INFORMATION/APPLICATION FOR CARE

The following information is needed in order to best serve you. Please complete all
questions. If you need help, feel free to ask the receptionist. PLEASE PRINT!

Today’s Date

Patient Name Phone Work/Cell

Address City State Zip

Email address

Age  Date of Birth Social Security Number Marital Status: SM W D
Employer Occupation Years on job

Insurance Company

Name of Insured Insured SS# Insured DOB

Relationship to Insured: Self Spouse Child Other

COMPLETE THESE DIAGRAMS

Fill in the symptom chart to the left.
Indicate location and degree of pain
with the following:

DULL PAIN

SHARP PAIN
THROBBING PAIN
BURNING

PINS & NEEDLES
NUMBNESS
MUSCLE WEAKNESS
MUSCLE SPASMS =
DECREASED MOTION /
MUSCLE TIGHTNESS  # ¥

— T+ > O M

MAJOR COMPLAINTS
Please list any conditions you are
experiencing or currently being treated
for: '

Referred to our office
by

BYU-I STUDENTS
Home address ~
City State Zip
Home Phone Parent Name

*Please notify the receptionist if your primary insurance is Medicaid or Medicare*




VERTEBAL LISTING
CERVICAL
OCCIPUT

ATLAS alsp asrp
pls prs other
pls prs other
pls prs other
pls prs other
pls prs other
pls prs other
HORACIC
pls prs ant

other

pls prs ant

other

pls prs ant

other

pls prs ant

other

pls prs ant

other

pls prs ant

other

pls prs ant

other

pls prs ant

other
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pls prs ant

other

10 pls prs ant

other

11 pls prs ant

other

12 pls prs ant

other

1 pls prs

#2B/L__ #2B/R

ai/R

2 pls prs #2B/L._ #2B/R
3 pls prs #2B/1.__ #2B/R
4 pls prs #2B/L.__ #2B/R
5 pls prs #2B/L.__ #2B/R
SACRUM

base/P _ base/A  ai/lL
COCCYX

pls prs other
KNEE/ LEG PULL

1. R
PRONE NECK/RIB
L R

NUTRITIONAL SUPPORT
DATE]

OFFICE USE ONLY

RIBS PIRIRMS SYND
Costo Vertebral L
L123456789101112 R
R123456789101112 SINUS TREATMNT
Costo Sternal L
L123456789101112 R
R12345678

UPPER EXTREMITY CER-L

S/C Joint R
Scapula THOR-L
Humerous Ant/Inf R
Humerous post LUM-L

Ulna Post Med R
Radius Post Lat PERCUSS
Wrist/Hand OCC-top
Carpal Ant EOP
Carpal post Sub
Metacarpal SHLD-top
Phalangies ant-L
LOWER EXTREMITY R
Hip/knee lat-L
Femur R
Patella

Tibia Ant NOTES
Tibia Lat

Tibia Med

Tibia post

Fibula Ant

Fibula Post

Ankle/foot

Talus

Calcaneous

Navicular Ant

Nacicular Med

Cuboid Asup

Cuboid Ant/Lat

Cuboid Asup

Phalangies




AUTHORIZATION, ASSIGNMENT & RELEASE FORM

Tn consideration of your undertaking to care for me, I agree to the following:

1. You are authorization to release any information you deem appropriate concerning my physical
condition to any insurance company, attorney or adjuster in order to process any claim for
reimbursement of charges incurred.

2. 1 authorize the direct payment to you of any sum I now or hereafter owe you, by my attorney out
of the proceeds of any settlement of my case, and/or by any insurance company, obligated to make
payment to me or you based in whole or in part upon the charges made for your service.

3. Inthe event any insurance company obligated by contractual agreement to make payment to me or
to you for the charges made for your services refuses to make such payment upon demand by you.
I herby assign and transfer to you the cause of action that exists in my favor against any such
company (the name(S) of which is believed to be correctly set forth under pertinent date) and
authorize you to prosecute and action in my name as your see fit and further authorize you to
compromise, settle or otherwise receive and claim as you see fit, However, it is understood that
until a reasonable effort has been made to collect the sums due from insurance company or
companies contractually obligated, you will refrain from collecting the amounts owed, directly
from me. I understand that whatever amounts you do not collect from insurance companies
proceeds, whether it be all or part of what is due. I personally owe and agree to pay to you.

4. In addition to the above, I herby waive the statute of limitations on collection and/or recovery in
the State of

5. 1 further agree that this Authorization is irrevocable and ongoing until all monies owed are paid in
full.

6. This Authorization of assignment will be in continual effort until revoked by both parties.

Date Patient signature

RECORDS RELEASE

To , I herby authorize you to release to
any information including the diagnosis and records of treatment or examination rendered to me or all care
during the period from )

Date Patient/Insured signature
Date Staff Signature
RELEASE FROM CARE
1 herby understand that Dr. is releasing me from care, for my

accident dated , and that I have reached pre-accident or maximum medical improvement. I
further understand that all expenses incurred from this accident are my responsibility or insurance
company’s and that all expenses incurred after the date below will be my personal responsibility. I will
make financial arrangements for payment directly.

Patients Signature date Staff Signature

























