
 

Pegh][al I[jkgs 

 

WELCOME� 

We age happs jo hegpe sok in jhih difficklj jime afjeg an accidenj� If sok EVER hape ans concegnh 

og fkehjionh� pleahe do noj hehijaje jo ahk� 

Ajjached age hepegal fogmh fog sok jo fill okj jo jhe behj of sokg abilijs� Ij can be jediokh� bkj 

pleahe jake sokg jime� qe qanj jhe behj okjcome fog sok and jhe leahj iggijajionh afjeg qe gej hjagjed� If 

qe can gej jhih okj of jhe qas aj jhe beginning jhen qe can jkhj concenjgaje on gejjing sok qell again� 

● Neq Pajie[j Bahic I[f]gmaji][​ � Pleahe fill jhih okj ah complejels ah pohhible� 

● PI Back Office ​ � We gejain a cahe manageg jo commknicaje on sokg behalf and okg behalf qijh 

jhe inhkgance companieh and ajjognesh� 

● Akj] Accide[j Qkehji][[aige ​ � Tell kh abokj jhe accidenj� 

● Chief C]mdlai[j​ � Thege age jqo copieh of jhih fogm� pleahe fill okj one fogm fog each majog 

complainj� If sok hape moge jhan jqo majog pgoblemh pleahe feel fgee jo pginj moge� Some 

pgoblemh mas be obpiokhls gelajed� in qhich cahe feel fgee jo pkj jhem bojh on jhe hame hheej� 

● Healjh Hihj]gs​ � Pleahe fill okj jo jhe behj of sokg abilijs� ij gipeh kh home idea of qhaj hah gone 

on befoge jhe accidenj� 

● Fi[a[cial P]lics ² Aggeeme[j​ � Thih lash okj okg financial policieh� 

● HIPAA Pgipacs N]jice ² C][he[j​ � Dehcgibeh hoq pgipaje infogmajion abokj sok mas be khed 

and dihclohed and hoq sok can gej accehh jo jhih infogmajion� 

● Ahhig[me[j� UCC Lie[ a[d Akjh]givaji][​ � Ij lejh jhe inhkgance companieh and ans ajjognesh 

knoq jhaj qe hape an injegehj in fkndh fgom jhe hejjlemenj� 

● Lejjeg ]f Pg]jecji][​ � Inhjgkcjionh jo sokg laqseg� epen if sok don�j hape a laqseg� jhih ih good jo 

hape on file in cahe one needh jo be gejained aj a fkjkge daje jo pgojecj sokg injegehjh� 

● Pegh][al I[jkgs I[hkga[ce Waipeg ​ � Digecjh kh jo bill ans and all inhkgance companieh necehhags 

jo copeg sokg cohjh� 

● I[f]gmed C][he[j​ � Legal gefkigemenj infogming sok of jhe gihkh inhegenj in geceiping og noj 

geceiping cage in okg office� 

● N]jice j] U[gedgehe[jed Pajie[jh​ � If sok do noj gejain a laqseg� pleahe be aqage of jhehe 

jhingh� 

● Akjh]givaji][ j] Uhe ]g Dihcl]he ¥Releahe¦ Pegh][al Healjh I[f]gmaji][ f]g Blaig Chig]dgacjic 

Cli[ic Reheagch Sjkdieh​� 
The behj pgocedkge ih jo pginj jhehe okj� fill jhem okj� and bging jhem qijh sok on sokg fighj 

pihij� Pleahe do noj email jhem� Email ih noj conhideged heckge enokgh jo jganhmij pgipaje healjhcage 

infogmajion� If sok qihh jo gej jhehe fogmh injo okg handh befoge sokg pihij sok mas dgop jhem bs ¥call 

fighj jo make hkge qe age hege¦ og far jhem jo ¥ÉÁÇ¦ ÈÁÃ�ÅÊÃÈ� 

If sok hape ans ojheg infogmajion fgom ojheg docjogh og healjhcage hegpiceh jhaj sok jhink mas 

be pegjinenj jo sokg cahe ¥inclkding r�gash� cj hcanh� MRI gepogjh� ejc¦� pleahe bging jhem jo sokg fighj 

appoinjmenj ah qell� 

G]gd][ D� Eldeg� DC� Digecj]g 

Cegjified Adpa[ced Blaig Tech[ifke I[hjgkcj]g  ​  ​  Fell]q ]f jhe I[jeg[aji][al Chig]dgacjic Pediajgic Ahh]ciaji][ 

ÂÉÁÃ E ÆÁjh Sj� Sje ÂÂÃ� Lkbbock TX� ÈÊÅÁÅ      ¥ÉÁÇ¦ ÈÅÈ�ÃÈÄÆ      office³BlaigClinic�com 

qqq�BlaigClinic�com 

 





 

 

NeZ Patient Basic Information¬
 
DaWH: ________________________ 

FXOO LHJaO NaPH: _________________________________________________________________________________ GHQGHU: ◯FHPaOH  ◯MaOH 

WKaW QaPH GR \RX SUHIHU WR EH FaOOHG? __________________________________________ AJH: ______  BLUWKGaWH: ________________________ 

OFFXSaWLRQ: _____________________________________________ EPSOR\HU: _____________________________________________________ 

EWKQLFLW\: __________________________ SRFLaO SHFXULW\#: _______-_____-_________ MaULWaO SWaWXV: __________________  # RI CKLOGUHQ _____ 

NaPH RI SSRXVH/PaUWQHU RU PaUHQW/GXaUGLaQ: __________________________________________________________________________________ 

SWUHHW AGGUHVV: ________________________________________________  CLW\: _____________________________  SW: ____  ZLS: ___________ 

PKRQH: HRPH: (______) _______________  WRUN: (______) _______________  CHOO: (______) _______________ 

BHVW WLPH aQG Za\ WR FRQWaFW? _____________________________________________________________________________________________ 

Ma\ ZH WH[W \RXU FHOO SKRQH? ◯YHV  ◯NR      HPaLO: ___________________________________________________________________________ 

WKRP VKRXOG ZH FRQWaFW LQ FaVH RI HPHUJHQF\? ____________________________________________________RHOaWLRQVKLS: ________________ 

SWUHHW AGGUHVV: ________________________________________________  CLW\: _____________________________  SW: ____  ZLS: ___________ 

PKRQH: HRPH: (______) _______________  WRUN: (______) _______________  CHOO: (______) _______________ 

IV WKLV YLVLW GXH WR a ​recent​​ aFFLGHQW?  ◯YHV  ◯NR.     T\SH: ◯AXWR  ◯WRUN  ◯OWKHU: _______________________________________________ 

HRZ GLG \RX ILQG RXW aERXW WKH BOaLU CKLURSUaFWLF COLQLF? _________________________________________________________________________ 

DR \RX KaYH KHaOWK LQVXUaQFH? ◯YHV  ◯NR.  CRPSaQ\(LHV): ____________________________________________________________________ 

FXOO QaPH RI PROLF\ HROGHU: ________________________________________________________ BLUWKGaWH: ________________________ 

IV WKLV WKURXJK WKH PROLF\ HROGHU¶V ZRUN? ◯YHV  ◯NR. II \HV: EPSOR\HU: ____________________________________________________ 
 
OWKHU WKaQ MHGLFaUH aQG MHGLFaUH VXSSOHPHQWV, ZH GR QRW FROOHFW Sa\PHQW IURP KHaOWK LQVXUaQFH FRPSaQLHV. HRZHYHU, ZH FaQ VHQG                   
HOHFWURQLF UHFHLSWV VR WKaW WKH\ Pa\ SRVVLEO\ UHLPEXUVH \RX XQGHU WKHLU JXLGHOLQHV. WRXOG \RX OLNH XV WR GR WKLV? ◯YHV  ◯NR. 

DR \RX KaYH a SULPaU\ SK\VLFLaQ? ◯YHV  ◯NR.   NaPH: ________________________________________________________________________ 

SWUHHW AGGUHVV: ________________________________________________  CLW\: _____________________________  SW: ____  ZLS: ___________ 

SKRXOG \RX TXaOLI\ aQG VWaUW FaUH KHUH, VKaOO ZH VHQG \RXU SK\VLFLaQ a UHSRUW? ◯YHV  ◯NR. 

 
 
 
TKH aERYH LQIRUPaWLRQ LV WUXH aQG FRUUHFW WR WKH EHVW RI P\ aELOLW\: 
 
SLJQaWXUH: ​______________________________________________________________________________​    DaWH: ​________________________ 
 
 
 
 

Office OQl\:  ​◯GC  ◯AF  ◯MC  ◯OA  ◯GD  ◯CN 
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Neq Patient Basic Information ¥pÁ¿ÀÇ�ÀÀ�¿Ç¦ 

 



 
 
 
 

Administrative Office: P.O. Box 2822, Bremerton, WA 98311 
Phone: 1-833-411-2121 extension 1 

Fax: 1-833-411-3131 
gina@pibackoffice.com 

 
Gina Mills will be the representative who will be handling all our billing for your auto accident. She will 

call you at some point to introduce herself and then call periodically to update you on the status of your 
case and to answer any questions you may have. You can also feel free to contact here if you have any 

billing questions regarding your case with us. 
 
 
Important Information for you to gather if you have not: 

 
Company Name of Your Insurance     

Policy#    
Claim#      
Name of Adjuster     
Phone #    

Please Note even if you are not at fault having a bodily injury claim open with your personal 
insurance will benefit you in your case. 

 
Company Name of Other Drivers Insurance 

Policy#  
Claim#      
Name of Adjuster     
Phone #    

 
Attorney Name and Number    

 
Please Note even if you are not represented by an attorney, we can help you get your case 
settled with more money in your pocket and quicker. Please stay in contact with your case 
manager by contacting him directly. 

 
Gina Mills 
1-833-411-2121 extension 1 
Fax: 833-411-3131 
gina@pibackoffice.com 

Please bring this with you at your next appointment

mailto:gina@pibackoffice.com
mailto:gina@pibackoffice.com


 

 

Auto Accident Questionnaire 
 
Date: _____________________ 

Full Legal Name: ___________________________________________________________________ 

Date of Accident: _____________________     City or Town of Accident: _________________________________________________State: ______ 

Time of Day of Accident ____________ AM PM     Location of Accident: ____________________________________________________________ 

You were a:  ◯Driver  ◯Passenger  ◯Pedestrian.    Name of Driver (if not you):_____________________________________________________ 

The impact was on the:  ◯Back  ◯Front  ◯Left side  ◯Right side. Where you looking:  ◯straight ahead  ◯to the left  ◯to the right? 

At the time of impact, the vehicle you were in was:  ◯stopped  ◯turning  ◯going straight forward  ◯going backward  ◯parked 

     ◯Other: ____________________________________________________________________________________________________________ 

Did your body strike anything in the car?  ◯Yes  ◯No.  Describe in detail: _________________________________________________________ 

____________________________________________________________________________________________________________________ 

You were:  ◯surprised  ◯braced for impact.     Were you wearing a seatbelt?  ◯Yes  ◯No. 

Were you wearing a hat?  ◯Yes  ◯No.  Were you wearing glasses?  ◯Yes  ◯No.  Were you wearing headphones?  ◯Yes  ◯No. 

If you were wearing any of the above, did it/they come off?  ◯Yes  ◯No. 

Type of vehicle you were in: _______________________________________________________________________________________________ 

Type of other vehicle: ____________________________________________________________________________________________________ 

Did the vehicle you were in impact anything else besides the other vehicle?  ◯Yes  ◯No. 

If “YES” what was it? _________________________________________________________________________________________________ 

Describe in detail how the accident occurred: __________________________________________________________________________________ 

__________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________ 

Were you rendered unconscious as a result of the collision?  ◯Yes  ◯No.  If so, for how long approximately? _____________________________ 

Were you taken to the hospital after the accident?  ◯Yes  ◯No.  By:  ◯ambulance  ◯private car. 

 Was it:  ◯immediately  ◯a while later? How much later? ___________________________________________________________________ 

Name of Hospital: ___________________________________________________________________________________________________ 

Have you had any diagnostic imaging done since the accident?  ◯Yes  ◯No. 

If so what kind?  ◯X-Ray  ◯CT Scan  ◯MRI  ◯Ultrasound.  Where was it done? _______________________________________________ 

Have you lost any days of work as a result of the accident?  ◯Yes  ◯No. Number?: __________________________________________________ 
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Auto Accident Questionnaire 
Page 2 of 2 

 

Have you ever been in a previous auto accident?  ◯Yes  ◯No. ​Describe all instances, giving approximate dates of the accidents, as well as 
the injuries sustained, and names of attorneys who represented you. 

Date of Accident: _____________________.  Injuries sustained: ______________________________________________________________ 
Attorney: ___________________________________________________________. Were you a Medicare Patient at the time?  ◯Yes  ◯No. 
Approximate date case was settled or resolved: _____________________. 

Date of Accident: _____________________.  Injuries sustained: ______________________________________________________________ 
Attorney: ___________________________________________________________. Were you a Medicare Patient at the time?  ◯Yes  ◯No. 
Approximate date case was settled or resolved: _____________________. 

Date of Accident: _____________________.  Injuries sustained: ______________________________________________________________ 
Attorney: ___________________________________________________________. Were you a Medicare Patient at the time?  ◯Yes  ◯No. 
Approximate date case was settled or resolved: _____________________. 

Did a police officer write a police report on the accident?  ◯Yes  ◯No. ​If yes, please provide a copy of the report to our office. 

Was a ticket or citation issued by a police officer as a result of the accident? ◯Yes  ◯No. To whom? ____________________________________ 

Did the accident involve a hit-and-run driver?  ◯Yes  ◯No. 

Was the car in which you were in registered?  ◯Yes  ◯No. 

Who’s vehicle were you in?  ◯my own  ◯my spouse’s  ◯a friend’s  ◯my parents’  ◯other: _________________________________________ 

If it was not registered to you then please give the name of the registered owner: _________________________________________________ 

And the address of registered owner: ____________________________________________________________________________________ 

Do you reside with a family member who owns their own vehicle or is insured under some other auto policy?  Automobile insurance laws in 
applicable states require this info (check all that apply): 
◯spouse  ◯mother  ◯father  ◯guardian/foster parent  ◯grandparent  ◯sister/brother  ◯child  ◯none 

Was there any property damage to either of the vehicles as a result of the accident? 
◯both vehicles  ◯other person’s vehicle  ◯vehicle I was in  ◯neither vehicle was damaged. 

Have you been contacted by an adjuster from the other party's insurance company regarding this claim?  ◯Yes  ◯No.  Check all that apply: 
◯ I have not signed any agreement, nor settled any portion of my claim. 
◯ I have settled my personal injury claim with this company. 
◯ I have settled the property damage claim. 
◯ I have signed an agreement which will pay my medical expenses for a period of time (explain): ____________________________________ 

__________________________________________________________________________________________________________________ 

Are you currently represented by an attorney?  ◯Yes  ◯No. If “NO” do you wish to retain an attorney?  ◯Yes  ◯No. 

 

The above information is true and correct to the best of my ability. 

Signature: ​______________________________________________________________________________​    Date: ________________________ 
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CHIEF COMPLAINT

Date: _____________________

Full Legal Name:  _________________________________________________________________________

Please fill this out, one sheet for each problem or group of problems. Answer as best you can. There are two sides.

Problem: _______________________________________________________________________________________________________________

● How and/or when did it start?___________________________________________________________________________________________

__________________________________________________________________________________________________________________

● Have you ever had it before? ___________________________________________________________________________________________

● Have you ever been injured here before? _________________________________________________________________________________

● Where is it exactly? __________________________________________________________________________________________________

● Does it radiate to or affect other parts of your body? _________________________________________________________________________

● How often does it occur? (circle one) 10%  20%  30% 40%  50%  60%  70%  80%  90%  100% of the time.

● When does it occur (AM/PM/Month/Year/activity, etc)? _______________________________________________________________________

__________________________________________________________________________________________________________________

● How long does it last? ________________________________________________________________________________________________

● Describe how it feels: (circle all that apply) sharp dull   aching   throbbing   crushing   stabbing burning   stiff   numb   tingling   sore

other: _____________________________________________________________________________________________________________

● Please rate the discomfort on a scale of 0-10, with THREE CIRCLES for best, worst and average, 10 being worst possible discomfort, 0 being
none (7 is severe enough you are thinking about going to the hospital):

0   -   1   -   2   -   3   -   4   -   5   -   6 -   7   -   8   -   9   -   10. What level is it at right now? _________

● What triggers it or makes it worse? (circle all that apply) sitting   lifting   bending   standing walking   lying   reaching

other: ____________________________________________________________________________________________________________

● What makes it feel better? ____________________________________________________________________________________________

● How is it affecting you at home? ________________________________________________________________________________________

At work? ___________________________________________________________________________________________________________

During outside activity? _______________________________________________________________________________________________

● What have you done for this already?  Doctors you have seen, treatments you have received, home remedies, etc: ______________________

__________________________________________________________________________________________________________________

Signature: ______________________________________________________________________________ Date: ________________________
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CHIEF COMPLAINT
Page 2 of 2

Name:  ____________________________________________________________________________________

Symptom described on previous page: _______________________________________________________________________________________

On the diagram below, please indicate where you are experiencing pain or other symptoms.

A = Ache    B = Burning    S = Stabbing    N = Numbness T = Tingling    C = Crushing    Th = Throbbing St = Stiff    O = Other

Signature: ______________________________________________________________________________ Date: ________________________
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CHIEF COMPLAINT

Date: _____________________

Full Legal Name:  _________________________________________________________________________

Please fill this out, one sheet for each problem or group of problems. Answer as best you can. There are two sides.

Problem: _______________________________________________________________________________________________________________

● How and/or when did it start?___________________________________________________________________________________________

__________________________________________________________________________________________________________________

● Have you ever had it before? ___________________________________________________________________________________________

● Have you ever been injured here before? _________________________________________________________________________________

● Where is it exactly? __________________________________________________________________________________________________

● Does it radiate to or affect other parts of your body? _________________________________________________________________________

● How often does it occur? (circle one) 10%  20%  30% 40%  50%  60%  70%  80%  90%  100% of the time.

● When does it occur (AM/PM/Month/Year/activity, etc)? _______________________________________________________________________

__________________________________________________________________________________________________________________

● How long does it last? ________________________________________________________________________________________________

● Describe how it feels: (circle all that apply) sharp dull   aching   throbbing   crushing   stabbing burning   stiff   numb   tingling   sore

other: _____________________________________________________________________________________________________________

● Please rate the discomfort on a scale of 0-10, with THREE CIRCLES for best, worst and average, 10 being worst possible discomfort, 0 being
none (7 is severe enough you are thinking about going to the hospital):

0   -   1   -   2   -   3   -   4   -   5   -   6 -   7   -   8   -   9   -   10. What level is it at right now? _________

● What triggers it or makes it worse? (circle all that apply) sitting   lifting   bending   standing walking   lying   reaching

other: ____________________________________________________________________________________________________________

● What makes it feel better? ____________________________________________________________________________________________

● How is it affecting you at home? ________________________________________________________________________________________

At work? ___________________________________________________________________________________________________________

During outside activity? _______________________________________________________________________________________________

● What have you done for this already?  Doctors you have seen, treatments you have received, home remedies, etc: ______________________

__________________________________________________________________________________________________________________

Signature: ______________________________________________________________________________ Date: ________________________
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Chief Complaint (v2021.05.10)



CHIEF COMPLAINT
Page 2 of 2

Name:  ____________________________________________________________________________________

Symptom described on previous page: _______________________________________________________________________________________

On the diagram below, please indicate where you are experiencing pain or other symptoms.

A = Ache    B = Burning    S = Stabbing    N = Numbness T = Tingling    C = Crushing    Th = Throbbing St = Stiff    O = Other

Signature: ______________________________________________________________________________ Date: ________________________
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HEALTH HISTORY  

DaWH: ________________________ 

FXOO LHJaO NaPH: __________________________________________________ 

GENERAL HEALTH:​​ SOHaVH aQVZHU WR WKH bHVW RI \RXU abLOLW\. 

DR aQ\ RI WKH IROORZLQJ aSSO\ WR \RX aV IaU aV \RX NQRZ (SOHaVH PaUN YES RU NO IRU EACH FRQGLWLRQ): 
YHV  NR  AUWLFXOaU H\SHUPRbLOLW\ DLVHaVH YHV  NR  RKHXPaWRLG AUWKULWLV 
YHV  NR  SHYHUH GHPLQHUaOL]aWLRQ RI bRQH YHV  NR  AQN\ORVLQJ SSRQG\OLWLV 
YHV  NR  BHQLJQ bRQH WXPRU LQ WKH VSLQH YHV  NR  FUaFWXUH(V) _________________________________ 
YHV  NR  BOHHGLQJ GLVRUGHU YHV  NR  DLVORFaWLRQ(V) _______________________________ 
YHV  NR  AQWLFRaJXOaQW WKHUaS\? YHV  NR  UQVWabOH OV OGRQWRLGHXP 
YHV  NR  RaGLFXORSaWK\ ZLWK SURJUHVVLYH QHXURORJLFaO VLJQV YHV  NR  MaOLJQaQFLHV WKaW LQYROYH WKH YHUWHbUaO FROXPQ 
YHV  NR  RaGLaWLQJ SaLQ, QXPbQHVV RU ZHaNQHVV LQ XSSHU H[WUHPLWLHV YHV  NR  IQIHFWLRQ RI bRQHV RU MRLQWV RI WKH YHUWHbUaO FROXPQ 
YHV  NR  RaGLaWLQJ SaLQ, QXPbQHVV RU ZHaNQHVV LQ ORZHU H[WUHPLWLHV YHV  NR  M\HORSaWK\ 

YHV  NR  CaXGa ETXLQa S\QGURPH 
YHV  NR  VHUWHbURbaVLOaU IQVXIILFLHQF\ S\QGURPH 
YHV  NR  MaMRU aUWHU\ aQHXU\VP 

LLVW aXWR aFFLGHQWV RU SHUVRQaO LQMXULHV ZLWK \HaUV: _______________________________________________ 
________________________________________________________________________________________ 

LLVW RWKHU VXUJHULHV, KRVSLWaOL]aWLRQV, RSHUaWLRQV ZLWK \HaUV: ________________________________________ 
________________________________________________________________________________________ 

LLVW RWKHU SUHYLRXV PaMRU LOOQHVVHV RU LQMXULHV: ___________________________________________________ 
________________________________________________________________________________________ 

DR \RX ZHaU: __HHaO LLIWV   __SROH LLIWV   __IQQHU SROHV   __AUFK SXSSRUWV  __NRQH 

HaYH \RX HYHU (SOHaVH PaUN YES RU NO IRU EACH TXHVWLRQ aQG VXSSO\ GHWaLOV IRU HaFK YES): 
YHV  NR  BHHQ NQRFNHG XQFRQVFLRXV? _________________________________________________________ 
YHV  NR  UVHG a FaQH, FUXWFK RU RWKHU VXSSRUW? __________________________________________________ 
YHV  NR  BHHQ WUHaWHG IRU a VSLQH RU QHUYH GLVRUGHU? ______________________________________________ 
YHV  NR  HaG a IUaFWXUHG bRQH?_______________________________________________________________ 

MHGLFaWLRQV \RX aUH FXUUHQWO\ WaNLQJ (SUHVFULSWLRQ RU QRQ-SUHVFULSWLRQ): 
___ HLJK BORRG PUHVVXUH: ________________________________ ___ CKROHVWHURO: ____________________________________ 
___ PaLQ: _____________________________________________ ___ AUWKULWLV: _______________________________________ 
___ ADD/ADHD: ________________________________________ ___ IQVXOLQ: ________________________________________ 
___ OWKHU: __________________________________________________________________________________________________ 

LLVW aQ\ NQRZQ aOOHUJLHV: ____________________________________________________________________ 

FAMIL< HEALTH:​​ SOHaVH aQVZHU WR WKH bHVW RI \RXU abLOLW\ (IRU \RXU SaUHQWV, VLbOLQJV aQG FKLOGUHQ). 

HHaOWK VWaWXV RI IaPLO\ PHPbHUV:______________________________________________________________ 
________________________________________________________________________________________ 

AUH WKHUH aQ\ LPPHGLaWH IaPLO\ PHPbHUV WKaW VXIIHU IURP: 
__SWURNH   __HHaUW FRQGLWLRQ   __CaQFHU/TXPRU   __DHJHQHUaWLYH DLVN DLVHaVH   __OVWHRSRURVLV   __AUWKULWLV 
__AQ\ RWKHU SRWHQWLaOO\ IaPLOLaO FRQGLWLRQV: ______________________________________________________ 

SOCIAL HISTOR<:​​ WHOO XV a OLWWOH PRUH abRXW \RXU OLIHVW\OH. 

EGXFaWLRQ: __HLJK SFKRRO   __SRPH CROOHJH   __CROOHJH GUaG   __PRVW GUaG 
DaLO\ AFWLYLWLHV: __SLWWLQJ   __SWaQGLQJ   __LLJKW LabRU   __HHaY\ LabRU   __CRPSXWHU 
HRbbLHV: ________________________________________________________________________________ 

1212 AYeQXe J, SWe 101, LXbbRcN, TX 79401     (806) 747-2735     ZZZ.bOaLUcOLQLc.cRP 
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HEALTH HISTORY  

HDELWV: HHDY\ MRG. LLJKW NRQH HHDY\ MRG. LLJKW NRQH 
AOFRKRO ____ ____ ____ ____ 
CDIIHLQH ____ ____ ____ ____ 
TREDFFR ____ ____ ____ ____ 
DUXJV ____ ____ ____ ____ 

E[HUFLVH ____ ____ ____ ____ 
SOHHS ____ ____ ____ ____ 
ASSHWLWH ____ ____ ____ ____ 

 
REVIEW OF SYSTEMS: 
POHDVH FKHFN WKH DSSURSULDWH ER[ ​(O)ccaViRQaO, (F)UeTXeQW, (C)RQVWaQW​​ IRU DQ\ RI WKH IROORZLQJ V\PSWRPV 
ZKLFK \RX QRZ KDYH RU KDYH KDG SUHYLRXVO\. 
 
O F C GENERAL __NRQe 
_ _ _ AOOHUJ\ 
_ _ _ CKLOOV 
_ _ _ CRQYXOVLRQV 
_ _ _ DL]]LQHVV 
_ _ _ FDLQWLQJ 
_ _ _ FDWLJXH 
_ _ _ FHYHU 
_ _ _ HHDGDFKH 
_ _ _ LRVV RI VOHHS 
_ _ _ LRVV RI ZHLJKW 
_ _ _ NHUYRXVQHVV / DHSUHVVLRQ 
_ _ _ NHXUDOJLD 
_ _ _ NXPEQHVV 
_ _ _ SZHDWV 
_ _ _ TUHPRUV 
 
O F C MUSCLE AND JOINT __NRQe 
_ _ _ AUWKULWLV 
_ _ _ BXUVLWLV 
_ _ _ FRRW WURXEOH 
_ _ _ HHUQLD 
_ _ _ LRZ EDFN SDLQ 
_ _ _ LXPEDJR 
_ _ _ NHFN SDLQ / VWLIIQHVV 
_ _ _ PDLQ EHWZHHQ VKRXOGHUV 
_ _ _ PDLQ / NXPEQHVV LQ VKRXOGHUV 
_ _ _ PDLQ / NXPEQHVV LQ DUPV 
_ _ _ PDLQ / NXPEQHVV LQ HOERZV 
_ _ _ PDLQ / NXPEQHVV LQ KDQGV 
_ _ _ PDLQ / NXPEQHVV LQ KLSV 
_ _ _ PDLQ / NXPEQHVV LQ OHJV 
_ _ _ PDLQ / NXPEQHVV LQ NQHHV 
_ _ _ PDLQ / NXPEQHVV LQ IHHW 
_ _ _ PDLQIXO  
_ _ _ PRRU SRVWXUH 
_ _ _ SFLDWLFD 
_ _ _ SSLQDO FXUYDWXUH / VFROLRVLV 
_ _ _ SZROOHQ MRLQWV 
 
O F C GASTRO-INTESTINAL  __NRQe 
_ _ _ BHOFKLQJ RU JDV 
_ _ _ CROLWLV 
_ _ _ CRORQ WURXEOH 

_ _ _ CRQVWLSDWLRQ 
_ _ _ DLDUUKHD 
_ _ _ DLIILFXOW GLJHVWLRQ 
_ _ _ DLVWHQVLRQ RI DEGRPHQ 
_ _ _ E[FHVVLYH KXQJHU 
_ _ _ GDOO EODGGHU WURXEOH 
_ _ _ HHPRUUKRLGV 
_ _ _ IQWHVWLQDO ZRUPV 
_ _ _ JDXQGLFH 
_ _ _ LLYHU WURXEOH 
_ _ _ NDXVHD 
_ _ _ PDLQ RYHU VWRPDFK 
_ _ _ PRRU DSSHWLWH 
_ _ _ VRPLWLQJ 
_ _ _ VRPLWLQJ EORRG 
 
O F C EENT  __NRQe 
_ _ _ AVWKPD 
_ _ _ CROGV 
_ _ _ CURVVHG E\HV 
_ _ _ DHDIQHVV 
_ _ _ DHQWDO DHFD\ 
_ _ _ EDUDFKH 
_ _ _ EDU GLVFKDUJH 
_ _ _ EDU QRLVHV 
_ _ _ EQODUJHG JODQGV 
_ _ _ EQODUJHG WK\URLG 
_ _ _ E\H SDLQ 
_ _ _ FDLOLQJ YLVLRQ 
_ _ _ FDUVLJKWHGQHVV 
_ _ _ GXP WURXEOH 
_ _ _ HD\ IHYHU 
_ _ _ TRQVLOOLWLV 
_ _ _ HRDUVHQHVV 
_ _ _ NDVDO OEVWUXFWLRQ 
_ _ _ NHDUVLJKWHGQHVV 
_ _ _ NRVHEOHHGV 
_ _ _ SLQXV LQIHFWLRQ 
_ _ _ SRUH WKURDW 
 
O F C CARDIOVASCULAR  __NRQe 
_ _ _ HDUGHQLQJ RI DUWHULHV 
_ _ _ HLJK EORRG SUHVVXUH 
_ _ _ LRZ EORRG SUHVVXUH 

_ _ _ PDLQ RYHU KHDUW 
_ _ _ PRRU FLUFXODWLRQ 
_ _ _ RDSLG KHDUW EHDW 
_ _ _ SORZ KHDUWEHDW 
_ _ _ SZHOOLQJ RI DQNOHV 
 
O F C RESPIRATORY  __NRQe 
_ _ _ CKHVW SDLQ 
_ _ _ CKURQLF FRXJK 
_ _ _ DLIILFXOW EUHDWKLQJ 
_ _ _ SSLWWLQJ XS EORRG 
_ _ _ SSLWWLQJ XS SKOHJP 
_ _ _ WKHH]LQJ 
 
O F C SKIN  __NRQe 
_ _ _ BRLOV 
_ _ _ BUXLVH HDVLO\ 
_ _ _ DU\QHVV 
_ _ _ HLYHV RU DOOHUJ\ 
_ _ _ IWFKLQJ 
_ _ _ SNLQ HUXSWLRQV (UDVK) 
_ _ _ VDULFRVH YHLQV 
 
O F C GENITOURINARY  __NRQe 
_ _ _ BHG-ZHWWLQJ 
_ _ _ BORRG LQ XULQH 
_ _ _ FUHTXHQW XULQDWLRQ 
_ _ _ IQDELOLW\ WR FRQWURO XULQDWLRQ 
_ _ _ KLGQH\ LQIHFWLRQ 
_ _ _ PDLQIXO XULQDWLRQ 
_ _ _ PURVWDWH WURXEOH 
 
O F C WOMEN ONLY  __NRQe 
_ _ _ CRQJHVWHG EUHDVWV 
_ _ _ CUDPSV RU EDFNDFKH 
_ _ _ E[FHVVLYH PHQVWUXDO IORZ 
_ _ _ HRW IODVKHV 
_ _ _ IUUHJXODU F\FOH 
_ _ _ LXPSV LQ EUHDVW 
_ _ _ MHQRSDXVH V\PSWRPV 
_ _ _ PDLQIXO PHQVWUXDWLRQ 
_ _ _ VDJLQDO GLVFKDUJH 
 
ARE YOU PREGNANT? ________ 

 
I haYe read Whe aboYe informaWion and cerWif\ iW Wo be WrXe and correcW Wo Whe besW of m\ knoZledge and hereb\ 

aXWhori]e Whe Blair ChiropracWic Clinic Wo proYide me ZiWh chiropracWic care, in accordance ZiWh SWaWe sWaWXWes. 

 
PDWLHQW SLJQDWXUH: _______________________________________________________ DDWH: _____________ 

I KDYH UHYLHZHG WKLV IRUP. DRFWRU¶V SLJQDWXUH: _________________________________ DDWH: _____________ 

1212 AYeQXe J, SWe 101, LXbbRcN, TX 79401     (806) 747-2735     ZZZ.bOaLUcOLQLc.cRP 
HealWh HisWor\ (Yer 2018.11.04) 

 



 

 

FiQaQcial PRlic\ & AgUeemeQW¬

 
I, the undersigned, in consideration of the Office¶s services, agree to the following terms: 

DefiQiWiRQV​​. In this Agreement, “Office´ and “Clinic´ shall refer to Gordon D. Elder, DC, PA dba Blair Chiropractic Clinic located at ​​1212 Avenue J,                    ¬    
Ste 101, Lubbock, TX 79401.  “Financial Policy´ or “Agreement´ shall refer to this document. 

AXWhRUi]aWiRQ WR SigQ M\ Name RQ Pa\meQWV; TUaQVfeU Rf CUediW BalaQceV. I authorize the Office to endorse or sign my name on any and all¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬                
payments listing me as a payee which are received by the Office for payment of Charges incurred by me, my spouse or my dependents. In such                          
cases, my printed name, followed by the phrase, “(by [Name of Office]),´ shall serve as a properly authorized endorsement. I further authorize the                       
Office to apply any credit balances on my Charges to any other outstanding Charges still owed by me, my spouse, or my dependents, regardless of                         
whether these other Charges are related to my condition.  

PeUVRQal ReVSRQVibiliW\ fRU M\ ChaUgeV. ​​I understand that I remain personally responsible for my Charges and that at any time, I can request a¬ ¬ ¬ ¬ ¬                    
copy of my total Charges from the Office. Except where provided otherwise by law or by contract, I agree to pay the full amount of my Charges to                            
the Office promptly upon its demand. I understand that the Office¶s Assignment does not constitute an agreement by the Office to await payment of                        
my Charges. I agree that any delay by the Office in making demand for payment, any delay in paying the full amount of my Charges, and any partial                            
payments received by the Office towards my Charges, shall not constitute acceptance of any installment payment plan, shall not constitute a waiver                      
of the Office¶s right to receive payment-in-full promptly upon demand, and shall not constitute an “accord and satisfaction´ of my Charges, regardless                      
of any such terms or restrictions indicated on, or included with, any payments. I also agree that my account with your Office shall be construed as in                           
“default´ on the earlier of the following dates: (a) a Payer fails to pay any or all of the Charges in-full and directly to the Office upon receipt of those                              
Charges within thirty (30) days or the period established by the earliest prompt pay deadline applicable to the Payer (whichever occurs later), (b) I do                         
not pay any or all of the Charges in-full within fourteen (14) days of request, or (c) the Office attempts to charge my credit card in compliance with a                             
written Payment Arrangement, but the charge is declined or not approved.  

PeUVRQal ReVSRQVibiliW\ fRU VeUif\iQg Whe LimiWaWiRQV iQ M\ CRYeUage; FiQaQcial ReVSRQVibiliW\ fRU NRQ-CRYeUed ChaUgeV. ​​I understand that¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬    
in any given situation, a Payer may initially refuse to make payment to the Office, may delay payment for an indefinite or unreasonable amount of                         
time, or may actually request a refund from the Office after making payment, and do so either in whole or in part with respect to any given Charge                            
incurred at the Office (collectively, “Deny Payment´). For example (without limiting this Agreement), I understand that a Payer may Deny Payment,                     
stating that the Charge is “not a covered benefit´ under its policy or exceeds some other limitation. I further understand that a Payer may Deny                         
Payment stating that the individual provider who actually renders the treatment or procedure is out-of-network. I also understand that a Payer may                      
claim, based on internal criteria, that a particular Charge is or was not medically necessary or was not sufficiently documented, and should,                      
therefore, be denied or downcoded. I also understand that a Payer may require certain Charges to be pre-certified or pre-authorized. In the event                       
that my condition arose from an accident, I further agree to the terms of the Office¶s Auto / Work Comp Advance Beneficiary Notices as applicable. I                          
understand that there may be many other situations where a Payer may Deny Payment based on a particular contractual term applicable to me or to                         
the Office (collectively, “Terms of Non-Coverage´). To the extent permitted by law or by contract, I agree that I am solely and exclusively responsible                        
for verifying all Terms of Non-Coverage prior to incurring any Charges at the office. I agree that if I have any questions about the Terms of                          
Non-Coverage, I can request copies of the Office¶s verification (e.g., eligibility, pre-authorization) forms to gain further understanding. I agree that                    
should the Office assist me in any way in the verification, pre-authorization, or billing process, I assume the risk that the Payer and/or the Office may                          
in my opinion not accurately understand and/or communicate the Terms of Non-Coverage and/or bill my Charges to my Payers. Should any Payer                      
Deny Payment, or should any Payer be likely to Deny Payment as determined by the Office in its sole discretion, I agree that I am personally, fully,                           
and immediately responsible for the portion of my Charges denied or likely to be denied. In no event shall I hold the Office responsible or liable in                           
any of the foregoing instances. 

DiUecWiRQ WR Whe Office WR ASSl\ Whe LRZeVW MaQdaWRU\ Fee RedXcWiRQ WheQ TZR RU MRUe Pa\eUV AUe IQYRlYed. Unless otherwise agreed to in¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬       
writing, I authorize the Office to submit my Charges, as well as a copy of the Assignment & Lien, to any and all Payers, not including in accident                            
cases my health benefit plan or Medicare. Notwithstanding the foregoing, in the event that the Office determines in its sole discretion that it has any                         
reasonable basis for either submitting or not submitting my Charges and/or other documentation to a Payer, I hereby authorize the Office to take                       
such action without condition or restriction. I understand that some or all of these Payers may utilize fee schedules which (a) the Office has agreed                         
to accept, directly with said Payers in writing, or (b) law expressly imposes on the Office to accept (collectively, “Mandatory Fee Reductions´). I                       
further understand that the Mandatory Fee Reductions imposed on the Office with respect to one Payer may exceed the Mandatory Fee Reductions                      
imposed on the Office with respect to another Payer. In such an event, I hereby authorize and direct the Office insofar as permitted by law to apply                           
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WKe ORZeU Rf WKe WZR MaQdaWRU\ Fee RedXcWLRQV WR LWV CKaUJeV. I fXUWKeU aJUee WKaW LQ WKe VSecLaO eYeQW WKaW MaQdaWRU\ Fee RedXcWLRQV aUe LPSRVed                         
RQ WKe OffLce b\ YLUWXe Rf OaZV ZKLcK UeJXOaWe RU UeVWULcW ³baOaQce bLOOLQJ,´ I KeUeb\ ZaLYe WKe aSSOLcaWLRQ Rf VXcK OaZV WR WKe e[WeQW SeUPLWWed b\ OaZ.                           
IQ WKe eYeQW WKaW QR MaQdaWRU\ Fee RedXcWLRQV aUe acWXaOO\ LPSRVed RQ WKe OffLce ZLWK UeVSecW WR a Pa\eU, I aXWKRUL]e aQd dLUecW WKe OffLce WR cROOecW                           
XS WR LWV fXOO CKaUJeV fURP VXcK Pa\eU.  

MiVcellaQeRXV PURYiViRQV. E[ceSW aV SURYLded LQ WKLV SaUaJUaSK, WKLV AJUeePeQW VKaOO QRW be PRdLfLed RU UeYRNed ZLWKRXW WKe e[SUeVVed, ZULWWeQ¬                    
cRQVeQW Rf WKe OffLce. I KeUeb\ UeYRNe, ZLWK WKe OffLce¶V cRQVeQW, WKe WeUPV Rf aQ\ SUeYLRXVO\ VLJQed dRcXPeQWV, bXW RQO\ WR WKe e[WeQW WKRVe WeUPV                         
cRQfOLcW ZLWK WKe WeUPV Rf WKLV AJUeePeQW. I aJUee WKaW eacK aQd eYeU\ SURYLVLRQ Rf WKLV AJUeePeQW LV UeaVRQabO\ QeceVVaU\. HRZeYeU, VKRXOd aQ\                       
SURYLVLRQ Rf WKLV AJUeePeQW be fRXQd WR be LQYaOLd, LOOeJaO RU XQeQfRUceabOe, RU fRU aQ\ UeaVRQ ceaVe WR be bLQdLQJ RQ aQ\ SaUW\ KeUeWR, aOO RWKeU                          
SRUWLRQV aQd SURYLVLRQV Rf WKLV AJUeePeQW VKaOO, QeYeUWKeOeVV, UePaLQ LQ fXOO fRUce aQd effecW. TKLV AJUeePeQW VKaOO be JRYeUQed XQdeU WKe OaZV Rf                       
WKe VWaWe ZKeUe WKe OffLce LV ORcaWed aQd LV SeUfRUPabOe LQ WKe cRXQW\ ZKeUe WKe OffLce LV ORcaWed. IQ aQ\ acWLRQ baVed XSRQ WKLV AJUeePeQW, I KeUeb\                           
cRQVeQW WR SeUVRQaO MXULVdLcWLRQ aQd YeQXe Rf aQ\ cRXUW LQ VaLd cRXQW\ aQd ZaLYe aOO RbMecWLRQV baVed RQ LPSURSeU MXULVdLcWLRQ, YeQXe, RU fRUXP                       
LQcRQYeQLeQce. I fXUWKeU ZaLYe aQ\ VWaWXWe Rf OLPLWaWLRQV ZKLcK Pa\ aSSO\ LQ aQ\ acWLRQ baVed XSRQ WKLV AJUeePeQW. I KaYe UeYLeZed WKe OffLce¶V                       
³AVVLJQPeQW & LLeQ´, HeaOWK IQVXUaQce EOecWLRQ, aQd, Lf aSSOLcabOe, AXWR / WRUN CRPS AdYaQce BeQefLcLaU\ NRWLceV, aQd fXUWKeU aJUee WR WKe WeUPV                      
aQd defLQLWLRQV VeW fRUWK LQ WKeVe dRcXPeQWV aV aSSOLcabOe. SaLd dRcXPeQWV aUe LQcRUSRUaWed KeUeLQ b\ UefeUeQce. IQ WKe eYeQW WKaW P\ cRQdLWLRQ LV                       
UeOaWed WR aQ accLdeQW, LQcOXdLQJ ZLWKRXW OLPLW aXWRPRbLOe accLdeQW, I XQdeUVWaQd WKaW WKeUe ZLOO be aQ adPLQLVWUaWLYe fee QeceVVaU\ WR cRYeU WKe cRVWV                       
Rf YeULf\LQJ PXOWLSOe Pa\eUV, fLOLQJ aQd WeUPLQaWLQJ OLeQV, aQd VXbPLWWLQJ QRWLceV Rf VaPe WR Pa\eUV. 

I KaYe Uead, XQdeUVWRRd, aQd aJUee WR WKe WeUPV Rf WKLV AJUeePeQW. 

PaWLeQW NaPe (SOeaVe SULQW): ​_______________________________________________________________________________________________ 
 
SLJQaWXUe: ​______________________________________________________________________________​    DaWe: ​________________________ 

 

ÂÃÂÃ Avenue J, Ste ÂÁÂ, Lubbock, TX ÈÊÅÁÂ     ¥ÉÁÇ¦ ÈÅÈ-ÃÈÄÆ     office³blairclinic.com     www.BlairClinic.com 

Financial Polics ² Agreement ¥pÁ¿ÀÇ�ÀÀ�¿Ã¦ 

 



15

60

30



30

Spanish



Gordon D. Elder, DC, PA dba Blair Chiropractic Clinic
Notice of Privacy Practices Acknowledgement

I understand that under the Health Insurance Portability and Accountability Act (HIPAA), I have certain rights to privacy
regarding my protected health information. I acknowledge that I have received or have been given the opportunity to
receive a copy of Gordon D. Elder, DC, PA dba Blair Chiropractic Clinic’s Notice of Privacy Practices (NPP). I also
understand that this practice has the right to change its Notice of Privacy Practices and that I may contact the practice at
any time to obtain a current copy of the Notice of Privacy Practices.

_____________________________________________________ __________________________
Patient Name (print) Patient’s Date of Birth

_____________________________________________________ __________________________
Patient Signature Date

If signed by a personal representative or legal guardian:

Name of Personal Representative: ______________________________________ ________________
(Print) Date

Signature of Personal Representative: ______________________________________________________

Relationship to Patient: _______________________Driver’s License Number: ______________State____

Signing the NPP Acknowledgement does not mean that you have agreed to any special uses or disclosures
(sharing) of your health records. Refusing to sign the acknowledgement does not prevent a provider or plan
from using or disclosing health information as HIPAA permits. If you refuse to sign the acknowledgement, the
provider must keep a record of this fact.

OFFICE USE ONLY
We have made the following attempt to obtain the patient’s signature acknowledging receipt of the Notice of Privacy Practices:
Attempt 1 Date _________________ Staff_________

❑ Individual refused to sign.

❑ Communication barriers prohibited obtaining the acknowledgement.

❑ An emergency prevented us from obtaining acknowledgement.

❑ Other (Specify:)_________________

Attempt 2 Date _________________ Staff _________
❑ Individual refused to sign.

❑ Communication barriers prohibited obtaining the acknowledgement.

❑ An emergency prevented us from obtaining acknowledgement.

❑ Other (Specify:)_________________

©2020 KMC University All Rights Reserved
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Gordon D. Elder, DC, PA dba Blair Chiropractic Clinic
PHI Use and Disclosure Authorization

If you wish to have your medical or billing information released to family members you must fill out the information and
sign below. We have permission to (please check all that apply):

❑ Leave messages on home phone or with household members about appointments, and test results.

❑ Leave messages on work phone about appointments, and test results.

❑ Leave messages on cell phone about appointments, and test results.

❑ Email appointment reminders

❑ Confirm appointments by phone or text

This authorization is effective through (check one):
❑ ____ /____ /____

❑ NO EXPIRATION unless revoked or terminated by the patient or the patient’s personal representative.

I hereby authorize Gordon D. Elder, DC, PA dba Blair Chiropractic Clinic disclosure of my individually identifiable health
information to the individuals listed below:

1. Name ____________________________________ Relationship to Patient _________________

Authorization to:
❑ Disclose treatment plans and test results

❑ Billing information including statement balances

❑ Past and future Appointments

❑ Receive phone messages and/or email regarding appointments or test results

❑ Other ________________________________________________________________________

2. Name ____________________________________ Relationship to Patient _________________

Authorization to:
❑ Disclose treatment plans and test results

❑ Billing information including statement balances

❑ Past and Future Appointments

❑ Receive Phone Messages or email regarding appointments or test results

❑ Other ________________________________________________________________________

I understand that I may revoke this authorization to disclose information at any time by notifying Gordon D. Elder, DC, PA
dba Blair Chiropractic Clinic in writing (Termination of Disclosure Form provided upon request). If I choose to do so, I am
aware that my revocation will not affect any actions taken by the clinic until the termination request is received in writing
and processed.

Authorization to Disclose:

____________________________________________________ __________________________
Patient Name (print) Patient’s Date of Birth

_____________________________________________________ __________________________
Patient Signature Date
_____________________________________________________ __________________________
Signature of Personal Representative Date

Relationship to Patient: _______________________Driver’s License Number: ______________State____

©2020 KMC University All Rights Reserved

1



 

 

AVVigQmeQW, UCC LieQ aQd AXWhRUi]aWiRQ 
FOR DIRECT PAYMENTS BY MY PAYERS TO BLAIR CHIROPRACTIC CLINIC 

PURPOSE AND CONSIDERATION; TERMS WHICH PAYERS MAY BE REQUIRING ​​. The purpose of¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬     
this Assignment & UCC Lien is to assist the Office and any duly-authorized A/R management agent of the Office in obtaining Proceeds from various                        
Payers (including without limit my Attorney) for the payment of my Charges. In consideration for receiving/continuing health care at the Office based                      
on terms which Payers may be requiring, as well as on terms set forth in various documents of the Office, I agree to the following and direct all                            
Payers as follows: 

DEFINITIONS​​. In this Assignment & UCC Lien, the following terms shall have the following meaning: “Office´ and “Clinic´ shall refer to                     
Gordon D. Elder, DC, PA, DBA Blair Chiropractic Clinic ​​located at ​​1212 Avenue J, Ste 101, Lubbock, TX 79401; “Assignment & UCC Lien        ¬  ¬             
Document,´ “Assignment & UCC Lien,´ “Assignment & Lien,´ and other like phrases shall refer to this document. “Payer´ shall refer to without limit                       
any insurance carrier, health benefit plan administrator and fiduciary, health maintenance organization, preferred and independent provider                
organization, attorney, adjuster, claims handler, medical examiner, individual reviewer or review entity, at-fault party, 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 involved directly or indirectly in determining                           
the obligation to pay or disburse Proceeds, either now or in the future; “Proceeds´ shall include without limit, the proceeds from any settlement,                       
judgment, or verdict, the proceeds from any promise to pay or reimburse, the proceeds relating to “health-care-insurance receivables´ and “payment                    
intangibles´ as such are defined by the applicable Uniform Commercial Code, and the proceeds relating to the following benefits, plans, or                     
coverages: individual and group health benefits, Medicare and Medicaid, workers¶ compensation, disability, liability, uninsured and underinsured                
motorist, no-fault, medical expense or payments benefits (“Medpay´), personal injury protection (“PIP´), lost wages, lost services, property damage,                  
errors & omissions, and malpractice; “Charges´ shall include without limit the full fees for the Office¶s goods and 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 this Assignment & UCC Lien, any Additional Costs incurred by the Office as                        
defined herein, delinquency penalties and interest to the maximum extent permitted under law or at the annual rate of eighteen percent (18%),                      
whichever is greater, and any other charges incurred by me at the Office; “Additional Costs´ shall include without limit any costs incurred by the                        
Office relating directly or indirectly to (i) the goods or services associated with my Charges, (ii) this Assignment & UCC Lien, (iii) the application or                         
enforcement of any law relating to the issue of the Office¶s Charges, secured interests or its goods and services, (iv) any effort or action to collect my                           
Charges either from me or from any Payer, or (v) any legal or medico-legal action, process, or claim of any nature against, or by, the Office or its                            
employees for any reason relating to the foregoing items, (i)-(iv), of the previous clause (“Medico-Legal Process´). “Additional Costs shall further                    
include without limitation an hourly fee of $100 for our Office¶s administrative staff time, as well as an hourly fee of $500 for any lost-time at work by                            
any treating or diagnosing health care provider employed by or contracted with our Office, relating to any of the foregoing items. “Medico-Legal                      
Process´ shall include without limit civil and administrative proceedings, mediation, arbitration, interpleader actions, cross-claims or counterclaims,                
requests for reconsideration, independent reviews, and internal appeals. Costs associated with such Medico-Legal Processes shall also include                 
without limitation any pre- and post-judgment costs, filing fees, service of process charges, and attorney¶s fees. In determining the Office¶s Charges,                     
I hereby waive any defense or argument that such costs shall not apply or be awarded based on the claim that the Office¶s goods or services were                           
somehow (i) not sufficiently necessary or effective, related to an accident, documented or otherwise warranted, or (ii) inappropriately directed,                   
delivered, conducted or administered.  

ASSIGNMENT AND UCC LIEN TERMS​​. (i) Assignment Terms: I hereby assign to the Office to the extent permitted by law, but only to¬ ¬ ¬ ¬                    
the extent of my Charges, all of my claims to, rights to, and interests in, Proceeds, whether resolved or unresolved, including without limit ownership                        
rights, which I may have now or in the future relating directly or indirectly to my Charges, condition, or causes of my condition (“Claims to Proceeds´),                          
including without limit any and all causes of action, receivables, payment intangibles, and remedies that I might have against or with respect to any                        
Payer now or in the future, and the right to prosecute, seek, settle, or otherwise resolve such Claims to Proceeds either in my name or in the Office¶s                            
name and as the Office otherwise sees fit. I agree that this assignment shall be effective as of the date and time the initial cause of my condition                            
occurred. (ii) UCC Lien Terms: I further intend for this Assignment & UCC Lien to create a security interest under the applicable Uniform                       
Commercial Code; accordingly, I hereby grant to the Office a primary, non-contingent security interest in all of my Claims to Proceeds to the extent                        
permitted by law for the purpose of securing payment of my Charges (“UCC Lien´), the attachment and perfection of which shall relate back to, and                         
be effective as of, the date and time that the initial cause of my condition occurred; I further authorize the Office to file the form(s) normally filed with                            
the secretary of state or other governmental agency relating to such security interests, and to make such filings in all relevant jurisdictions as the                        
Office sees fit in its sole discretion; I agree that once payment in-full has been made towards all outstanding Charges to the full extent permitted by                          
law or contract and also as defined by my agreement with the Office, such security interest shall be removed or terminated solely upon my written                         
request sent through the U.S. Postal Service Certified Mail. (iii) Other Assignment and UCC Lien Terms: Consistent with the foregoing terms, I                      
hereby direct any and all Payers, to pay the Proceeds directly to, immediately 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 statute, purports to limit, reduce, or modify the distribution of Proceeds in any                         
manner inconsistent with this Assignment & UCC Lien including without limit through the reservation of a portion of the Proceeds exclusively to me, I                        
hereby waive such limits, reductions, or modifications. Such waiver shall not adversely affect or prejudice any rights which the Office may have and                       
elect to exercise under said law.  
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SPECIFIC DIRECTION TO ANY ATTORNEY I RETAIN, SUCH AS IN ACCIDENT CASES​​. IQ WKH HYHQW WKaW I UHWaLQ RQH RU PRUH                                
aWWRUQH\V UHOaWLQJ WR P\ COaLPV WR PURcHHdV, I KHUHb\ dLUHcW (aQd WKH OIILcH KHUHb\ UHTXHVWV) HacK aWWRUQH\ WR UHYLHZ WKH WHUPV RI WKLV AVVLJQPHQW &                         
UCC LLHQ, LQcOXdLQJ ZLWKRXW OLPLWaWLRQ WKH IacW WKaW I Pa\ bHcRPH UHVSRQVLbOH IRU YaULRXV cRVWV aULVLQJ KHUHXQdHU. AccRUdLQJO\, I UHVSHcWIXOO\ UHTXHVW                     
WKaW HacK aWWRUQH\ QRW XQLOaWHUaOO\ aVVXPH WR aUbLWUaWH SRWHQWLaO dLVSXWHV UHOaWLQJ WR WKLV AVVLJQPHQW & UCC LLHQ. I KHUHb\ dLUHcW (aQd WKH OIILcH                       
KHUHb\ UHTXHVWV) HacK aWWRUQH\ WR SURYLdH LPPHdLaWH QRWLcH WR WKH OIILcH aQd WR aQ\ dXO\-aXWKRUL]Hd A/R PaQaJHPHQW aJHQW RI WKH OIILcH UHJaUdLQJ                      
aQ\ PURcHHdV UHcHLYHd b\ WKH aWWRUQH\, WR SURPSWO\ Sa\ WKH OIILcH LQ-IXOO RXW RI VXcK PURcHHdV, aQd WR SURYLdH a IXOO accRXQWLQJ RI VXcK PURcHHdV WR                          
WKH OIILcH aQd WR aQ\ dXO\-aXWKRUL]Hd A/R PaQaJHPHQW aJHQW RI WKH OIILcH. I aJUHH WKaW WKH SXUSRVH RI VXcK PURcHHdV VKaOO bH SULPaULO\ WR Sa\ P\                          
CKaUJHV. II I KaYH a dLVSXWH ZLWK WKH OIILcH, aWWRUQH\, RU aQ\ RWKHU SaUW\ IRU aQ\ UHaVRQ, aQ\ UHPHdLHV I Pa\ KaYH VKaOO QRW LQcOXdH LQVWUXcWLQJ P\                           
aWWRUQH\ WR ZLWKKROd RU dHOa\ Sa\PHQW RI PURcHHdV WR WKH OIILcH IRU aQ\ SRUWLRQ RI WKH CKaUJHV. I IXUWKHU aJUHH WR aQd KHUHb\ LUUHYRcabO\ ZaLYH aQ\                          
SUHVHQW RU IXWXUH ULJKW I Pa\ KaYH, ZKHWKHU aULVLQJ XQdHU a ³CRPPRQ FXQd DRcWULQH´ RU aQRWKHU OHJaO baVLV, WR UHTXLUH WKH OIILcH WR abVRUb WKH cRVWV                          
aVVRcLaWHd ZLWK, RU RWKHUZLVH aVVXPH UHVSRQVLbLOLW\ IRU, aQ\ SRUWLRQ RI P\ aWWRUQH\¶V IHHV aQd cRVWV, RU RWKHU H[SHQVHV RI RbWaLQLQJ PURcHHdV. 

DISCLOSURE DIRECTIVES TO ALL PAYERS​​. ​​I KHUHb\ dLUHcW HacK aQd HYHU\ Pa\HU WR LPPHdLaWHO\ UHOHaVH WR WKH OIILcH aQd WR aQ\                          
dXO\-aXWKRUL]Hd A/R PaQaJHPHQW aJHQW RI WKH OIILcH aQ\ PHUWLQHQW IQIRUPaWLRQ UHOaWLQJ WR (a) aQ\ cRYHUaJH I Pa\ KaYH aQd (b) aQ\ PURcHHdV                      
DHWHUPLQaWLRQ b\ WKH Pa\HU UHOaWLQJ WR WKH OIILcH¶V CKaUJHV. ³PHUWLQHQW IQIRUPaWLRQ´ VKaOO LQcOXdH ZLWKRXW OLPLWaWLRQ WKH aPRXQW RI WRWaO cRYHUaJH                    
aYaLOabOH aQd UHPaLQLQJ, aV ZHOO aV WKH aPRXQW RI aQ\ RXWVWaQdLQJ cOaLPV ZKLcK WKH Pa\HU KaV UHcHLYHd IURP aQ\ cOaLPaQW UHOaWLQJ WR P\ cRQdLWLRQ.                        
³PHUWLQHQW IQIRUPaWLRQ´ VKaOO aOVR LQcOXdH ZLWKRXW OLPLW cRSLHV RI aOO dRcXPHQWV, UHcRUdV, aQd RWKHU LQIRUPaWLRQ (a) UHOLHd XSRQ b\ WKH Pa\HU LQ PaNLQJ                       
a PURcHHdV DHWHUPLQaWLRQ, RU (b) ZaV VXbPLWWHd, cRQVLdHUHd, RU JHQHUaWHd LQ WKH cRXUVH RI PaNLQJ a PURcHHdV DHWHUPLQaWLRQ ZLWKRXW UHJaUd WR                     
ZKHWKHU VXcK dRcXPHQW, UHcRUd, RU RWKHU LQIRUPaWLRQ ZaV UHOLHd XSRQ LQ PaNLQJ WKH PURcHHdV DHWHUPLQaWLRQ. ³PURcHHdV DHWHUPLQaWLRQ´ VKaOO LQcOXdH                   
ZLWKRXW OLPLWaWLRQ aQ\ dHWHUPLQaWLRQ b\ WKH Pa\HU WR Sa\, dHQ\, RU dHOa\ Sa\PHQW RI aQ\ PURcHHdV UHOaWLQJ WR WKH OIILcH¶V CKaUJHV, aV ZHOO aV a                         
dHcLVLRQ WR UHIHU WKH CKaUJHV WR aQ LQdHSHQdHQW UHYLHZ RU aXdLW, XWLOL]aWLRQ UHYLHZ, RU LQdHSHQdHQW PHdLcaO H[aP. I IXUWKHU aXWKRUL]H aQd dLUHcW WKH                       
OIILcH WR UHOHaVH aQ\ LQIRUPaWLRQ UHOaWLQJ aQ\ VHUYLcHV UHQdHUHd WR RU IRU PH b\ WKH OIILcH WR aOO Pa\HUV, LQcOXdLQJ ZLWKRXW OLPLW a cRS\ RI P\ CKaUJHV                           
aQd a cRS\ RI WKLV AVVLJQPHQW & UCC LLHQ, XQOHVV RWKHUZLVH aJUHHd WR LQ ZULWLQJ.  

DISCLAIMERS. I UNDERSTAND THAT THE OFFICE MAY RETAIN THE SERVICES OF AN A/R MANAGEMENT AGENT TO ASSIST                                 
THE OFFICE IN MANAGING ITS PERSONAL INJURY ACCOUNT RELATING TO MY CHARGES. I UNDERSTAND THAT THE OFFICE AND/OR                                   
A/R MANAGEMENT AGENT MAY HAVE NEED FROM TIME TO TIME TO CONTACT ME REGARDING MY CHARGES AND THE                                   
MANAGEMENT OF MY ACCOUNT WITH THE OFFICE. I UNDERSTAND AND AGREE THAT NOTHING IN THIS ASSIGNMENT & UCC LIEN,                                     
OR ANY INTERACTION I MAY HAVE EITHER WITH THE OFFICE AND/OR A/R MANAGEMENT AGENT, OR ANY INTERACTION BETWEEN                                  
SUCH ENTITIES AND ANY PAYER, SHALL CONSTITUTE LEGAL ADVICE OR ESTABLISH AN ATTORNEY-CLIENT RELATIONSHIP. I                             
UNDERSTAND THAT ALL SUCH INTERACTIONS, TO THE EXTENT THEY OCCUR, SHALL BE FOR THE PURPOSES OF HELPING THE                                   
OFFICE AND/OR A/R MANAGEMENT AGENT TO MANAGE THE OFFICE·S PERSONAL INJURY ACCOUNT EXCLUSIVELY FOR THE                             
BENEFIT OF THE OFFICE, AND SHALL NOT BE CONSTRUED AS BEING PROVIDED FOR THE BENEFIT OF HELPING ME TO SETTLE ANY                                         
CAUSES OF ACTION I MAY HAVE AGAINST ANY ENTITY OR INDIVIDUAL. I UNDERSTAND AND AGREE THAT IF I HAVE QUESTIONS OF                                       
A LEGAL NATURE, I WILL SPEAK WITH AN ATTORNEY AT LAW.   

MISCELLANEOUS​​. E[cHSW aV SURYLdHd LQ WKLV SaUaJUaSK, WKLV AVVLJQPHQW & UCC LLHQ VKaOO QRW bH PRdLILHd RU UHYRNHd ZLWKRXW WKH                    
H[SUHVVHd, ZULWWHQ cRQVHQW RI WKH OIILcH. I KHUHb\ UHYRNH, ZLWK WKH OIILcH¶V cRQVHQW, WKH WHUPV RI aQ\ SUHYLRXVO\ VLJQHd dRcXPHQWV, bXW RQO\ WR WKH                        
H[WHQW WKRVH WHUPV cRQIOLcW ZLWK WKH WHUPV RI WKLV AVVLJQPHQW & UCC LLHQ. I aJUHH WKaW HacK aQd HYHU\ SURYLVLRQ RI WKLV AVVLJQPHQW & UCC LLHQ LV                           
UHaVRQabO\ QHcHVVaU\. HRZHYHU, VKRXOd aQ\ SURYLVLRQ RI WKLV AVVLJQPHQW & UCC LLHQ bH IRXQd WR bH LQYaOLd, LOOHJaO RU XQHQIRUcHabOH, RU IRU aQ\                       
UHaVRQ cHaVH WR bH bLQdLQJ RQ aQ\ SaUW\ KHUHWR, aOO RWKHU SRUWLRQV aQd SURYLVLRQV RI WKLV AVVLJQPHQW & UCC LLHQ VKaOO, QHYHUWKHOHVV, UHPaLQ LQ IXOO                         
IRUcH aQd HIIHcW. I aJUHH WR LQdHPQLI\ aQd KROd WKH OIILcH KaUPOHVV IRU CKaUJHV, LQcOXdLQJ ZLWKRXW OLPLWaWLRQ aQ\ AddLWLRQaO CRVWV aV dHILQHd KHUHLQ.                       
IQ WKH HYHQW WKaW I ILOH IRU baQNUXSWc\, I ZaLYH aQ\ RbMHcWLRQ WR WKH OIILcH SURcHHdLQJ aIWHU aQ\ Pa\HU IRU UHcHLYLQJ UHLPbXUVHPHQW RI WKH OIILcH'V                         
CKaUJHV. TKLV AVVLJQPHQW & UCC LLHQ VKaOO bH JRYHUQHd XQdHU WKH OaZV RI WKH VWaWH ZKHUH WKH OIILcH LV ORcaWHd aQd LV SHUIRUPabOH LQ WKH cRXQW\                          
ZKHUH WKH OIILcH LV ORcaWHd. IQ aQ\ acWLRQ baVHd XSRQ WKLV AVVLJQPHQW & UCC LLHQ, I KHUHb\ cRQVHQW WR SHUVRQaO MXULVdLcWLRQ aQd YHQXH RI aQ\ cRXUW                          
LQ VaLd cRXQW\ aQd ZaLYH aOO RbMHcWLRQV baVHd RQ LPSURSHU MXULVdLcWLRQ, YHQXH, RU IRUXP LQcRQYHQLHQcH. I IXUWKHU ZaLYH aQ\ VWaWXWH RI OLPLWaWLRQV ZKLcK                       
Pa\ aSSO\ LQ aQ\ acWLRQ baVHd XSRQ WKLV AVVLJQPHQW & UCC LLHQ. 

 
PaWLHQW NaPH (SOHaVH SULQW): ​_______________________________________________________________________________________________ 
 
SLJQaWXUH: ​______________________________________________________________________________​    DaWH: ​________________________ 
 
NaPH RI CXVWRdLaO PaUHQW RU LHJaO GXaUdLaQ, RQ BHKaOI RI WKH PaWLHQW (SOHaVH SULQW):  

​_____________________________________________________________________________________________________________________ 
 
PaUHQW/GXaUdLaQ SLJQaWXUH: ​_________________________________________________________________​    DaWH: ​________________________ 
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LeWWeU Rf PURWecWiRn¬
 
 
AccideQW DaWe: ​_____________________ 

 

PaWieQW NaPe:  ​__________________________________________________________ 

 

AWWRUQe\ NaPe: ​__________________________________________________________ 

 

I/We (³Ze´) Whe XQdeUVigQed SaWieQW aQd aWWRUQe\, ZiOO SURWecW Whe iQWeUeVWV Rf GRUdRQ D. EOdeU, DC, PA dba BOaiU ChiURSUacWic COiQic 

("Whe Office") RXW Rf Whe SURceedV Rf aQ\ VeWWOePeQW, MXdgPeQW, RU YeUdicW, aV ZeOO aV RXW Rf aQ\ QR-faXOW SURceedV, UeOaWiQg WR Whe 

accideQW OiVWed abRYe. 

 

B\ "iQWeUeVWV," Ze PeaQ aQ\ RXWVWaQdiQg baOaQce RZed WR Whe Office b\ Pe, Whe PaWieQW, fRU aQ\ ChaUgeV iQcXUUed aW Whe Office aV 

defiQed b\ Whe Office¶V dRcXPeQWV. 

 

ThiV OeWWeU Rf SURWecWiRQ VhaOO QRW be PRdified RU UeYRNed ZiWhRXW Whe ZUiWWeQ cRQVeQW Rf Whe Office.  ThiV OeWWeU Rf SURWecWiRQ VhaOO QRW be 

e[cOXViYe Rf aQ\ RWheU VecXUiW\ iQWeUeVWV RU UighWV, if aQ\, Zhich Whe Office Pa\ haYe. 

 

 

PaWieQW SigQaWXUe: ​________________________________________________________________________​    DaWe: ​________________________ 

 

AWWRUQe\ SigQaWXUe: ​_______________________________________________________________________​    DaWe: ​________________________ 
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PeUVRQaO IQjXU\ IQVXUaQce WaiYeU¬
 

 

 

For the purposes of this Notice & Consent Form, ³Office´ shall refer to Gordon D. Elder, DC, PA, dba the Blair Chiropractic Clinic. 

I want to receive the below services as they have been explained before and/or during my initial visit. I want them for purposes of                        

helping to correct my underlying conditions, to improve function, and to relieve the effects of my condition, as well as for purposes of                       

evaluating treatment effectiveness as may be applicable. Instead of paying your Office at the time of service or based on credit plans                      

commonly made available to patients at the Office, I¶m electing instead to have you file claims with all applicable accident insurance                     

payers (³Payer´) along with a copy of this insurance waiver and any optional care plan I may elect. I want to receive the below services                         

EVEN THOUGH A PAYER MAY POTENTIALLY DEEM THEM TO BE (1) not medically indicated or authorized, (2) not blended with¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬ ¬            

sufficient ³active care´ at your particular Office or with sufficient home-based care, (3) based on a non-varying or non-unique treatment                    

plan, (4) not sufficiently causally-related to my accident, (5) somehow non-conducive to my health (again, as potentially deemed by the                    

Payer), (6) potentially subject to reduction based on, e.g., hardship and/or prompt pay discounts which may be extended by the Office                     

on a conditional basis to qualifying patients as set forth on the Office¶s online financial policies, or (7) otherwise not reimbursable as                      

deemed by the Payer based on a policy established or adopted by the Payer. My doctor has fully apprised me of the relative need and                         

use at a certain stage for active forms of care as well as certain home-based forms of care. In the event my doctor has prescribed                         

x-rays, my doctor has also fully apprised me of the potential risks associated with x-rays. I have read and understood and agree with                       

the terms of the Office¶s Financial Policies. The terms of the Financial Policies are incorporated herein by reference. Consistent with                    

the Financial Policies and this Waiver, I understand that I am personally and financially responsible for all Charges at the Office.                     

Without limiting the Financial Policies in any way, I understand that there is a likelihood that the Charges listed below may be Denied by                        

my Payer for any number of reasons including without limitation those defined and set forth above and in the Financial Policies. In the                       

event a Payer seeks to file any type of Medico-Legal Process against the Office relating to these claims, I understand that I may be                        

deemed to be, potentially, an indispensable party to such process. I understand that as part of my Optional Care Plan, I may be                       

receiving some or all of the following services from the Office which may be Denied by my Payer. Any services I elect not to receive                         

have been denoted below: 

EOecWed WR¬
NaPe Rf IWeP DeVcUiSWiRQ LiVW ChaUge NRW ReceiYe ([)¬

¬
Initial Imaging X-Rays, CT Scans, and/or MRI¶s at the commencement of care. $111.11 - 333.33 ea _____ 

Initial C&E Initial consultation and exam. $250.00 _____ 

Adjustments Adjustments to one or more joints of the body. $106.00 - 150.00 ea _____ 

Checkups Checkups to assess progress. $83.33 ea _____ 

Re-Evaluations Periodic evaluations to further document progress. $111.11 - 166.67 ea _____ 

Missed Appointments Missed appointment fee $25.00 ea _____ 

¬

I·Ye Uead aQd XQdeUVWRRd aQd agUee WR Whe WeUPV Rf WhiV ZaiYeU. 

 

Patient Name (please print): ​_______________________________________________________________________________________________ 

 

Signature: ​______________________________________________________________________________​    Date: ​________________________ 
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NRWLce WR UQUeSUeVeQWed PaWLeQWV¬
 

 

POeaVe Be AdYLVed: 
II YRX AUe UQUeSUeVeQWed b\ LeJaO CRXQVeO, Be 

RQ WKe LRRN-OXW IRU LRZ SeWWOePeQW OIIeUV 

PLEASE BE ADVISED​​ WKaW aV \RX aWWePSW WR QeJRWLaWe WKe VeWWOePeQW RI \RXU caVe ZLWK WKe RWKeU SaUW\'V LQVXUaQce cRPSaQ\ (RU \RXU 

XQLQVXUed PRWRULVW cRYeUaJe), WKe adMXVWeU Pa\ PaNe aQ RIIeU WKaW VeePV XQIaLUO\ ORZ aQd WKaW Pa\ QRW eYeQ cRYeU WKe aPRXQW RI \RXU 

PedLcaO / cKLURSUacWLc bLOOV.  FRU WKLV UeaVRQ, Ze UecRPPeQd WKaW \RX cRQVLdeU UeWaLQLQJ OeJaO cRXQVeO WR SURWecW \RXU ULJKWV. 

FRU LQVWaQce, WKe adMXVWeU Pa\ SeUVXaVLYeO\ aWWePSW WR cRQYLQce \RX WKaW IRU a QXPbeU RI UeaVRQV WKe RIIeU ZLOO QRW JR aQ\¬
KLJKeU aQd \RX Pa\ be JLYeQ aQ XOWLPaWXP RI "WaNe LW RU OeaYe LW." ​​   TKLV LV MXVW RQe RI WKe PaQ\ UeaVRQV ZK\ Ze UecRPPeQd \RX 

cRQVLdeU UeWaLQLQJ OeJaO cRXQVeO WR SURWecW \RXU LQWeUeVWV.  IQ WKe abVeQce RI UeSUeVeQWaWLRQ, WKe adMXVWeU'V RIIeU Pa\ VLPSO\ be ​ZKaW WKe 

adMXVWeU WKLQNV Ke RU VKe caQ JeW \RX WR WaNe​ YeUVXV ZKaW LV IaLU aQd eTXLWabOe.  

IQ IacW, LQ VRPe caVeV, Ze KaYe KeaUd RI adMXVWeUV WeOOLQJ XQUeSUeVeQWed SaWLeQWV WKaW WKe KeaOWK caUe bLOOV ZeUe XQUeaVRQabO\ KLJK aQd 

WKaW QRW aOO RI WKe WUeaWPeQW ZaV QeceVVaU\.  ​BEWARE OF THESE AND OTHER LIKE PRACTICES​​.​​  ReVW aVVXUed WKaW WKe WUeaWPeQW 

WKaW ZaV SURYLded WR \RX aW RXU OIILce IRU \RXU LQMXULeV ZaV PedLcaOO\ QeceVVaU\ aQd WKaW WKe aPRXQW RI RXU cKaUJeV aUe ZeOO ZLWKLQ WKe 

XVXaO aQd cXVWRPaU\ UaQJe IRU WKLV UeJLRQ RI WKe cRXQWU\. 

WKeQeYeU WKLV RIILce LV QRWLILed WKaW WKe IXOO aPRXQW RI RXU bLOOV Pa\ QRW be cRYeUed b\ WKe VeWWOePeQW aPRXQW, RQ RXU RZQ beKaOI, QRW 

UeSUeVeQWLQJ aQ\ SaWLeQW, RXU RIILce dePaQdV WR Vee a ​PROPER WRITTEN REVIEW PERFORMED BY AN APPROPRIATE HEALTH¬
CARE PROVIDER​​ ZKR LV WUaLQed aQd e[SeULeQced LQ WKe caUe \RX UeceLYed, ZKR caQ XQdeUVWaQd ZKaW WKe caUe ZaV abRXW, aQd ZKR 

caQ SURYLde a PRUe IaLU, OeVV bLaVed, RSLQLRQ RQ WKe PaWWeU. 

IW VKRXOd be cOeaU WR \RX baVed RQ \RXU SUeYLRXV acNQRZOedJPeQW WKaW LW LV \RXU UeVSRQVLbLOLW\ WR Sa\ \RXU RXWVWaQdLQJ baOaQce (RU PaNe 

VXUe WKaW Ze aUe SaLd) aW RXU OIILce, UeJaUdOeVV RI WKe aPRXQW RI \RXU VeWWOePeQW ZLWK WKe LQVXUaQce cRPSaQ\. 

THE TIME TO HAVE A PROPER MEDICAL NECESSITY REVIEW PERFORMED IS BEFORE SETTLEMENT IS COMPLETED, AND¬
NOT AFTER.  AGAIN, CONSIDER RETAINING LEGAL COUNSEL TO PROTECT YOUR RIGHTS. 

TKaQN \RX! 

 

PaWLeQW NaPe (SOeaVe SULQW): ​_______________________________________________________________________________________________ 

 

SLJQaWXUe: ​______________________________________________________________________________​    DaWe: ​________________________ 

 

ThiV QRWice dReV QRW cRQVWiWXWe legal adYice aQd dReV QRW eVWabliVh aQ aWWRUQe\-clieQW UelaWiRQVhiS. If \RX haYe TXeVWiRQV Rf a                    
legal QaWXUe, \RX VhRXld cRQWacW aQ aWWRUQe\ aW laZ. 
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IQfRUPed CRQVeQW«
 
POeaVe Uead WhiV eQWiUe dRcXPeQW SUiRU WR VigQiQg iW. IW iV iPSRUWaQW WhaW \RX XQdeUVWaQd Whe«
iQfRUPaWiRQ cRQWaiQed iQ WhiV dRcXPeQW. POeaVe aVN TXeVWiRQV befRUe \RX VigQ if WheUe iV aQ\WhiQg WhaW iV XQcOeaU.«
«
The QaWXUe Rf Whe chiURSUacWic adjXVWPeQW: ​TKe WUeaWPeQW XVed WR KeOS SeRSOe b\ DRcWRUV Rf CKLURSUacWLc LV WKe cKLURSUacWLc adMXVWPeQW, aOVR caOOed 
VSLQaO PaQLSXOaWLYe WKeUaS\. TKe SXUSRVe Rf a cKLURSUacWLc adMXVWPeQW LV WR cRUUecW a VXbOX[aWLRQ RU VOLJKW MRLQW dLVORcaWLRQ WKaW LV affecWLQJ QeUYeV aQd 
WKeUeb\ adYeUVeO\ affecWLQJ WKe KeaOWK aQd fXQcWLRQ Rf WKe bRd\. TKe adMXVWPeQW Pa\ caXVe aQ aXdLbOe ²SRS³ RU ²cOLcN.³ TKe XSSeU-ceUYLcaO VSecLfLc 
adMXVWPeQW SULPaULO\ XVed LQ WKLV RffLce dReV QRW LQYROYe aQ\ WZLVWLQJ aQd JeQeUaOO\ LV QRW accRPSaQLed b\ aQ\ MRLQW QRLVe. 
AQaO\ViV / E[aPiQaWiRQ / CRUUecWiRQ:​ AV a SaUW Rf WKe aQaO\VLV, e[aPLQaWLRQ, aQd cRUUecWLRQ \RX aUe cRQVeQWLQJ WR WKe fROORZLQJ SURcedXUeV aV 
Qeeded: 

● cKLURSUacWLc adMXVWPeQW 
● SaOSaWLRQ 
● UaQJe Rf PRWLRQ WeVWLQJ 
● RUWKRSedLc WeVWLQJ 

● QeXURORJLc WeVWLQJ 
● SRVWXUaO aQaO\VLV 
● UadLRJUaSKLc VWXdLeV ([-Ua\V/CT VcaQV) 

The PaWeUiaO UiVNV iQheUeQW iQ chiURSUacWic adjXVWPeQWV:​ AV ZLWK aQ\ KeaOWKcaUe SURcedXUe, WKeUe aUe ceUWaLQ cRPSOLcaWLRQV WKaW Pa\ aULVe dXULQJ 
cKLURSUacWLc adMXVWPeQWV. SRPe SaWLeQWV ZLOO feeO VRPe VWLffQeVV aQd VRUeQeVV dXe WR cKaQJeV LQ VSLQaO aOLJQPeQW. OWKeU SRVVLbOe cRPSOLcaWLRQV 
LQcOXde bXW aUe QRW OLPLWed WR fUacWXUeV, dLVc LQMXULeV, dLVORcaWLRQ, PXVcOe VWUaLQ, ceUYLcaO P\eORSaWK\, cRVWRYeUWebUaO VWUaLQV, aQd VeSaUaWLRQV. IQ 
addLWLRQ, VRPe W\SeV Rf PaQLSXOaWLRQ Rf WKe QecN KaYe beeQ aVVRcLaWed ZLWK LQMXULeV Rf WKe aUWeULeV LQ WKe QecN OeadLQJ WR RU cRQWULbXWLQJ WR VeULRXV 
cRPSOLcaWLRQV LQcOXdLQJ VWURNe. EYeU\ UeaVRQabOe effRUW WR VcUeeQ fRU cRQWUaLQdLcaWLRQV WR caUe ZLOO be Pade; Lf \RX KaYe a cRQdLWLRQ WKaW ZRXOd 
RWKeUZLVe QRW cRPe WR P\ aWWeQWLRQ, LW LV \RXU UeVSRQVLbLOLW\ WR LQfRUP Pe. 
The SURbabiOiW\ Rf WhRVe UiVNV RccXUUiQg:​ FUacWXUeV aUe UaUe RccXUUeQceV aQd JeQeUaOO\ UeVXOW fURP VRPe XQdeUO\LQJ ZeaNQeVV Rf WKe bRQe ZKLcK 
VKRXOd be dLVcRYeUed dXULQJ WKe KLVWRU\, e[aPLQaWLRQ RU [-Ua\ SRUWLRQ Rf \RXU LQLWLaO YLVLWV. SWURNe KaV beeQ WKe VXbMecW Rf WUePeQdRXV dLVaJUeePeQW, 
WKe\ aUe aVVRcLaWed ZLWK URWaWLRQaO adMXVWPeQWV Rf WKe QecN ZKLcK aUe QRW SeUfRUPed LQ WKLV RffLce, aQd eYeQ WKeQ aUe e[ceedLQJO\ UaUe. ReceQW 
UeVeaUcK VXJJeVWV WKaW VWURNeV aUe QR PRUe OLNeO\ afWeU a URWaWLRQaO cKLURSUacWLc adMXVWPeQW WKaQ aQ\ RWKeU WLPe. TKe RWKeU cRPSOLcaWLRQV PeQWLRQed 
aUe aOVR JeQeUaOO\ deVcULbed aV UaUe. 
The aYaiOabiOiW\ aQd QaWXUe Rf RWheU WUeaWPeQW RSWiRQV:​ OWKeU WUeaWPeQW RSWLRQV fRU \RXU cRQdLWLRQ Pa\ LQcOXde: 

● SeOf-adPLQLVWeUed RYeU-WKe-cRXQWeU SaLQ PedLcaWLRQV aQd UeVW 
● MedLcaO caUe aQd SUeVcULSWLRQ dUXJV VXcK aV aQWL-LQfOaPPaWRULeV, PXVcOe UeOa[aQWV, aQd SaLQ-NLOOeUV 
● PK\VLcaO TKeUaS\ 
● SXUJeU\ 

If \RX cKRRVe WR XVe RQe Rf WKe abRYe OLVWed ²RWKeU WUeaWPeQW³ RSWLRQV, \RX VKRXOd be aZaUe WKaW WKeUe aUe ULVNV aQd beQefLWV WR eacK RSWLRQ aQd \RX 
VKRXOd dLVcXVV WKeVe ZLWK \RXU SULPaU\ PedLcaO SK\VLcLaQ. 
The UiVNV aQd daQgeUV aWWeQdaQW WR QRW cRUUecWiQg Whe VXbOX[aWiRQ:​ RePaLQLQJ VXbOX[aWed Pa\ aOORZ WKe fRUPaWLRQ Rf MRLQW adKeVLRQV aQd WKe 
UedXcWLRQ Rf PRbLOLW\ ZKLcK Pa\ VeW XS a SaLQ UeacWLRQ fXUWKeU UedXcLQJ PRbLOLW\. FXUWKeUPRUe, aQ\ QeXURORJLc dLVUXSWLRQ caXVed b\ WKe VXbOX[aWLRQ 
ZLOO QRW be UePRYed aQd WKe aUeaV cRQWUROOed b\ WKRVe QeUYeV ZLOO be ZeaNeQed, dLVeaVed, RU RWKeUZLVe d\VfXQcWLRQaO. OYeU WLPe WKLV SURceVV Pa\ 
cRPSOLcaWe fXWXUe cRUUecWLRQ, PaNLQJ LW PRUe dLffLcXOW aQd OeVV effecWLYe WKe ORQJeU LW LV SRVWSRQed. 
 

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTOOD THE ABOVE. 
I KaYe Uead WKe abRYe e[SOaQaWLRQ Rf WKe cKLURSUacWLc adMXVWPeQW aQd UeOaWed SURcedXUeV. I KaYe dLVcXVVed LW ZLWK WKe dRcWRU aQd KaYe Kad P\ 
TXeVWLRQV aQVZeUed WR P\ VaWLVfacWLRQ. B\ VLJQLQJ beORZ I VWaWe WKaW I KaYe ZeLJKed WKe ULVNV LQYROYed LQ XQdeUJRLQJ WUeaWPeQW aQd KaYe decLded WKaW 
LW LV LQ P\ beVW LQWeUeVW WR XQdeUJR WKe cRUUecWLRQ UecRPPeQded. HaYLQJ beeQ LQfRUPed Rf WKe ULVNV, I KeUeb\ JLYe P\ cRQVeQW WR WKaW WUeaWPeQW. 
 
PaWLeQW NaPe (SOeaVe SULQW): _______________________________________________________________________________________________ 
 
SLJQaWXUe: ​______________________________________________________________________________​    DaWe: ________________________ 
 
DRcWRUµV NaPe:   ▢ DU. EOdeU  ▢ DU. JeQVeQ  ▢ OWKeU: ​_________________________________________________________________________ 
 
SLJQaWXUe: ​______________________________________________________________________________​    DaWe: ________________________ 
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INFORMED CONSENT FOR CHIROPRACTIC CARE 
 

AXWhori]aWion Wo UVe or DiVcloVe (ReleaVe) PerVonal HealWh InformaWion for 
Blair ChiropracWic Clinic ReVearch SWXdieV 

 
B\ Vigning beloZ, I peUmiW Whe BlaiU ChiUopUacWic Clinic Wo XVe oU diVcloVe (UeleaVe) m\ peUVonal 
healWh infoUmaWion foU UeVeaUch VWXdieV peUfoUmed b\ Whe clinic oU docWoUV. ThiV Vigned noWice 
giYeV Whe clinic peUmiVVion Wo diVcloVe m\ pUoWecWed healWh infoUmaWion Wo UeVeaUcheUV Zhen: 

a) WheiU UeVeaUch haV been appUoYed b\ an inVWiWXWional UeYieZ boaUd WhaW haV UeYieZed 
Whe UeVeaUch pUopoVal and 
b) eVWabliVhed pUoWocolV aUe in place Wo enVXUe Whe pUiYac\ of m\ pUoWecWed healWh 
infoUmaWion. 

The infoUmaWion WhaW ma\ be XVed oU diVcloVed foU UeVeaUch pXUpoVeV ma\ inclXde, bXW iV noW 
limiWed Wo, medical hiVWoU\, UeVXlWV of ph\Vical e[amV, lab oU imaging UeVXlWV, infoUmaWion UelaWed 
Wo a paUWicXlaU condiWion oU WUeaWmenW. 
 
I ma\ ZiWhdUaZ WhiV conVenW and aXWhoUi]aWion aW an\ Wime. EYen if I ZiWhdUaZ WhiV aXWhoUi]aWion, 
Whe BlaiU ChiUopUacWic Clinic ma\ VWill XVe oU diVcloVe healWh infoUmaWion Whe\ haYe alUead\ 
obWained if neceVVaU\ Wo mainWain Whe inWegUiW\ oU Whe UeliabiliW\ of Whe cXUUenW UeVeaUch. 
 
To ZiWhdUaZ WhiV aXWhoUi]aWion, I mXVW do Vo in ZUiWing Wo Whe BlaiU ChiUopUacWic Clinic. 
 
ThiV aXWhoUi]aWion doeV noW haYe an e[piUaWion daWe. 
 
____ YeV, I giYe Whe BlaiU ChiUopUacWic Clinic peUmiVVion Wo XVe m\ peUVonal healWh infoUmaWion 
foU UeVeaUch VWXd\ pXUpoVeV. I XndeUVWand Whe W\pe of infoUmaWion WhaW ma\ be XVed foU UeVeaUch 
pXUpoVeV, and WhiV aXWhoUi]aWion ma\ be ZiWhdUaZn aW an\ Wime. __________ (paWienW iniWialV 
heUe) 
 
____ No, I do NOT giYe Whe BlaiU ChiUopUacWic Clinic peUmiVVion Wo XVe m\ peUVonal healWh 
infoUmaWion foU UeVeaUch. __________ (paWienW iniWialV heUe) 
 
PaWienW SignaWXUe: __________________________________ DaWe______________________ 
 
DocWoU SignaWXUe: __________________________________ DaWe______________________ 
 

Gordon D. Elder, DC, Director 

Cegjified Adpa[ced Blaig Tech[ifke I[hjgkcj]g  ​ ​  Fell]q ]f jhe I[jeg[aji][al Chig]dgacjic Pediajgic Ahh]ciaji][ 
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