries in connection
therewith. This lien extends to my proceeds of any settlement and shall not affect
my attorney’s right to recover expenses and attorney fees.

[ fully understand that I am directly responsible for all medical bills for services
rendered to me and that this agreement is made solely for the additional protection
of and in consideration of their awaiting payment. And I further understand that
such payment is NOT contingent on any settlement, judgment, or verdict by which I
may eventually recover said fee.

Date: Patient Signature:

The undersigned, being attorney for the above patient, does hereby agree to observe
all the terms of the above and agrees to withhold such sums from the client's
proceeds of any funds received directly or indirectly for the benefit of the said
patient, including settlement, judgment, or verdict to pay for the above-referenced
medical bill.

Date: By:




