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_ AUTO ACCIDENT PATIENT INFORMATION & CONDITION
PERSONAL INFORMATION

TODAY'S DATE O MARRIED [ SINGLE [ SEPARATED [JDIVORCED [J WIDOWED

NAME EMAIL

BIRTH DATE AGE GENDER M/ F  SOCIAL SECURITY NUMBER

ADDRESS CITy STATE ZIP
HOME PHONE CELL PHONE WORK PHONE

OCCUPATION OFULLTIME O PARTTIME [ORETIRED [JUNEMPLOYED
EMPLOYER EMPLOYER PHONE

EMPLOYER ADDRESS STATE ZIP

ARE YOU A STUDENT NO/YES O FULL-TIME OPART-TIME SCHOOL NAME

SPOUSE NAME SPOUSE DATE OF BIRTH SPOUSE PHONE
SPOQUSE OCCUPATION SPOUSE'S EMPLOYER

EMERGENCY CONTACT NAME & RELATIONSHIP PHONE

HOW DID YOU LEARN ABOUT US

PERSONAL INSURANCE INFORMATION
INSURANCE : POLICYIID # GROUP#

POLICY HOLDER NAME___ DATE OF BIRTH PHONE

MEDICAL INFORMATION
PRIMARY CARE PHYSICIAN PHONE

ADDRESS ' : STATE ZIP

AUTO CLAIM INFORMATION
INSURANCE COMPANY CLAIM #

ADDRESS FOR CLAIMS CITY STATE ZIP

ADJUSTERS NAME PHONE __ EXTENSION




BASIC INFORMATION ABOUT THE ACCIDENT

DATE ACCIDENT OCCURRED TIME OF DAY ACCIDENT OCCURRED OR STARTED : AM/PM

DESCRIBE HOW THE ACCIDENT TOOK PLACE

DESCRIBE THE CONDITION OR SYMPTOMS CAUSED BY THE ACCIDENT

AUTO ACCIDENT SPECIFIC INFORMATION
WEREYOUTHE ODRIVER ~ OPASSENGER  [JPEDESTRIAN

AUTOMOBILE YOU WEREIN  YEAR MAKE MODEL

DAMAGE TO YOURCAR OFRONT [OREAR [JPEDESTRIAN [IDRIVER SIDE [ PASSENGER SIDE [ BUMPER [ FENDER
DAMAGE AMOUNT ESTIMATE § OMINOR [ MODERATE O MAJOR OTOTALED [ UNSURE

OTHER AUTOMORBILE YEAR MAKE MODEL

DAMAGE TO OTHER CAR OFRONT [JREAR [ PEDESTRIAN [ DRIVERS SIDE OPASSENGER O BUMPER [ FENDER
DAMAGE AMOUNT ESTIMATE TO OTHER CAR  OMINOR [JMODERATE [OMAJOR [ TOTALED 1 UNSURE

WHER DID THE ACCIDENT HAPPEN STREET NAME(S) CITY STATE

WASIT [JCONTROLLED INTERSECTION O UNCONTROLLED [ NOT INTERSECTION

WAS THERE A TRAFFIC LIGHT ONONE OGREEN [RED [ITURNARROW [ STOP SIGN
WERE YOU O SLOWLY MOVING O MOVING [1 STOPPED

WEATHER CONDITIONS O SUNNY ([OJRAINY [1CLOUDY

STREET SURFACE TODRY OWET [OSLICK 0OICY O PAVEMENT O OTHER

TYPEOF IMPACT [OREAR-ENDED  OFRONT  [ISIDEIMPACT [JROLL OVER
BRAKES ON IMPACT O LOCKED TIGHT [0 LOOSELY APPLIED 00 FOOT NOT ON BRAKE
HOW FAR DID YOUR CAR MOVE 0 DIDNOT MOVE [MOVED1-5FT  [JMOVED6-10 FT [ MOVED OVER 10 FT

WHERE WERE YOU SEATED IN THE VEHICLE WEARING A SEATBELT O YES ONO

SHOULDER HARNESS: OYES [INO HEADREST: CJYES ONO HEADREST POSITION: CJUP [0 DOWN
IS THE VEHICHLE EQUIPPED WITH AIRBAGS [OJYES [ONO DID THEY DEPLOY [OYES ONO

DID YOU SEE THE IMPACT COMING [ YES [INO DID YOU BRACE YOURSELF FOR IMPACT OYES [ONO



ON IMPACT, YOUR HEAD WAS LOOKING OAHEAD (OBEHIND OUP [ODOWN OTOTHERIGHT  OTOTHE LEFT
ON IMPACT YOUWERE O THROWN FORWARD 0O THROWN BACKWARD O THROWN SIDEWAY  OOTHER

DID YOUR BODY HIT ANYTHING INSIDE THECAR OYES  ONO BODY PART:

WHAT DID IT HIT

HEAD TRAUMA DOYES (ONO LOSS OF CONSCIOUSNESS: OYES [ONO IF YES-FOR HOW LONG:

DO YOU REMEMBER THE ACCIDENT HAPPENING DO YES ONO

HOSPITAL OYES (ONO NAME OF HOSPITAL HOW LONG THERE

TAKEN BY AMBULANCE OYES [INO

X-RAYSTAKEN OYES [NO X-RAY AREAS ONECK OMID-BACK [ LOW-BACK [ OTHER

MEDICATION GIVEN O YES [IJNO IF YES-RX:

OTHER INSTRUCTIONS FOLLOW UP

ADDITIONAL IMFORMATION RELATED TO THE CONDITION

DESCRIBE YOUR PAIN [0 BURNING [J SHARP
PLEASE MARK - XXXXXX FOR PAIN

ODULL DO ACHE [ONUMBITINGLING 00000 FOR NUMBNESS
RATE YOUR PAIN

No PAIN--1--2—3—4--5—6—7—8—9--10--SEVERE PAIN
IS THE PAIN COCONSTANT or does it JCOME and GO

DOES THE PAIN INTERFERE WITH YOUR
OWORK [OSLEEEP

CIDAILY ROUTINE CJRECREATION r

ARE ANY OF THE FOLLOWING PAINFUL TO PERFORM L
CSITTING [OSTANDING OWALKING

[CIBENDING [ILYING DOWN

HAVE YOU MISSED WORK OR SCHOOL AS A RESULT OF YOUR INJURIES [OYES [INC

WHAT CAUSED YOUR PAIN

WHAT AGGRAVATES YOUR PAIN

WHAT RELIEVES YOUR PAIN

HAVE YOU EVER HAD THE SAME OR SIMILAR CONDITION IN THE PAST [ NO [IYES -- DATE / /
IF YES PLEASE DESCRIBE




PLEASE LIST ANY OTHER HEALTHCARE PROVIDERS YOU'VE SEEN FOR THIS CONDITION AND WHEN YOU LAST SAW THEM

NAME TYPE OF PRACTICE DATE OF VISIT

SYMPTOMS

ARE YOU CURRENTLY EXPERIENCING ANY OF THE FOLLOWING SYMPTOMS

oHEADACHE oCLUMSINESS oTINGLING LEGS/FEET oNERVOUSNESS oNUMBNESS LEGS/FEET
oLOSS OF MEMORY oSLEEPING PROBLEMS oCONSTIPATION oFAINTING oSHARP SHOOTING PAIN
oHANDS COLD oBUZZING IN EARS oSHORTNESS OF BREATH oPAIN ARMS/HANDS oNECK PAIN
oNUMBNESS ARMS/HANDS oTENSION oCHEST/RIB PAIN cDIFFICULTY SWALLOWING oEARS RING

oCOLD SWEATS oLOSS OF SMELL oLOSS OF STRENGTH LEGS oHEAD SEEMS TOO HEAVY cBACK PAIN
oIRRITABILITY CBURNING MUSCLE PAIN  oDIARRHEA OTINGLING ARMS/HANDS  oLOSS OF BALANCE
©LOSS OF STRENGTH ARMS/HANDS OLIGHT BOTHERS EYES oNECK STIFFNESS ONAUSEA oFATIGUE

ODIZZINESS oFEET COLD oFACE FLUSHED oFEVER oJAW PAIN

HAVE YOU EXPERIENCED ANY CHANGE TO:
JEYES (SIGHT) CIEARS (HEARING) [INOSE (SMELL) COMOUTH (TASTE) COBLADDER (JBOWELS [ISLEEP CIEMOTION CIAPPETITE
PLEASE EXPLAIN

HAVE YOU BEEN IN OUR OFFICE BEFORE O NO [OYES

DO YOU SMOKE [NO [ YES # OF PACKS HOW OFTEN
DO YOU DRINKALCOHOL [NO [ YES #OF DRINKS HOW OFTEN
DATE OF LAST PHYSICAL EXAM

LIST ANY PREVIOUS ACCIDENTS OR INJURIES (WORK, AUTO OR PERSONAL)

Iz DATE

2 DATE

3: DATE
SURGERIES [ HOSPITALIZATIONS AND DATES

1. DATE

2. DATE

3. DATE
ALLERGIES

CURRENT MEDICATIONS AND REASON TAKING




PLEASE INDICATE IF YOU HAVE EVER HAD OR IF YOU NOW HAVE ANY OF THE FOLOWING MEDICAL CONDITIONS

CJAIDS/HHIV CICHEMICAL DEPENDENCY CKIDNEY DISEASE COPROSTHESIS

CANEMIA CDIABETES OLIVER DISEASE CJRHEUMATOID ARTHRITIS
CJANOREXIA [JEPILEPSY CMIGRAINE HEADACHES OSTROKE

OARTHRITIS [OFRACTURES CMULTIPLE SCLEROSIS OTHYROID PROBLEMS
CJASTHMA COHEART DISEASE CJOSTEOPOROSIS COTUMORS/GROWTH
CBLEEDING DISCRDER COHEPATITIS CIPARKINSON'S DISEASE COOTHER

(OBREAST LUMP [OHERPES [JPINCHED NERVE

OBULIMIA OHIGH BLOOD PRESSURE OPOLIO

CICANCER OHIGH CHOLESTEROL OPROSTATE PROBLEMS

ARE YOU PREGNANT OR ANY POSSIBILTY YOU MAY BE PREGNANT [ YES [JNO [J UNCERTAIN

I HAVE READ, UNDERSTOOD, AND AGREE TO THE FOREGOING. THE INFORMATION WHICH | HAVE PROVIDED IS TRUE AND COMPLETE TO
THE BEST OF MY KNOWLEDGE.

PATIENT SIGNATURE DATE
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PATIENT AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION

HEREBY AUTHORIZE ULERY CHIROPRACTIC TO USE AND

DISCLOSE MY HEALTH INFORMATION IN THE MANNER DESCRIBED BELOW.

1.

RELEASE OF EXAMINATION AND TEST RESULTS TO PHYSCIANS, HOSPITALS, AND HEALTH CARE
AGENCIES INVOLVED IN MY CARE.

| AUTHORIZE ULERY CHIROPRACTIC TO PROVIDE ME COPIES OF TEST RESULTS UPON MY REQUEST
AND WILL ASSUME RESPONSIBILTY FOR SAFEGUARDING THIS HEALTHCARE INFORMATION FROM
IMPROPER DISCLOSURE

| AUTHORIZE ULERY CHIROPRACTIC TO DISCLOSE MY HEALTH CARE INFORMATION AND/OR BILLING
INFORMATION TO THE FOLLOWING PERSON WHO IS INVOLVED WITH MY CARE:

I AUTHORIZE ULERY CHIROPRACTIC TO RECEIVE HEALTH CARE INFORMATION FROM ANY
PHYSICIAN OR HEALTH CARE AGENCY DIRECTLY INVOLVED IN MY CARE. THIS APPLIES TO VERBAL,
WRITTEN AND ELECTRONIC SUBMISSIONS.

THIS AUTHORIZATION IS IN EFFECT UNTIL | REVOKE IT AND | UNDERSTAND THAT | MAY REVOKE THIS
AUTHORIZATION AT ANY TIME BY NOTIFYING ULERY CHIROPRACTIC IN WRITING. | AM AWARE THAT
MY REVOCATION S NOT EFFECTIVE TO THE EXTENT OF THE PERSONS THAT | HAVE AUTHORIZED TO
USE/OR DISCLOSE MY HEALTH INFORMATION HAVE ACTED IN RELIANCE UPON THIS AUTHORIZATION.

PATIENT SIGNATURE DATE

IF THIS AUTHORIZATION IS SIGNED BY A PATIENT'S PERSONAL REPRESENTATIVE ON BEHALF OF THIS PATIENT,
PLEASE COMPLETE THE FOLLOWING:

NAME OF PERSONAL REPRESENTATIVE RELATIONSHIP TO PATIENT

*NOTE THAT THIS FORM MAY BE USED TO DOCUMENT THE FOLLOWING TYPES OF PERSONAL REPRESENTATIVE
RELATIONSHIPS: 1) MAKING APPOINTMENTS FOR HEALTH CARE SERVICES 2) DISCUSSION WITH HEALTH CARE
PROVIDERS ABOUT ROUTINE TESTS AND TREATMENT (DO NOT REQUIRE INFORMED CONSENT) 3) ACCESS TO
MEDICAL RECORDS.

*NOTE THAT THIS FORM ALSO SERVES AS AN ACKNOWLEDGEMENT THAT THE PATIENT HAS RECEIVED OR BEEN
MADE AWARE OF ULERY CHIROPRACTIC’S NOTICE OF PRIVACY PRACTICE FOR PROTECTED HEALTH
INFORMATION.
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RELEASE OF RESPONSIBILITY

ALL INSURANCE RECIPIENTS
IN THE EVENT OF NON —PAYMENT BY AN INSURANCE CARIIER (HEALTH, AUTO or WORKERS COMP), |
TAKE FULL RESPONSIBILITY FOR PAYMENT OF ALL TREATMENT RENDERD BY ULERY CHIROPRACTIC.

www. ulerychiropractic.com

BY MY SIGNATURE, | ACKNOWLEDGE THAT IF MY INSURANCE CARRIER DENIES PAYMENT | AGREE TO BE
PERSONALLY AND FULLY REPSONSIBLE FOR PAYMENT AND THAT | AM ALSO RESPONSIBLE FOR ANY CHARGES
OR BALANCES NOT COVERED BY MY INSURANCE CARRIER.

MEDICARE RECIPIENTS

IN ACCORDANCE WITH THE MEDICARE ACT, SECTION 1842 (1), THIS NOTICE IS TO ADVISE YOU THAT
MEDICARE WILL ONLY PAY FOR SERVICES THAT IT DETERMINES TO BE REASONABLE AND NECESSARY UNDER
SECTION 1852 (1) OF THE MEDICARE ACT. IF MEDICARE DETERMINES THAT A PARTICULAR SERVICE, ALTHOUGH
NORMALLY COVERED, IS NOT REASONABLE AND NECESSARY UNDER MEDICARE PROGRAM STANDARDS,
MEDICARE WILL DENY PAYMENT FOR THAT SERVICE.

BY MY SIGNATURE, NOTIFICATION BY MY DOCTOR THAT HE BELIEVES IN MY CASE MEDICARE IS LIKELY TO
DENY PAYMENT FOR THE SERVICES RENDERED FOR THE REASON STATED ABOVE. IF MEDICARE DENIES
PAYMENT | AGREE TO BE PERSONALLY RESPONSIBLE FOR PAYMENT AND THAT | AM ALSO RESPONSIBLE FOR
ANY CHARGES OR BALANCES NOT COVERED BY MY INSURANCE CARRIER.

PATIENT SIGNATURE DATE

WITNESS SIGNATURE DATE

IN OUR OFFICE WE SPECIALIZE IN TREATING THE NEURO-MUSCULOSKELETAL SYSTEM. WE UTILIZE X-RAYS TO
HELP INSURE AN ACCURATE DIAGNOSIS AND PROPER TREATMENT PLAN. MANUAL ADJUSTMENTS, ELECTRICAL
MUSCLE STIMULATION, ULTRASOUND, CRYOTHERAPY (ICE), MOIST HEAT, INTERSEGMENTAL TRACTION,
REHABILITATIVE EXERCISES, AND DIOWAVE LASER ARE UTILIZED IN THIS OFFICE AS PART OF YOUR TOTAL
HEALTH CARE.

IF DR. ULERY FEELS THAT YOUR CONDITION CANNOT BE TREATED CHIROPRACTICALLY, A PROPER REFERRAL
WILL BE MADE IMMEDIATELY. THEREFORE, WE MUST BE INFORMED OF ANY NEW OR EXISTING PROBLEMS THAT
YOU MAY BE HAVING.

| AM FULLY AWARE OF DR. ULERY’S RECOMMENDATIONS FOR CARE AND | AM AUTHORIZING TREATMENT
THEREQF,

PATIENT SIGNATURE DATE

WITNESS SIGNATURE DATE



