
CHIROPRRCTIC
!. SPORTSq CUilIC

PERSONAL INJURY HISTORY

(c

Address City

Age-Birihdato-Maritdst8tus M S w D Children_ _*__

Addross-- -

Rebn€d by:

Occuoelion SS# E

Address___. __ _Ofrcs Phorc

D.iv6is Liconsa Number Email

Name of Wif6 or

Employor- Offco Phons

PATIENTS Nsarost

NATURE OF ACCIDENT

OstoolAcoHent Time of

detaiI:

ln )roir oyyn rrods, dea6€ d€scnbo Eidoflt

Please doscribe your physical complaints:

a. DURING the accident:

d, THE NEXT DAY:

What are your PRESENT complaints and symptoms?-

Did you have any physical conplainb BEFORE THE ACCIOENT? n Yes i tlo. lf y€s, please dascrib€ in

b. IMMEOIATELY AFTER th6 accidenl:-



Have you been trEaled by ano(hor dodor sine the occk snt for ycJr injuries? n yes n No

lf yes, ploase list docto/s name and sdd

Whel typ6 ot treatrnoot dld you l€colva?-.-_----___--

Sincs lhis injury occl,red, ars yqJr syrnptoms: o lmproving {l Getting Worse

CHECK SYMPTOMS YOU HAVE NOTICED SIT'CE ACCIDENT:

li Heada{*E n lrdlaullty O l{ll'nbr|css in Toes

.r Ned( P.in O Ch€C Pain O Stlqt.loss ol Er6th

a Nece Sffi o Di.zirless D Fatigrro

D Sl.eplng ProDlerns O tlosd Soonls Too tloavy O Oop.€ssbn

I] 8a6* pain i:] Plna & Needlos in Arm f] Lig ta Botter Eyes

D Nowotrsnoss U Plns and N€edoa ln LogB D Lcs of irlomory

o Tenglon O NunbrEss in Firuors o Ebr3 FUiE

ti Same

t-l Face FllJ3h€d

n Blzing in Ears

n Lo6a o, Babr}co

U Fairt ng

n LoGs ot S.nrll

f} Lc5 ol Tasto

O EE I€a

[] Fo6r Cold

n Harlds Cold

O Stqrdr Up6et

o CorEtipstion

rl Cdd Sw6ats

O Fovor

U_

Svmotoms Other Then Abovo

Hav€ you lo3t tims &om work as a resull of thiE accidenl? o Yes n No lfyss, ploass complste this

d- A.e you being comporuated tor lime lost trom wo*? n Yes O No lfyes, please state type of coopensation yourare

a. Last Dav Worted:

b- TyD€ oI Emdoymont: __
c. Presenl Salary; 

-
receiving:

Do you nolica any ac'tivity rest ic{ons as a r€suft of this iniury? O Yes U No ltyes, pleaso describ€ in detail:_

ANSWER THE FOLLOW|NC ONLY IF YOU HAD AN AUTOMOBILE ACCIDENT

W6r6 you: o Drivgr o Passsnger a Fronl Soat fl Back S:€at

Whst diredion v,6r€ you h6aded? n Norlh o Easl J South u Wsst

on anenle of slr6€t)

Whst dkectbn \,yas ohor vdrlcl€ h6sded: ! Norlh D East I Soqth ti West

on (nama sf str€6t)_
\,'!rer6 you stnrct lrom: R Bohind O Front il Lgft Sido

Wer6 you kflod(ed unconsclolr{}? o Yss D No

Were police notifi6d? o Yas u No

Ll Righl Side

Pleaso mark on th€ dagram

lhe a.oa of dlscomlon

\-

t



PAST HEALTH HISTORY

Plsaso dr€d( o, dgsclb€:

Mqb 3uE€ry,/OpoGlions: t Agpondodo.ly lt Tonsillcdooty i. Hernlr Lr Grfl Btaddor I He.nia
I Brd(€n Bo.los:_: Otr€r___

M4or Acd&ntr or Fslls:

Hosp{lalizatioo (Other Than Abov€)

Prgvlqrs ChiIoprac{c C8lE: :i llong
I I ko/s Nsrne & App,ox. Dd. of L.st Mcft:_
Havo yoo bogn Lostad lor.ny hg.lth coridlbn ln tho k8l }lf? :r Ye6 :r l.&
lf ya3, ph86 exddn:_

Eglrr is a list of corditois wt{c*r may 84rn unrebtod to th€ Brpoee of yoor appdntrnor{. Ho*ev6r. these qJestions mLsl be arcw€rEd caEfully as
th6s€ problems csn otrecl your ovo.El diggncis, lrgstnonl dan and poetitility of boing accspted for caro.

CHECK ANY OF THE FOI,IOTiUNG DISEASES YOT, ttAVE iIAD:
o App.dcn& o Mal!.ia
o Sc€rlot F6v6r E Tub€ro,lcas
o Ophtheda o Wtrooplrtg CoWn
u typMd F6vc. o Anomla
o Pn€l('pnia o Measl€a

n Rll€omstac Feve. o irfuftF
o Pollo o Srndl Pox

u Chh*..l Pox
n Diebslrs
n Cerlcaa

o fledl Bs666
o GoiIer
0 lnftionza
o Plsurlsy

u Alcohdi6.n
o Vsfloreal lnl€cffon
o ArtlFttis
o Errbpsy
n Menlal Oisorder
O LunSago
o Eczoma

At th€ Chiroprac-tic & Sporb Clinic, w€ tako prir€ in ptwiding quality health care to o{rr palbnts. Thorsfore, we rculd
lik€ lo requGt your assist8nco sitl tho fotlowlng oftco poli<ies and p,rivrcy prac{bee.

MEDICAL RECORDS fuLICY ANO PROCEDURES
A9 a pationr o, tha Chiropaadc ord Spqls Oinlc, you 8ro .Ildtl€d. 8t 8ny rh€ dui'lg r9galaa opeatlng hours, to requost yot,l riedic€l r€dds or
disgnostic filnLs irryn qlr gffco. Tho lollot /ing arr tto pollcic€Jfipcrdl68 aimod al mskim th8 p.@ss ol coanpl€ling your raquost 63 quickly srd
effdondy 08 poasi E:

' t&fify thg C{dodlsi ot Rrcdds oa yo(r r€qu€€t. Yo(, rocdd6 wi{ bo cod€d at our eariiogt @n.6rianco.

' Roquosb by thlrd pad6s (atlorneys, insrrEice catrlor, tuoCs ofico, 8tc.)rnust bs mado diroctly to tho C6todisn
o{ REcods In w'rung and e.npanigd by 6 signad tgloso lrofi you.

W6 app.sclal€ yo{rr pstignca drdrB the prgc68 d compl€{ino yoor toq'r68l

CONTACT INFORUANON

Homo

Cell
A d€lsiled m€63agp .ney be lsn at tr$ .rutnbec

A megseg€ may b6 l€ft rrith or{y a n€ri6 and call bacf nurnboc

Ploaso do nd lgave a rnessagp at lhis rr]mbq:

WORK
woRl(
WORK

CELL
CELL

CELL

AC:I(WWLETX}ENEAIT OF REVIEW OF I@|ICE 6 PRNACY PRAC|ICES
I havo reuered Ois ofica's iLlica o{ PrivEcy Prldc€s, nt$r €xdairB hqx oy ,nodcd infodnatioo vr$l b€ usod and disclGsd. I undorstand that I am
entitled lo rgc€ive a copy ol this doarnr€nt.

Sigmtu.o Printed NdrE

I wish to oblecl to ltl9 follo,ving in tll6 ilotics of PrivEcy l)racdcoa': "--

Bale

HOME
HOME

HOME



INSURANCE INFORMATION

Psrsoosl lniury Protoction (your of,n auto insurance)

Liability lnsurance (person responsibl6 for lhe accidsnl)

Namo of lns, Co,

tlarna of fnsur€d Polhy *--

lLrn€ ot lns. Co.

Name ot lnsured #

Health lnsuEnce (your personsl h6alth lnsutance)

Spouse's Health lnsuraoca

Name of lns

Nams of

Social Secunty # #

Hava you retainod an sttomoy? tl Ye6 Il No l.larne

tlamo of lns. Co.

Address Phon€--
Name of ln$r€d-Poucy #---

BENEFITS ASSIGNED

I h€reby arthorizo tho insurance coflpany to pty dirscdy to Chiropr.ctic a(6 Sporb Clinic all b€nofts to which I am entitled under the
terms of tho @lcy. I sho autMzs tho roleas€ o, any m€dlcal iniomalioo nocassary lo procoss this claim and roquGst payment of
b€n€fts either to mysdf or to the pady wno accepts sssignrEfiB above.

Name

Oate

I und€.stand 8rrd sgrlo that hodth .nd scdda.lt lrB(fsrc. pdH6s s€ ao arrangorrleri b€iliocn an inurelce oanier a.d mysett. Fu.th€.r!o.€. I

urdo.*rd ftat thr OlroglE dc end Spo.ts Ctlnb *l[ p,!p!.9 ahy rtocoolary rrpods ard turng to assist .ne ln mddng mlloclion ko.n tho lnsBanca
co.npany std ti,at thc arnoo,{ 8utho.lzod to b. pEE d.ec{y b *lo C} lop,adic and Spo.b Oidc ,rill bo c.edted to my sccount on rcceipt. Hos/ever. I

doarly uadoasiand 8rd agrs€ tla{ 8! 8orvi6 aod6ald mo a,r *argod dr. dy io rrle ard thd I am pGasonaey a6spoisitle fo. psylneot. I also
undelsland thal tf I stlspord to tomSnate my ca.e end tt!*nor{, any fe3s lo. prof,gssiond sryMcoo .enderod rnB will bo ,rimodlately due and poyable.

Patisrfs
Slgnetrre- Ddo_



CHIROPNRCTIC & SPORTS CI.IIIIC
(loburne
1649-H tU. Henderson
Cle6vrae, Texos 76035
(8r7) 6414042

Fort [Jorth
4747 S.Hvleo St. #l0l

Fort UJorth. Teros 76139
(8r7) 992-35s3

Burleson
1001-D StU lUilshire

Burlason, Toxos 76098
(8r7) 447-1414

AUTOMOBILE BENEFITS

In order to be treated for an automobile accidsnt we must have one of the
following forms of insurance, REGARDLESS OF WHO WAS AT FAULT.

1. MEDPAY or PlP(Personal Injury Protection)-Both ofthese can be opened
through your automobile insurance policy. Using either form of coverage

does not cause you rates to increase or your policy to be cancelled. Both
forms of coverage are there to help pay you medical bills and/or lost wages up
to the limit of the policy. Filing with your MEDPAY or PIP does not relieve
the other party from having to pay in full for you loss. Your automobile
insurance will pursue payment from the liability insurance. Filing will help
ensure that you are not left to pay out or your own pocket.

2. Attorney-Retaining an attomey is another way to get your medical bills paid,
An attorney will pursue the liability insurance and help get all medical bills paid.

The important thing to remember is that you are not guaranteed of receiving full
payment or any payment from the other driver's liability insurance company,
EVEN IFYOU HAVE AN ATTORNEY.

As a courtesy we will send all claims to the liability insurance; howevel we do
not accept the liability insurance as a primary form of insurance, you must have
one of the forms listed above.



CHINOPRRCTIC & SPORTS CI.IIIIC
Cleburne
'I649-A tIJ. Henderson
(laburne, Texos 76033
(8r7) 6414049

Fort UJorth
4747 S.Hvlea St. #l0l

Fort tlJorth, Texos 76]39
(8r7) 999-3ss3

Burloson
l00l-D Stl, lUilshira

Burlason, Texos 76098
(817) 447-1414

LIABILITY WAIVER

I hoeby authorize and direct Chiropractic & Sports Clinic to file my claims with
my health insurance. I understand, however, that in the event that my charges are

submitted in their full amount to any other form of insurance or source of payment
(liability, MEDPAY, PIP, attomey, etc). I hereby direct Chiropractic & Sports Clinic to
collect any Write-off or discount issued by my health insurance, out ofproceeds from the

other insurance or source ofpayment.

Patient Signature

Date



ASSIGNMENT, LIEN, AND, AUTHORIZATION
FOR DIRECT PAYMENTS BY MY PAYER TO CHIROPRACTIC & SPORTS CLINIC

(ASSIGNMENT & LIEN" OR ASSIGNMENT)
Purposc. The purpose of this Assignment & Lien is to assist fte office in obtaining Proceeds from vadous Payers for the payment of my Charges. Accordingly,
I agree to the following and direo all Payers as follows:
Defitridotr& In this Assigtuoelt & Lien, the following terms shall have the following meaning: "Office" and "C[nic" shall refer to [Chiropractic & Sports
Clinicl located at [4747 S.Hulen st. #101, Foft wonh, Tx 76132]. "Payer" shall refer to without liDit ally iDsurance carrier, health benefit plan administrator
and fiduciary, health maintenance orgarization, prefened and independent provider organization, attomey, adjuster, claims handler, medical examiner,
individual reviewer or review entity, at-fault pany, individual, and any other entity, which may elect or be obligated to pay or disburse proceeds, either now or
in the future, or which may be irvolved direcdy or indirectly in determining the obligatiol to pay or disbuse proceeds, either now or in $e futue; "Proceeds"
shall include without limit, dle proceeds from aoy settlement, judgment, or verdict, the proceeds from any proruise to pay or reimburse, the proceeds relating to
"health-care-insurance receivables" and "palment intangibles" as such ue defined by the applicable Uniform Commercial Code, and the proceeds relating to
the following benefis, plans, or coverages: individual and group healft benefits, Medicare and Medicaid, workers' mmpensation, disability, liability, uninsued
and under insured motorist, no-fault, medical payments benefits, personal injury protection, lost wages, lost services, pmpeny damage, errors & omissions, and
malpractice; "Charges" shall indude without limit the full fees for the Office's goods aod services (including without limit treatment, diagnostic services,
medical equipment, supplies, supplements, narrative reports, photocopies, pre-authorization requests, no-shows, depositions, and testimony, whether rendered
before or after the date of dfs Assignment & Lien), any Collection CosG incuned by the Office, delioquency penalties and imerest to the maximum exrent
permitted ulder law or at dle annual rate of eighteen percent (18%), whichever is greater, and any other charges inorned by me at the Office; "Collection
Costs" sball include wiftout limit any pre- and post judgEent coun costs, filing fees, service of prccess charges, attomeys fees, fees or costs associated with
requests for reconsideration, independent reviews, appeals, mediation, arbiaatio[, and any other costs of collection incured by the office in any effort or
action to collect my Charges either from me or from any Payer.

Assigmcnt alrd Li.tr TErEs. I hercby assign to the office to the extent permitted by law but only to the extent of my Charges, all of my claims to, right to,
and iDterests in, Proceeds, whether resolved or unresolved, including widlout limit owneEhip rights, which I may have now or in the future relating direcdy to
indirectly to my Charges, condition, or causes of my condition ("Claims to Pro{eeds"), including without limit any and all causes of action, receivables,
palment intangibles, and r€medies that I might have against o. with respect to any Payer oow or in the future, and the right to prosecute, seek, setde, or
otherwise r€solve such Claims to Proceed either in my nalue or in the Office's name and as the Office oderwise sees fit. I agree that this assignment shall be
effective as of the date ard time the initial cause of my condition occurred. I further intend for dlis Assignment & Lien to seate a secuity intercst under the
applicable Uniform Cotrurercial Code. Accordingly, I hereby grant to the Office a primary, Don-contingent security interest in all of my Claims to Proceeds to
the extent permitt€d by law for the purpose of securiog payment of my Charges, the attachment and perfeoion of which shall relate back to, and be effective as

of, rhe dare ard time dlat the initial cause of my condition occurred. I furrher authorize the Office to file the form(s) nonDally filed with the secretary of state or
other govemmental agency relating to such security interests, alrd to make such filings in all relevant jurisdictions as the Office sees fit in its sole discretion. t
agree that once pa),ment in-full has been made towards all outstanding Charges to the firll extent pemitted by law or contract and also as defined by my
agreement widl the Office such security interest shall be removed or termioated solely upon my $/ritten request sent though the US. Postal Service Cenified
Mail. Consistent with these tenns, I hereby direct any ard all payers, to pay rhe Pmceeds directly to, irDmediately to, and exclusively in the name of , the Office
to the full extent of my Charges. To the extent that any law, including without limit a lien statue, purpons to limi! reduce, or modify de distribution of
Proceeds in any manner inconsistent with this Assignment & Lien induding without limit through the reservation ol a portion of the Proceeds exdusively to
me, I hereby waive such limis, reductions, or modifications. Such waiver shall not advers€ly affect or prejudice aoy righr which the Office may have and eleo
to exercise under said law.
Specific Direction to A.ny Attomey I Rctain, Such as in Accidcft Cascs. IN the event that I retaitr one or more attomeys who receive(s) Proceeds from one
or more Payers, I hereby direct (and the Offic€ hereby requests) each attomey to provide to provider immediate notice to the office regarding such hoceeds, to
promptly pay dre Office in-full out of such Proceeds, and to provide a full accounting of such Proceeds to the Office. I agee that th€ purpose of such Proceeds
shall be prirDarily to pay my charges. If I have dispute regarding the Charges, any remedies I may have shall not include instruction my attomey to withhold or
delay payment of Proceeds to tbe Office. I funher agree to and hereby inevocably waive any present or future right I may have, whether arising under a

"Common Fund Doctrhe" or other legal basis, to require the Office to absorb the costs associated with, or otherwise assume respoosibility for, any ponion of
my aftomeys Iees and costs, or odrer exPenses of obtaining Proceeds.

Disdosure Dircctivc, I hereby direct each and every Payer to immediately release to dle Office any Pertioent lrformation relating to (a) any coverage I Itray
have and @) any Proceeds Determination by dle Payer relating to the Office's Charges. "pertinent Inforrnation" shall indude without limit the amoullt of total
coverage available and remaining, as well as the amou[t of any outstanding claims which the Payer has received lrom al]y daimant relating to IIly condition.
'?eninent lnformation" shall also indude without limit copies of all documents, records, and other inlorrnation (a) relied upon by t]re Payer in making a

Prcceeds Determination, or (b) was submifted, considered, or generated in the course of rDaking a Proceeds Determination without rcgard to whether such
document, recor4 or other information was relied uporr in making the Proceeds DetemriDatiorl "Proceeds Determimtion" shall include without limit aDy

determination by the Payer to pay, deny, or delay palment of any Proceeds relating to the Office's Charges, as well a5 a decision to refer the Charges to an

independeDt review or audit, utilization review or indepeodent medical exam. I funher authorize and direct the Office to rclease any information relating any
services rendered to or for me by the Office to all Payers, including without limit a copy of my Charges and a copy of this Assignment & Lien, unless otherwis'
agreed to in w ting.
Miscdlatrcou& Except as provided in this paragraph, this Assignment & Lien shall not be modified or revoked without the expressed, written consent of the
Office. I hereby revoke, with the Office's consent, the terms of any previously signed docume[ts, but only to the extent those terms conflict with the terms of
this Assignment & Lien. I agree that each and every provision of ftis AssignDent & Lien is reasonably necessary, However, should any provision of tJris

Assignment & Lien be found to be iovalid, illegal or unenforceable, or for any reason cease to be binding on any pany hereto, all other portions and provisions
of this Assignment & Lien shall, nevertheless, remain in full force and effect. This AssignDent & Lien shall be govemed under the laws of the state where the
Office is located, aod is performable in the county where he office is located. In any actioD based upor this Assignment & Lien, I hereby consent to personal
jurisdiction and velue of any court in said county and waive all objections based on irDproper jurisdictior\ venue, or fonrm inconvenience. [ funher waive any
statue of limitations which may apply in any action based upon this Assignment & LieD.
I havc rcad understood, atrd a$te to dre teros of tiis Assignmetrt & Lictr

Patient NaEe (Prift):

Patient Signatur.:

Na-me of Custodial Parent or Legal Guardian, on Behalf of the Patient (Please Prinr):

Datet __1___J_

Parcnt/ cuardian Signature: |_J__J_



Chiropractic & Sports Clinic
821 N Nolan River Rd. Cleburne, TX 76033

P h :8t7 -647-4042 F ax;817 -645-4357

(Patent Name) (SSN), (DoB)

Hereby authorize

(Facility, party or individual to provide records) to release of the following information:

o Most recent exam and tests
o All of my Medical Records, (including but not limited to treatment notes, reports

or studies that were performed at your office)

o Other:

lnformation is to be released to the following individuals, party, or facility.

Name:

Contact lnformation:

I understand that the records are for the care, treatment or medical services provided to me, and

retained by you are confidential and are being disclosed for the purpose of:

o Continuation of Care

o Litigation

I further understand that without this authorization, the provider would not be permitted to disclose

this information, as indicated by law.

I recognize that I may revoke this consent at any time except to the extent that the information has

already been released in reliance of this form. lf not revoked, this consent will expire one year from the
date signed.

I agree fudher not to sue or hold the provider of the information, its employees, or agents, responsible

for any issue, claims or causes of action arising out of the release of information in conformance with
the terms of this release.

Patient Signature (or Parent/Guardian if Patient is a minor) & Date



FINANC POLICY

REGARDING INSUR/INCE
We may accept assignment of insurance benefits; however, we cannot bill your insurance
company without your information and a copy of your card. Your insurance policy is a
contract between you and your carrier. We are not a party to that conffict. Our office
DOES NOT guarantee that your fusurance will pay. We will make every aftempt to
receive verification and know what your insuftmce covers. However, if you claim is
denied or paid differenfly than what your insurance canier quoted, you are responsible
for the bill. Our office WILL NOT enter into the dispute with your insurance carrier
over your claim. This is your responsibility.

Please be aware that some services may not be covered under your policg and these will
be YOUR RESPONSIBILffY FOR PAYMENT.

It is YOUR responsibility to inforrn us of a change in your insurmce, name, address,
phone nurnber, etc. If your claim is denied because ofthe updates not being made with
out office, the bill is YOUR responsibility.

All copays, co-insurance and deductible are due at the time of service, unless other
payment arrang€meots are made prior to the office visit.

If you do not wish to file with your healttr insurance, we C.ANNOT go back at a later
date and file with yorrr insurance. lrsurance carriers have a filing 1fuae deadline and we

go
file a claim as a workes compe,lrsation claim or car accident-YO[I MUST TELf. US
ON YOI'R FIRST D.ATE OT' SERVTCE II' IT IS A WORK TNJT'RY OR CAR
ACCIDENT!

CARACCIDENTS
If your appointnent is due to a CAR ACCIDENT, and you DO NOT wish to file vdth
your PIP (PERSONAL INTURY PROTECTION) We CANNOT go back at a later date
and fiIe with the insuralce. The insurance company requires certain codes to be used that
we DO NOT use with our cash discount.

Patient's or authorized person's signature; I authorized the release of any medical other
information necessary to process this chim. I abo request payment of beneJits be made
directly to Chiropractic & Sports Clinic, dba, the phsycian who accepts the dssignment.

Printed Name:
Date:

S

e



Chinopr*edc & Spor& CIinlc
82t N Noho Rivcr Rd

CXobunne ll 7fl)3&7(Mt
(877) 6114,,12

ToxtlErrnnrln Conro&f fl'or.ar!

Coosenot to 'lfer* Dfleosage Appoln{memf lecmIrdcl:s end Othor Eo*lt&caro Corm@Eaic&&85:

Patients in our practice m4y be ootrhcted via text nessaging to remind you of m @oiolxMt, to
obtain feedback oD yorlr cxp€ric,nce with orr healftcare te .n, ad to provilo gprer8l Mlth
reminders/information.

I consent to receiving appointmfit ftmindofs ad otter hlfue comnnuicdims/infarmdiom
via tcxt fiom Chirroptaotio & Sports Clinic.

-- (Fatienc lnitialc) I omsemt to rocsive at mesagos fiom ttc practice m rmy oetrl phoce aud
any number foruaded or ilmsf€Nred b tht mmber.

The coII phore numher .\qt 
I arfltori to r€ccivc tod messages for apoinmeffi (@iedffB,

feedbeck, and general health rcmindqs/lnfrmratioll i6

__ (Pstiont iinidqfa) I coosent to.rnril{ to r,eceive coinErunicat r s ag dated above-

The omail oddrers thd I aUfiorizs to roceive messages br ryoinuo€mt !€minders, feedbaot amd
geaeral health remindersfiafonnation is

.,- (Fatieni Inttfuk) I DO NOT coosemt to rcceive ffxt messoges or emails fiom f&e practioe

at my cell phone or ernail. I wisb to oFT out 8t this dme.

I rmderstand tlat this rroqucst to reoeive emails and/or M nessages willppny to aU frtrWe

,pp"i"t-urt o-i"a."fi."am"*nom infomnatioa unless I requ*st a chmge in q/ritfog'

Patients Signature:

Staff Sigaarure:

){

tr)ate:


