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ACCIDENT HISTORY FORM
Worker's C‘ompensatibn - Automobile Accident - I.M.E. Evaluation
Today's Date
Name ' Home Phone Work Phone
Address City — State : Zip
Date of Birth SSN Date of Accident
Employer Wk. Ad&.
Occup. Marital Status
Women: Are you Pregmnant?_ _ yes__ no ____ maybe Date of last mentrual onset

Tnmitials: _______ YISTORY - ACCIDENT (Patient’s Description)

HISTORY - PERSONAL INJURY

Driver Passenger Pedestrian other (Describe)
‘Traveling or stopped facing: Noxth— _ South . East _West
Location of Accident:Street ' Closest Intersecting Street
HEALTH INSURANCE INFORMATICN
Insurance Company Name ID #
Address i Phone
Please mark your areas cn figare below: CHECK YOUR SYMPTOMS:
Past Present
1.pizziness
2 .Backaches
3 .Heart Trouble
4 .Diabetes
5.Headaches
6 .Digestive Disorders
7.Nexvousness
8 .Neck Pain
9.Poor Circulation
10.Stroke
11.List current Medications/any past surgeries




Description of Accident (Check and/or circle appropriale descripilon ... Check ALL that apply)

Stopped / slowed down for iraffic / red light / stop sign and was stiuck in the Tear by another vehicle.

Was pushed Into ihe vehicle In front of hls/hers.

Was sideswiped by another vehicle travelling in ihe same direction

Anoiher vehicle ran a red light / slop sign and struck hisfher vehicle broadside / In the rear / in the front end.
Anoiher vehicle iravelling In the opposite direction collided head-on with the vehlcle In which he/she was riding

The vehicle in which he/she was riding was struck by another vehlcle causing It o spin around / roll over.

The pallent was Involved in a multi-vehicle collision

The patient was involved in a motor vehicle collision

The driver of the vehicle In which he/she was fiding lost control and struck another vehicle / ran off the road / struck
another objec! - describe: 4 '

The palient was a pedestran and waé struck by a motor vehicle

oQ GDGDDDDDD

Other (brlef descripiion):

Was the patient wearing a seat belt? [ Yes I No
Did he/she sirike any object Inside the car? Oves O N

select from the following list, any objects which ihe patien’s body struck at the point of impact:

{1 Head 1 Face [ chest [0 Neck
[ shoulder) R/t [1 Ams)) Ri/Lt 7 Legs) Ri/LU (3 Back
[ Knee(s) Rt/Lt O other: ‘

Select the objecis that were struck:

‘[0 Windshleld 7 Back of Seal O Headrest - [ seat broke
[ pash board (3 Jarred ordhrown about [T Steering column I Can't remember detalls (dazed)
J poor frame (3 Rendeted unconsclous [J Rearview miwor 1 Other:

Was the patient: ‘ ‘
[ unconscious’ O cutor bleeding - descilbe I Nelther

If applicable, indicate any paln or abnormal sensations experienced by the patlent immediately following the im-

pact:

(7 Felt no Immediate pain : [ Pain began several hours affer accldent [J Headache

(3 saw stars ‘ (7 semiconscious state [ Neck paln (Rt/Lt)
J upper extremity pain (Rt/ L) [ Lower extremity pain (Rt / Li) 3 ofther:

Indicate any actions laken by the patient immediately following the accident:

O went home and fook It easy (3 went aboul normal business 1 went to physlclan

O went fo hospital [T patlent doctored him/herself O pain began later
(thinking paln wolld go away)



Sickels Clinic of Chiropractic

Fiﬂ‘- “Health...Without a Prescription”
‘i rl a?‘;ll 503 N. erando Ave. 8041 Spygla,ss Hill Rd.
Ir Ill § N Suite 105 Suite 102
‘i B ’ Cocoa Beach, FL 82931 Viera, FL 82940
' i Emf (821) 788-9400 (821)610-8908

— (321) 788-9358 (821)788-9358

HOSPITALIZATION
Indicate method of delivery to hospital: D Ambulance

(3 ratient drove him/herself
[} priven by spouse/relative/friend/employer

(7 went home and taken later or drove. When:
Name of Hospital:
Wuesthof £ O Cape Canaveral O Jess Farrdsh .
D Holmes Regional D Patrick Air Force Base ‘ D Cape Kennedy Dispensaxy
G Othex: :
Was the patient seen in the emergency room? O ves d No
Was the patient admitted to the hospital? 3 ves : [ ~o
Length of Stay: '
Name of admitting Physician:
Indicate any procedures performed at the hospital (including the emergency rocm) :
Examination” D Stitches . D X-Rays
O acca ’ 0 physiotherapy a Prescription
[ cervical collar [ rgection J wound(s) dressed
D Complete bed rest D 6ther:

What did the patient do aftex his/hexr release f£rom hospital?
Returmed home and took it easy
Returned home and went to bed
a Returned home and returmed to emergency room after houxs/days
F_-l Returned to work
when did the patient consult a physician other than the hospital doctor?
Same Day 0 Following day O Within a few days
D Othex ) D None .
NOTE: IF THE PATIENT CONSULTED THIS OFFICE FIRST, SKIP TO PAST HISTORY

Who was the first physician you censulted? Dr.

Family Physician ] Chiropractoxr d Orthopedist
D Neurolcgist D Osteopath D Family walk-In Clinic -
Surgeon D Other:
What was done:’ D Examination d Collar
D X-Rays = . a Support (belt/brace) ) 4 Rx
D Traction D Manipulation
(7 rhysical Therapy (ulltra scund, heat) [ other:
Did the doctor refer patient to, or has the patient been to see any other doctor? D Yes {:l No
How long was the patient under the care of his/her physician?
Is the patient still uwnder his/her care? O ves O xo

Indicate the frequency of the patient’s visits to the doctor:
If the patient was sent for an independent medical examination, indicate the physician:

*List Medications currently taking:

*Vitamins and Sﬁpplements currently taking:
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PAST HISTORY

Has the patlent been Involved In any previous accldent of any kind?  No [ Yes:
If so, please provide dates and details:

If the patlent has been freated by any other physlcian for neck or back problems, please explaln:

If the patient has been previously treated by a chiropractor, please explain:

If pallent has undergone any surgety or experienced any conditions that are perlinent to this condition, pléase explain:

Did the patient enjoy good healih prior to this accldent? [ Yes [ No:

Explaln

_PRESENT COMPLAINTS

What are the patleni’s present complaints, starting with the mos! severe? Descrlbe’'In detail the location, Intensity (mild,
moderate or severe), how often each condlilon bothers you (constant, frequently, occdsionally):

On a scale of 1 to 10, with 10 being the worst, How would you rate your pain?

0 1 2 3 4——5 6 7 8—9 10
No Moderate Worst
-Paln . Pain B Possible

. Pain
DISABILITY

Has the pailent ost iime from work since the accident? J No [vyes Number of days lost:
Is the patlent silll off from work?
Patllent’s job description:

[ No (O Yes Indicate date patlent retumed to work:

What is it that patlent can not do at work due o pain? Explain in detail:
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Activities of Daily Livinig

PATIENT NAME; : PATIENT # DATE:
' FUNCTIONAL_ACTIVITIES
~ Please indicate how long you could both previously and now present perform the functional activities described below:
BEFORE NOW . BEFORE NOW
Sit Continuously __ht __ min ___hr. ___ min. Drve Continuously _ bt ___min __hn __ min

_hn __ min __h. ____min

Stand Continuously __h. __ min. __ht ___ min. Walk Confinuously

1 "PERSONAL ACTIVITIES

As a result of yourr injury, do you have any difficulty with the following activities (Please mark Yes or No):
Dressing - [T Yes (0 No [ Parllal Gardening ‘ 3 Yes (O No O Partial
Bathing/Showering I Yes (J No [T Partial Mowing Lawn/Yard Work {1 Yes {0 No {J Partial §
Wash/Dry Ralr 0 Yes [0 No (O Parlal Wash/Wax Vehicle {1 Yes (1 No (3 Partlal g
Golng fo Tollet 3 Yes {1 No U Parilal Kneeling/Squatting . dYes 0O No [ Partlal =
Desk/Compuler Work [ Yes (0 No (O Partial Climbing Stalts (0 Yes (O No (I Partial
Vacuuming/Sweeping O Yes (O No (O Parlial Sex ~ OYes (O No (O Partial §
Making Bed 3 Yes O No {1 Partlal Child Care 0 Yes (O No O Partial |
[roning d Yes (3 No O Partial Reading O Yes (O No (3 Partial
Preparing Meals [ Yes [ No (3 partial Laundry O Yes O No [ Partial
Taking out Garbage 3 Yes (3 No (1 Partial Load/Unload Dishwasher (J Yes I No (O Partlal
WIindow Washing [ Yes (O No [ Partlal Shoveling Snow dYes O No (O partlal
Canyinglarge/Heavy Purse  [J Yes (0 No (3 Partlal  Heavy Brlefcase/laptop O Yes (O No (3 Partial
Other = - J Yes (O No [ Partlal Sitling for long periods [ Yes O No [ Partlal §

(Explain):

RECREATIONAL ACTIVITIES

(List hobbies/recreational activities you enjoyed prior to injury. Place an X by those you can no longer perform because of injury:

1) ad 4)
2) O 5) )
3) i a 6) O

a WORK _ACTIVITIES
Check ALL that apply:

LIFT FROM . (J FLOOR O WAIST {1 OVERHEAD
TWIST WITH WEIGHT FROM 3 FLOOR O WAIST (0 OVERHEAD
TWIST WITHOUT WEIGHT FROM O FLOOR 3 WAIST {1 OVERHEAD
PUSH FROM (1 FLOOR O WAIST O OVERHEAD
PULL FROM 1 FLOOR O WAIST : (0 OVERHEAD
OTHER {1 DRIVE 3 TYPE/COMPUTER WORK {1 PHONE USE
PLEASE EXPLAIN OTHER .

(SlT O 0-2HRS 2 - 4HRS 0 4-86HOURS (1 6-8HRS [ 10+ HRS
STAND/WALK 0 0-2HRS 2 - 4HRS [J 4-6HOURS (3 6-8 HRS 3 10+ HRS
] TAKE A BREAK EVERY 80 MINUTES -or-10 HOURS
Do you have an exeiclse program or sport in which you are currently active? 0 Yesd No

Please explain:

e A e TS e
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Legcl Representation

Name of representing attomey:

Address:

- Phone:

Fax:

Additional Comments:

Insurance Information:
Company:

Clalm Number:

Ad]uster.

Address:
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ASSIGNMENT OF NO-FAULT INSURANCE BENEFITS

I hereby authorize, direct and demand that my personal i mjuxy protection insurance pay
directly to my assignee:

such sums as may be due and owing in this Office for service rendered to me, both by reason of
accident or illness and by reason of any other bills that are due this Office, and to withhold such
sums from any disability benefits, medical payment benefits, No-Fault benefits, health and accident
benefits, workmen’s compensation benefits, or any other insurance benefits obligated to reimburse
me or from any settlement, judgment or verdict on my behalf as may be necessary to adequately
protect said Office. IT'hereby further give a lien to said Office against any and all insurance benefits
named herein, and any and all proceeds of any settlement, judgment or verdict which may be paid
to me as a result of the injuries or illness for which I have been treated by said Office. This is to act
as an assignment of all my rights, benefits and privileges under my insurance pohcy to my assignee
for any and all amounts owed

‘T hereby assign and transfer to this my assignee/health care provider any and all causes of
action that I may have or that might éxist in my favor against my insurance company and authorize
- this Office to prosecute said cause of action either in my name or in the Office’s name, and further
I authorize this Office to complomlse, settle or otherwise resolve said claim or cause of action as

they see fit.

I authorize the Office to release pursuant to Privacy Rule, 45C.F.R. parts 160 and 164
promulgated pursuant to the HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY
ACT OF 1996 (“HIPPA”), Pub. L. No. 104-191, 110 Stat. 1936 (1996), any information including,
but not limited to, medlcal records, insurance information or documents otherwise pertinent to my
case to any insurance company, adjuster or attorney to facilitate collecnon under this Asmgnment

Date: | Signed
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DOCTOR-~PATIENT RELATIONSHIP IN CHIROPRACTIC
]I\_IFOR.'MED CONSENT

CHIROPRACTIC .
Tt is Important to acknowledge the difference between the lealth care speeialties of chiropractlc, osteopathy and medicine,

Chiroprastio heallh care seeks to restore health through natural means without the use of medicine or surgery. This gives the body
nraximuin opportunity lo utilize its inherent recuperalive powers. The success of the chiropractic doctor’s pracedures often depends on
environment, widerlying causes, physical and spinal conditions. 1t Is boporiant to understand what to expect from chivopraciic health

carc services. .

ANALYSIS .
A docior of chiropractic conducts.a clinical analysis for the express purpose of dolermining whether there is evidence of Vertebral

Subluxation Syndrome (VSS) or Vertebral Subluxatlon Gomplexes (VSC). When such VSS and VSC complexes are found,
chiropractic adjustments and anclilary procedures may be given in an attempt to restore spinal lategrity, It is the chiropractic premiss
that spinal aligament allows nerve transmission throughout the body and gives ihe body an opporiunity to use its inherent recuperative
owers. Due to the complexities of nature, no doclor can promise you specifie rosults, This depends upon the inherent recuperative

powers of the body.

DIAGNOSIS . . .
Ajthough doctors of chiropractic are experis In chiropractic diagnosis, the VSS and VSC, they ore not internal medieal specialisls,

Every chiropractic patient shonld be nindful of hissher own symptoms and should seeure other opinlons if he/she has any concern as to
the naiure of his/her folal condition. Your doctor of chiropractic may express an opinicn as to whelher or not yon should take this step,

but you are responsible for the final decision.

INFORMED CONSENT FOR CHIROPRACTIC CARE ' .
A ypatient, in coming lo the dootor of chiropractic, gives the doctor permission and authority fo care for the patlent [n accoxdance with

the chiropractic tests, diagnosis and analysis. The chiropraclic adjustment or other clinical procedures re usunlly beneficial and
seldom cause any problens, Inrare cases, underlying phyaical defects, deformities or pathologies may ronder the patient susceplible to
‘injuxy. The doctor, of course, will not give a chiropraclic adjustment, or health care, if he/she is aware that such care muoy be
contraindicated: Again, it 13 the responsiblity of the patient to make it kiown or lo fearn through health cara pracedures whatever
thefshe s suffering from: latent pathological dofecls, illucsses, or deformities which would otherwise not come to the attention of the
doctor of chiropractic, The patient should look to the comrect speciallst for the proper diagrostic and clinfcal procedures. The doctor
of chiropractio provides a specielized, non-duplicating health sorvice. The doctor of ¢hiopractc Is Jicensed o a special practles and is

available to work with other types of providers in your health care regime,

RESULTS
The purpuse of chiroprachic services is to promote natural health through the reduction of the VSS or VSC, Sinco there are so many

variables, it s difficult to predict the time schedule or efficacy of the chiropractic procedures, Sometimes the response Js plionomena!.

In mosl cascs there is more gradusl, but quite satisfactory response, Occaslonally, the resulis nre less than expecled, Twa or more
similar ¢ondilions may respond diffezently to the same chiropractio care, Many medical failures find quick refief through chiropractic.
In (um, we must admit that conditions which do not respond to chiropractic care may come under the contro! or be helped through
medical selence. The fact ls that the science of chiropractic and medivlne may never be so exacl as to provlde definite answers to all

problems, Bothhave made greal strides in alleviating pain and controlling disease,

TO THE PATIENT . :
Please discuss any questions or problems with the doctor before signing this stalement of policy,

- 1 have read, and undersland (he foregoing,

DATE : SIGNATURE
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PATIENT

AUTHORIZATION and RELEASES

CONSENT FOR TREATMENT:
I, the undersigned, hereby authorize Dr. Daniel L. Sickels and whomever he may designate as his assistant (s) to

perfoarm diagrostle treatments including but not 1imlted to radiographs and to adminigter treatment as necessary. 1
also cextify that no guarantea or assurance has been made to the rasults that may be obtained,

T understand and agree that health and acclident insurance policies are an arrangement between the insurance
' carrier andmyself, Furthermore, I understand that this office will prepare any necessary reports and forme to asoist me
in making collection from the insurance company and that any amount authorized to be paid direatly to this office
will be credited to my account vpon receipt. I permit this office to endarse remittances for the conveyance of credit
ko my account. HOWEVER, T CLEARLY UNDERSTAND AND AGREE THAT ALL SERVICES RENDERED TO ME (OR MY CHILD)
ARE CHARGED DIRECTLY TO ME, AND.THAT I AM PERSONALLY RESPONSIBLE FOR PAYMENT. WE RESBERVE THE RIGHT TO

CHARGE 18% OF TOTAL BILL FOR ALL ACCOUNTS OVER THIRTY (30) DAYS OLD,

Patdent’s Signature Date

vitness

IMPORTANT INSURANCE INFORMATION
IT I8 YOUR RESPONSIBILITY TO CONTACT YOUR INSURANCE COMPANY REGARDING
YOUR CHIROPRACTIC COVERAGE. WE WILL CALL AS A COURTESY, BUT ARE NOT
RESPONSTBLE FOR MISREPRESENTATION GIVEN BY INSURANCE COMPANIES.

I I'IAVE READ THE ABOVE INSDRANCE STATEMENT AND CLEARL‘I U'NDE‘RSTAND AND AGR.EE THAT ALL SERVICES RENDERED
TO ME (OR MY CHILD) ARE CHARGED DIRECTLY TO ME AND THAT T AM PERSONALLY RESPONSIBLE FOR PAYMENT,

Patient’s Sigmture Date

Guardian’s Signature ) Date

AUTHORIZATION TO RELEASE MEDICAT, INFORMATION
I euthorize tha releage of anymedical infoxrmation necessary to process my insuranca cla;im(a) and also certify all

insurance information given ko this clinia is correct and oorplete.

Patient’s Signature ‘ ' Date

Witress

Permission to Bill Insurance

I assign all medical benefits to Dr. Daniel L. Sickels, from any health plans including Medicare, all major
medical, and supplemental insurances. I understand that I am responsible for all claims and expected to pay
Co-pays and deductibles in advance. I agree to the release of any information necessary to process these claims.

Name Printed

Signature IF adult Date

Signature guardian if appropriate Date

Guardian relationship
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ACKNOWLEDGMENT OF RECEIPT

or
NOTICE OF PRIVACY PRACTICES

I aclmowledge that I was prowded a copy of the Notice of Privacy Prachces and that I
have read them or declined the opportunity to read them and understand the Notice of anacy
Practices. 1 understand that this form will be placed in my patient chart and maintained for six

yeats.

Date

Patient Name (please print)

Parent, Guardian or Patient's legal representative
(please print)

Signature
fodok kR Rk ok dokokokoiokokorkoh b dokkk g **********************************ix*t*********

*HTHIS FORM WILL BE PLACED IN THE PATIENT'S CHART AND
MAINTAINED FOR SIX YEARS
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Consent for Communication And/Or Disclosure

{ request the following alternatives or limitations relating to communications directed to me by my healthcare
provider or employee,

Do we have permission to:

Gallyousthome?  YES  NO

If yes, can we leave the following information on your answering machine or voicemail:
Appointment information YES NO Billing information YES NO Medical Information YES NO
Canwe callyou atwork? YES  NO

If yes, can we leave the following information on your answering machine or voicemail:
Appointment information YES NO Billing information YES NO Medical Information YES NO
| give my permission to share the following information with the person(s) names below:

Name Relationship

Appointment: YES NO Billing: YES NO Medical: YES NO
Name Relationship

Appointment: YES NO Billing: YES NO ~ Medical: YES NO
Patient Signature | Date

Witness Date
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HIPPA Information and Consent Form
1. patient information will be kept confidential except as is necessary to provide services or to ensure

that all administrative matter related to your care is handled appropriately. This specifically includes
the sharing of information with other health care provider, laboratories and health insurance payers
as is necessary and appropriate for your care. Patients files may be stored in open files racks and will
not contain any coding which identifies a patient’s condition or information which is not already a
matter of public record. The normal course of providing care means that such records may be left, at
least temporarily, in admmlstratlve areas such as the front office, examination room, etc... Those
records will not be avallable to persons other than office staff. You agree to the normal procedures
within the office for the handling of charts, patient’s records, PHI (Protective Health Information) and
other documents or information.

it is the policy of this office to remind patients of their appointments. We may do this by telephone, e-
mail, US mail, or by any means convenient for the practice and/or as requested by you. We may send
you other communications informing you of changes to office policy and new technology that you

" might find valuable or informative.

The practice utilizes a number of vendors in the conduct of business. These vendors may have access
to PHI but must agree to abide by the confidentially rules of HIPPA.

You understand and agree to inspections of the office and reviews of documents which may include
PHI government agencies or insurance payers in normal performance of their duties.

You agree to bring any concerns or complaints regarding privacy to the attention of the office manager

- or the doctor.

Your confidential information will not be used for the purposes of marketing or advertising of

products, goods or services.
We agree to provide patients with access to their records in accordance with state and federal laws.

We may change, add, delete or modify any of these provisions to better serve the needs of both the

practice and the patient.
You have the right to request restrictions in the use of your protected health information and to

request change in certain policies used within the office concerning your PHI. However, we are not
obligated to alter internal practices to conform to your request.

I, _ Date do hereby consent and
acknowledge my agreement to the terms set forth in the HIPPA INFORMATION FORM and any
subsequent changes in office policy.

| understand that this consent shall remain in force from this time forward.

Office Staff Witness/Signature Date




