REQUEST FOR ASSIGNMENT OF MEDICAL BENEFITS TO
HEALTH CARE PROVIDER

Name of Patient;

Name of Insured (if different from patient):

Insurance Company:

Healthcare Provider:

I am entitled to medical benefits under a policy of insurance written by the
above insurance company. I have received treatment for an injury from the
above health care provider.

As allowed by T.C.A. §56-7-120, I hereby assign to the above health care
provider, from the medical benefits to which I am entitled, a sum of money
sufficient to cover the charges of that health care provider for the services
have received. Ihereby request that the above insurance company pay that
money directly to the health care provider.

I understand that the amount which is paid to the above health care provider

may be limited by the amounts owed to other health care providers who
have provided services to me for the same injury and by the amount of
medical benefits to which I am entitled under the policy.

If the above insurance company does not permit the assignment of benefits,
I hereby request that the company disburse the medical benefit sums to
which I am entitled in the form of a check issued in the names of the insured
and the above health care provider as joint payees and sent to the office of
the provider.

I understand that if the medical benefits available to me under the policy
are insufficient to cover the charges of the above health care provider, I
am responsible for paying that portion of the provider’s charges not
covered by insurance.

Patient Signature: Date:




AUTO ACCIDENT: ADDITIONAL INFORMATION FORM

RESPONSIBLE PARTY INFORMATION
(PERSONAL INJURY COVERAGE)

" Responsible Party’s Name:

Insurance Company:
Claim Number:
Name of adjustor handling claim:
Phone Number:

Fax Number:

ACCIDENT INFORMATION:

Date of Accident: Time:
Where did accident occur? City/Town:
What type of vehicle were you in?
Police Report Filed? o Yes o No
Were you: o Driver o Passenger o FrontSeat o Back Seat
Were you wearing seatbelt? o Yes o No
What directions were you headed: g North o South o East o West
What direction was the other vehicle headed: o North o South o East o West
Were you struck from: o Front o Behind o© Left o Right
What was the approximate speed at the time of impact?

Your vehicle: mph  Other vehicle: mph
What was the weather at the time of the collision? o wet o dry o icy
Were you knocked unconscious? oYes oNo If yes, for how long:

In your own words, please describe the accident:




Did you have any physical complaints BEFORE THE ACCIDENT? o Yes o No
If yes, please describe:

Please describe how you felt:

A. DURING the accident:

B. IMMEDIATELY AFTER the accident:
C. LATER THAT DAY:

D. THE NEXT DAY:

Do you have any previous illness which relate to this case? o Yes o No
If yes, please describe:

Were you taken to the hospital after the accident? If so, please answer the following:
Name of Hospital
Name of Doctor
Diagnosis
Treatment Received

Have you had X-rays/MRIs since the accident? o Yes o No
Have you lost time from work due to of this accident? o Yes o No
If yes, please complete following:

Last Day Worked: Type of Employment:

PERSONAL INJURY PAYMENT POLICY

Scott Chiropractic and Wellness will occasionally accept patients who have been injureq
in a motor vehicle accident or other liability injury; however the decision Is up to th
provider whether or not to see an injured patient. There is no guarantee for payment eve
if the injury is covered under a first-party payer. Scott Chiropractic and Wellness has th
right to be reimbursed for any medical benefits from the proceeds of any personal inju
policy (PIP). The patient is ultimately responsible for all balances owed on their account,
While we do not wish to do so, failure to pay or agree to a payment plan within 60 days
of the above statement will result in your account being placed with a collections
company,

Patient Signature: ' Date:




Whatls tho renson for your vistt today? 0 Hosdschio O Neck Paln O Mid-Back Paln O Low Back Pain CIOUer
Whot cauyed this complalnt(s)?

Wh ;
on did thls complaint bogin? __/ ____J Is It gotting worso? O Yos CJ No OJ Constant [ Comes and goos
Hova you hied tls or simllor complaint In the past? 0 Yos O No i *Yoy”, when?
W -
hot does your compluint {0) fool lke? Glraln nil thal 3pply; Sharm 7 Dull 7 Sore 7 SUSt / Tight 7 Aching / Spasma / Throbbing /

Stabbing / Shaoling / Buming Cromping / Nogglng / Tingling / Numbness / Other

¢Please Clrclo or moke un “X* on the body disgram to tho left whero you havo
poln or oticr sYmploity,

Aroa for doclor's nolos:

On tho seolo balovy, ploass drdo tho soverity of your maln complalnt right nowt
No Paln Modasato Paln Worat Poselble Pain

(o] fJ]2]3sf]+[sJe]7]e o]

Whot uren(s) doos tho pain rodiate, shoot, or travel to? {if applicabla)?
Whot oggrovates thio complalnt? Glrela njl that nonly: Sing / Stending / Walking / Gelting up from sesl / Walking slalro /
tnaclivily / Sloeping / Physlcal Aclvlly / Exarclao / Movement / Bonding forward / Banding backwerd / Twiallng / Roaching /

Ufling / Dosk work / Snoozing / Coughing / Evaryliing / Unknown / Other:

Whot rollovas thls complioint? Clrclo all that npalvi Siting / Steading / Welklag / Resting / Exorclgo./ Movomanl / Strolching
/ Mossage/ ChirapracGo / Hoal / ico / Laying down / Medicaton / Nothing / Unkaown / Gther:
How oftan do you axpurfonco your symptome? Tl 26% of the day O3 50% of the dey O 75% of the day O 100% of the doy
Timlug of complalnt Shagk npareprate boxt O Moming O As doy progresses 3 Aftamoon OJ Evening O While sloaping
O During actvilas O After aclivites 0 Symploms aro conctant snd do nol change O Other:
WIth timo aro your symptomor O Improving O Worsoning O _NOl chonging

Havo you geon othor doctars for this complalnt? O Yes O No [ vido wing ) N
Daclor's numo: Dalo consullod: Diggnosls

Ly this condltion Intsrfering with yours (Clrclo all that apply) Slosp/ Gollag In or out of bad or chalr/ Persona) care / Traval /
Work / Racroalan / Uling / Walking / Standing / Dally Roulina / Socls) AcUvilsa / Exarcise / Othor:

19 your complalnt Intarforing with your dally octvides? O Nolatoll D A littio bit O Modarately O Quilo o bit O Exlromaly

Name of person responsible for this account:

X Date:
Signature of Patient, Parent or Legal Guardian (if minor)
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