MYRTLE BEACH SPINE CENTER, PA

Legal Name: Preferved Name:

Date of Birth: Gender dentity: Sext at bisth:

Address:

Social Security Numbaer: Preferved Language:

Cell Phone: Home phone: Work Phone:

Emalil: How can we contact you? (circle all that apply): text phone email
Employment Status: Employer: Occupation:

Name of Significant Other: iViarital status{circle one): married single other
Emergency Contact Name: Phone Number:

Race (circle one): American Indian / Alaska Native / Asian / Black or African American / Native Hawalian
White or Caucasian / Pacific Islander / dedine to answer fother __
Echnicity (circle one): Hispanic or Latino / Not Hispanic or Latino / decline to answer / other

Name of insurance Company: Relationship to cardholder:
Cardholder’s Mame: DOB: SS¥#:
Cardhotder’s Place of Employment:
*3jn order of importance, please list the complaints/reason you are seeing the Doctor today:
L How long?
2. How long?
3. How long?

_ please mark the areas of complaints on the illustration below using the following symbols:
P=Pain N =Numbness B=_Burning A =Ache T=Tenderness S =Se?sm R = Radiation (where to?)

Is this due to an accident? Date of Accident:
Do you have an attomey? Name:

(**°IF DUE TO ACCIDENT LET THE RECEPTIONIST KNOW IMIMEDIATELY**32)
Have you ever irad pain like this before? Y or N Ifso, when?
Does the pain radiate anywhere (up, down, left, or right — be specific)?
What i the paln like (when it Is at its worst} on a scale of 1 to 10, with 10 being the worst:
Describe the paln (circle all that apply): throbbing stabbing buming numb dull ache other: _____

patient Name: Signature: Date:

. {if a Minor: Guardion’s Name: Guardian’s Signature:




When does the pain bother you? (circle all that apply): Night Day Constant Occasionally Daily Weekly
Has the pain cause you to miss any work or school? Y or N if so, how much?

When did the pain begin? . What were you doing at the time?
Have you seen any other Doctors for this pain? Y orN  If so, whom? .
How long ago did you see him/her? What was the progress? (circle one) Same Better Worse

What treatments have you recelved already for this pain?
What have you tried to make the pain feel better (circle all that apply): resting twisting adjustments bending
running walking eating sitting working exercising sleeping medications lying down ice standing
stretching tylenol/aleve/ibuprofen massage heat other:
Does anything make the pain feel worse (circle all that apply): bending exercising running twisting carrying

gardening sitting typing chewing lifting sleeping walking cleaning lying down sneezing working cooking
medications standing coughing pulling stretching driving pushing turning other:
Is there anything else you would like the doctor to know about your condition(s)? (please write it in the space below)

Who is your Primary Care Physician (PCP)? When did you last see him/her?

PCP Address: PCP Phone:
Personal Habits: Smoker Y or N If so, how much/how often? Start date:

Alcchol? Y or N ifso, how much/how often?
Exercise? Y or N if so, how much/what type?
Are you currently Pregnant? Date of last menstrual cycle?
**if you are pregnant, please notify the doctors and staff during your consultation**

Please list all of your allergies (Medication / Food / Environmental / etc):

Please list all the over the counter medicine you are taking and the dosage (vitamins, Tylenol, Aleve, allergy medicine,
etc):
Please list all of the prescription medication you are taking and the dosage and frequency:

Please list any surgeries or hospitalizations and when they occurred:

How did you hear of our office?

| attest that the information that I filled out is accurate to the best of my knowledge and | agree to have this office and
physician examine me for further evaluation. This may include: consultation, examination, x-rays (if necessary). If the
patient is a minor, | attest that | am legally allowed to provide this consent.

Patient Name: Signature: AP Date:

(if a Minor: Guardian’s Name: Guardian’s Signature:




PERSONAI. & FAMILY HEALTH HIST ORY

*please fill out as compietely as possibl hle and be specific where indicated®
*2put “X° where applicable and indiciate which family member and if they are living (L) or deceased (D)**

Condition _SEE | motherffother | sibliople) | chidren | ount/oncls | evondporemtty)
alcohollsm

alzhelmers

allergies

anemia

arthritis (typs)

asthma
autoimmune (type)

back paln

bleeding disorder

{blocd clots

{bowe! disease {type)

cancer (type)

carpal tunnel

depresslon

diabetes (type)

|drug allergies (type)

epllepsy

fatigue

emphysema

rheumatic fever :
hepatitis

|hean disease {type)
l@ blood pressure
kidney disease (type)
HIV/AIDS

ulcers {type)

|lupus

|1Lsfafm
multiple sclerosls
|neck pain

obesity
osteoporosis
I_parldnson's disease

scoliosis

|stroke

thryold disorder
chemotherapy
radiation
pacemaker

seizures

Name: ] |Date: |




*+Pleyse

CHECKLIST: Review of Systetns

e qll that ¢

tly )

1.1 ]

CYrC f [N _eacs B0 v { at vou gre currentiy faving or NAve ReN 5 e PAasS LT
Ifyou have exparienced any of the symptoms in the past (6+ months ago) and would like the doctor to kmow about it. please
circle the symptom and write when you experienced it.

General-
We.igu loss or gain Fever or chills Trouble sleeping
Fatigue Weakness
Skin-
Rashes fiching Color changes
; Dryness Hair and nail changes
Head-
Headache -
Head injury
Ears-
Decreased hearing
N > . Earache
in
Ringing in ears (tinnitus) Drainage
Eyes-
Vision ..
Glasses or contacis Blurry or double vision Cataracts
Pain Flashing lights Last cyc exam
Redness Specks (dae)______
Glaucoma
Nose-
Suuffiness
Discharge itchin
Hay ,fm Noscblecds
Throat Sinus pain
Teeth Sore tongue
Gums ore Lon,
Bleeding Dry mouth Thrush
D Sore throat Non-healing sores
Neck- (date),
Lumps .
Swollen glands Pain
Stiffness
Breasts
Lumps
Pain Discharge
Self-exams .
Respiratory- Breast-feeding
Cough (dry or wet,
productive) Coughing up blood
Sputum (color and (hemoptysis) ,
amount) Shortness of breath Wheezing
(dyspnica) Painful breathing
Patient Name: Signature: Date:
(if a Minor, Guardian’s Name: Guardian’s Signature: )




Cardiovascular-

Chest pain or discomfort
Tightness

Palpitations

Shortness of breath with
activity ( dyspnea)

Gastrointestinal-
Swallowing difficulties
Heartbumn

Change in appetite
Nausea

Urioary-
Frequency
Urgency
Buming or pain
Geuital-

Male-

Pain with sex
Hemia

Penile discharge

Female-
Pain with sex
Vaginal dryness

Vascular-
Calf pain with walking
(Claudication)

Musculoskeletal-
Muscle or joint pain
Stiffness

Neurologic-
Dizziness
Fainting
Seizures

Hematologic-
Ease of bruising

Endocrioe-
Head or cold intolerance
Swealing

Psychiatric-
Nervousness

Pggression

Patient Name:

(if a Minor, Guardian’s Name:

Difficulty breathing Sudden awakening from

lying down (orthopnea) sleep with shortress of

Swelling (edema) breath (Paroxysmal
Nocturnal Dyspnca)

Change in bowel habits Yellovfeysorskin

Rectal bleeding (jaurdice)

Constipation

Diarrhea

Blood in urine Change in urinary

(hematuria) strength

Incontinence

Sores STD's (what/when) ____

Masses or pain

Erectile dysfunction

Hot flashes liching or rash

Vaginal discharge STD's (whathwhen)_________

Leg cramping

Back pain ‘Swelling of joints

Redness of joints trauma

Weakness Tremor

Numbness

Tingling

Ease of biceding

Frequent urination

(polyuria) Change in appetite

Thirst (polydypsia) (polyphagia)

Memory loss

Signature: Date:
Guardian's Signature:




Myrtle Beach Spine Center, PA
OFFICE POLICIES:

° mgw'smmﬁwmmmmmwzmmwmwmmmcmmaﬂw
fmmmmﬁonmwedmshommmuymmdywmndﬁim Atthecomleﬁnnofyonrmﬁnﬁon.ymwﬂlbe
WmammmmmmaaNmmmmmmmmmmm
treatment (if appropriate). Wcmmﬁuﬁtomﬁdﬁmmﬁmmeb&mpo@hmammmm
financial policies consistent with that goal.

° mmmnmmmmmmmmmmmmmmmmmmm
agmmemaasmﬂasﬁﬂhgmdwdhsgmdeﬁnw.wemaopmdmefoﬂowinsﬁmmlpﬁcy-wmm
mﬁma&@e&emmemmwdlmﬁwﬁrmmpmm You may be entitied to a network or
contractual discount under the following circumstances: ifweareapasﬁcipaﬁnspmviduinyourheanhplamifymm
mewdbyasmmmmgammammwmﬁmmamdDmﬂmmmyjﬁn
(paﬁenlwhoaremhmnedormeﬁmredwilhliumedbeneﬁis.wﬂlbeenﬁﬂedtonetwotkdimnﬂssimﬂarmminmed
paliems);ifycuareelig‘bleandchomapze-paymntoramo-dzbitpaymmplan. As part of our compliance plan, cur affice
wiubeumb!emmeudmytypeofdisoomlsomummﬁmdahwe.

° Youamexpectedwpayforyommmemmme&mcservioeisnudaedmﬂmomamgmmmbmmsdein
advance. DmdamwhmmmﬁmwﬂlkmwnhmmmmMMwaﬁc
mmnmdaﬁonformduﬁngywmponofﬁndings. mswiﬂtypicnﬂybeschednledoncurneﬁbnsine&day. Youare
rosponsihleforanymallamensammmewﬂxﬂonofmyomamm(mmmﬁgmmma
delinquencyclmrgeofl.s%petmomhupto ls%puywwdlormmwiﬂbeaﬁsmcbeekfeecnanychuk
payments that are returmed.

° Wemuvemerighuochmgeszsreemrmissedsppomwemswimmormﬁﬁwmnmdwemwummﬁceif
you are going to miss an appointment.

° Veﬁﬁeaﬁmofyourinmcewleﬁlsiswagtmmeeofpayment You will be responsible for any unpaid balances. 1§
mmbmﬂmhsmchﬁm,ywammmeﬂluwmnwbweﬂimmr&ngmmewm
provided to us by your insurance company. Edahnspocwsdiﬁ'aewymmmmwmupmyummmdue
according to the information pmvidedonyourmsmcecompany's Explanation of Benefits (EOB). All payments are due at
meﬁmeofsewiceorbyanctherp:evicus!yagrwduponmngemﬂs. meiuperafnndedmyovupaymls(if
applicable).

° Fimnmmdpaﬁunheellhmﬁonwmgmbediscussedmrmeuephmifyoushou!dlmveaquwimmm
address it on your next scheduled appointment. lfyoudomthaveanappoimmeakyoue&nschedlneacomﬂmﬂonwhhme
pmperdepmune:aneyonrqum

guidelines.

° Asignam!ehelowmmmwmwmtwmwmmmmmwmmwm(ﬁmﬁm
andweeteﬁﬁngyourmnhinsmmforycu).wmmaummmmnmmnuﬁuﬁommymmdhwymm
Bmhsmm,PAmdg'mmWwwofammwamycheckmdemmywforsexvim:endmd
inourofﬁeeﬂ:ycurdoc&oxs.wyouoronymrbeblli

° X-xayslemainpmputyonhisoiﬁeeandwiilonlybeduplieatedinadig‘mlIM(semﬁamPAAmemﬂ)orpxﬁned
onpaperwhenmepmpetx-myrequomshavebeenﬁuedm Leuetsorfonnsmqustedbythepaﬁmebembjea
10 @ $35 administration fee due at the time of request. Medwalmdcnpieswiubewdmafeeoﬁmlosos.ﬁpet
pasﬁpasﬁSH&SOperpageplnsSchosls. Mmmmmsmmememmmfomﬁuedmmrmm
release of any medical records.

Signature: Date:

(if a Minor: Guardian’s Name: Guardian’s Signature:; )




° MynleBeachSpEmOamPAstaﬂ‘vfinuesta!lpaﬁen\smndvisimzsinaweleommgnmumsﬁeeﬁom
discrimination based on age, race, color, creed, ethnicity, religion, national crigin, marital status, sex, sexizal orientation,
mmmmm,mormmmmmmmmmwmwmwm
We will mmﬁwmmﬁmmmmmemmmbemem (Full

. vetsionsoﬁWMW,WWPM,FMWmmmmwmmMW)

° ltisﬁepoﬁcyoft!ﬁsoﬁeetomﬂndpﬁaﬂsoﬁheﬁawoimm Wemaydnthisbylelephone.elmil.USl’Sorbyany
means convenient to the practice and/or requested by you. Wcmysendyoumcommmaﬁminfmmingymof
changestoofﬁaepolicy.schedn!echanmMomoﬁoedmmmmmdmwtywmiﬂnﬁndvﬂmbbm
information. You may opt leﬁomthemmsamﬂwmﬂs&xewymmemwmbymﬁngﬂw
MBSCuﬁlizsammbuofvendorsimhecondmofwsim mmmymmwrmpw
healthWomﬁm@m),bmnwyhaveaﬂayeedtoabidehylhewnﬁdenﬁaﬂytulaofﬂn’AA(mwﬁﬁnginmmofa
Business Associate Agrecment).

° Anygiﬁcuﬁﬁeatethatyoumaypmtin&isolﬁceismmmbleform lfyouwishtoreceivcanya&diﬁow
sefviosdmmnotdmibedonﬂ:egmwﬁﬁmywmmpon&'blelbrpaymuuforﬂwsesetvic& Any discounted or
&eesarvicsdaamedonagmoetﬁﬁmareonlyawﬁcab&eonmedsymmthegiﬁeeniﬁeateispxwtedtotheoﬁiee.
GinCaﬁﬁealesmoMybemdeemdtoruwsetviwdmﬁbedonmegiﬁceuﬁﬁcat& (°NOTE: If you are filing your health
insnanceforyourmman.youeanNOTuseagiﬁeerﬁﬁ&leforpaymenuowar(kanycovewdsetvim-seegiﬁ
certificates for specific limitations)

° Piaumandvi&osmpeﬁodicanyummpaﬁemm lntheevemumwnaxeinmebaekgnmd(mmins:m
axenctdi:eulyidenﬂﬁab!e)ofoneofthmimsges,ngiveeonsenthynleBeachSpheCm.PAlomethatvitleoor
picture without further a ization, lntheevemthatyouagteetoorwuuldlmembeafeamedmbjea.thuewiﬁbea
separate consent form presented for your agreement.
Ymmmmmmtumwmemofmormmmmmum
Weagreetopwvidepaﬁemswnhawesstoﬂwirmordsinaeoordancewithslateandfeduallaws.
Youhavetheﬁgmmxeqn&xesuicﬁonshtheuseofyommandtomquestchmgeinceminpolid%usedﬁﬂththe
officc concerning your PHI. Wewindomebeuwccanmmmmmdmeyommnm;mmmmmwﬁ@wdwanﬁ
internal policies to confirm to your request.

° Plasebemmemswomupaﬁm'omeemeawuimmgecenphonemgedmgmmt If you must take a
call, please step outside. lfyouarcwatchingvideosorplayingpm,pleaseuseyonrheadsasasmnotdismrbmosemnd
you.

° Pleasemfatoourwebsite,m.Mmmw.mmmmmmmminwoﬁe&mﬁw
education, health tips and videos, and more.

Pleaselisuhemme(s).mmaammﬁmmdrehﬁonshipofmymwmmwmmmeoﬂicemhdu&mwmmeﬁal
mﬁammpmmymmwmofmmwmmwomﬁmmmh@ﬁomlw

L " do hereby consent and acknowledge my agreement to the terms stated
above and any subsequent changes in office policy. 1 understand that this consent shall remain in force from
this time forward.

Signature: Date:

(if a Minor: Guardian’s Name: Guardian’s Signature: )




INFORMED CONSENT FORM

**Prior to receiving care in this office, a health history and physical examination will be competed. These procedures are performed
{0 assess your specific condition, your overall health, end in particular, your spinal health. These procedures will assist us in
defermining if chiropractic care is needed, or if any further examinations or studies are needed. In addition, they will help us
determine if there is any reason to modify your care ar provide you with a referral to another health care provider to treat your
condition. All relevant findings will be reported to you along with a care plan prior to beginning care.

hot/cold therapy, electrical stimnlation, mechanical traction, neuromuscalar re-education, therapeutic exercises, trigger point

" (NOTE: ONLY the procedures that are clinically indicated for your condition will be perfunmed. The Doctor will
recommend and discuss each procedure as applicable)

The material risks inherent in chiropractic treatment and the probability of those risks occurring:
Aswimmyhealmmmmmwmwmpﬁwﬁmwdemyaﬁsedminsdﬁmmwﬁcumiwlalionand
W.Mmmﬁmummmmmmmmm:mmmmwmmmm
mye!cpalhy,coswmebxalmimandwpamﬁons,mdm These complications are genemlly described as rare. Fractures
arerareoccu:rmandgenemﬂymﬂtﬁmmemdulyingmkn&ofmebcnewlﬁchmcmekfmdmmem&ng
ofyourhislory.mnﬁmﬁonandx-my(ifnwd).mmﬁm&ﬁmwmwmmwm
injuriestotheanetismmmtmmmmmsmmmmﬁmﬁmmmmmmd

adjusiments.
everymmmbkeﬁondﬁngﬂwmhﬁonmm&rmanmmmmmm,ﬁmmawnﬁﬁmﬂm

The availability and nature of cther treatment options

Oﬂxerummtcpmmfotyweondiﬁmmymdnde:

« Self-gdministered, over-the-counter anglgesics and rest

« Medical care and prescription drugs such as anti-inflammatory, muscle relaxants and pain-killers

« Hospitalization

« Surgery .
lfyouchmtomoneoﬂheabovenoted“omermmt"opﬁnns.yonshouldbeammatnmeaxeﬁsksandbemﬁlsof
awhopﬁomandymmyvﬂshwdimmmwimyowpﬁmyme&a\phyﬁdm

The risks and dangers to leaving conditions untreated . . . .
CoMﬁmlmmmMmyanwm&mmmdemmmﬂwmdmywwammm

reducingmobﬂity.Yomeoudﬂionmayeonﬁnuetodauiomeorwom Over time this process may complicate treatment
mkingitmomdiﬂictﬂlandlesseﬂ'ecﬁvemelongeritismtponed.

lhavereadmeabmammmwmwmmtmmmmmtlmmmmdhwmmm

andhavehadmquﬁommuedmmymﬁsfuﬁmnydgdngmlmmmlmmmmmin
Muwngmmmmmwdu&mitkinmminwmmwmmmmmmllavlngheen

mmaum!wmwmmmmmmmﬁmmmm@

Patient Name: Sigoatare: Date:

(if a Minor: Guardian's Name: i Guardian's Signature: _J

.o




mmUummﬁumlmmmmwawmmw

Myrtle Beach Spine Center, PA (MBSC) is very concerned with protecting your privacy. While the law reguires MBSC to give you this
disclosure, Mmmﬂa@ndmawehm,m\ddmwm,meﬂﬂmpmofymhmmaﬁom This office conforms to
the current HIPAA guldelines and you may request a copy of our HIPAA and Privacy Policies. There are several clrcumstances in
wh!d:wemayhavemaseordlsdweyomhealﬂ\mlnfamaﬂon: i.e. anoﬂxerhea!tl\areprovtderorhowﬁallﬁtlsnemssarvw
refer you for the diagnosis, assessment, mmmmtﬁmheﬂﬁmuﬂﬁm;mmmmtmbemmtﬁemm
payment ofyoursetvlcwwltl\inourmcﬁce for quality control or other operational purposes.

If there is anyone who you woutld itke to authorize to receive disclosure of your health information, you must provide their name,
relationship, contact information in writing BEFORE we can release any information or speak to them on your behalf. You have the
rlghttotequ&ttﬂmtmdonotdisdmgwrhea!ﬂs care information mspedﬁcindlvtdualsororgmhaﬁm Fyou would like to
place any spedfic restrictions on the use or disclosure of your heaith informaticn, please let us know in writing. We will not be able
to honor your request if we have already released your heaith information pefore we receive written notice from you. If you were
required to give your authorization of a condition while obtaining insurance, the insurance company may have a right to your health

information if they decide to contest any of your daims.

| hereby authorize Myrtle Beach Spine Center, PA to releasa and permit the examination or copying of any of my medical records, x-
ravslabrepoﬂsandGteresultsofantestsofanytypeordnramtosud\petscnsormpantesasmedomdamsapmpmm
{i.e. health Insurance, insurance adjustor, attorney, etc.) for treatment of my condition and payment for my care.

(INITIAL)

Records Release, Assignment of Benefits,

Limited Power of Attorney ONLY for This Case and Payment Agreement

| authorize medical payments to be made directly to Myrtle Beach Spine Center, PA (hereingfter listed as MBSC). | further assign to
MBSC a l{en in the amount of my bill for health care services against the proceeds of any insurance policy or hesith care plan and
against any claims which | may have against any other party whose negilgence may have caused my injuties or who may be legally
responsible for my injuries, fllnesses or health care costs. |direct payment to be made directly to MBSC on my behalf (assignment of
benefits to Myrtie Beach Spine Center, PA). lagreeto cooperate with doctor in collecting any such amounts, induding appearing in
court if necessary. .

1 undemndﬁ'atlamﬁﬂlyrespousihteforanyand gll charges that are brought on behalf of the care received ot MBSC, regardless of
any medical insurance coverage. 1 understand and agree that health and accident polices are an arrangement between an insurance
carrier and myself. Furthermore, | understand that MBSC will prepare anynecesafvrepcnnndfomsmasslstme in making
collections for the insurance company and that any amount authorized to be pald directly to MBSC will be credited to my account
upon receipt.

| dearly understand and agree that all services rendered are charges divectly to me and thatl am personally responsible for
payment. 12lso understand that If | suspend or terminate my care and treatment, any fees for professional sesvices rendered to me

will be immediately due and payable.

While MBSC will do the submission of claims on my behalf, the insurance company may send payment directly to me instead of
MBSC. MBSC will do their best to inform me when to expect those payments and paperwork from the insurance company. MBSC
also asks that | bring in any and all paperwork attached to the check from mvinmmncampammﬁmtwem apply those
payments appropriately. In the event that | receive payment directly, ata time when there s still a balance due to the MBSC, | agree
to deliver such monles immediately upon receipt to be applied to my bill.

{INITIAL),

Patient Name: ___Signature: Date:
(if a Minor: Guardien’s Name: Guardian’s Signature: _J




Myrtle Beach Spine Center, PA
100 Legends Drive, Suite A
Myrtle Beach, South Carolina 29579
PH: 843-236-9090
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Acknowledgment for Consent to Use and Disclosure of Protected Heaith Information

Use and Disclosure of your Protected Health Information

Your Protected Health Information will be used by Myrtle Beach Spine Center, PA or may be
disclosed to others for the purposes of treatment, obtaining payment, or supporting the day-to-day
health care operations of this office.

Notice of Privacy Practices

You should review the Notice of Privacy Practices for a more complete description of how your
Protected Health Information may be used or disclosed. It describes your rights as they concern the
limited use of health information, including your demographic information, collected from you and
created or received by this office. I have received a copy of the Notice of Patient Privacy Policy.

Patient Initials

Requesting a Restriction on the Use or Disclosure of Your Information

e You may request a restriction on the use or disclosure of your Protected Health Information.

o This office may or may not agree to restrict the use or disclosure of your Protected Health
Information.

o Ifwe agree to your request, the restriction will be binding with this office. Use or disclosure
of protected information in violation of an agreed upon restriction will be a violation of the
federal privacy standards.

Notice of Treatment in Open or Common Areas
Describe and Notify private areas available upon request

Revocation of Consent

You may revoke this consent to the use and disclosure of your Protected Health Information. You
must revoke this consent in writing. Any use or disclosure that has already occurred prior to the
date on which your revocation of consent is received will not be affected.

By my signature below I give my permission to use and disclose my health information.

Patient or Legally Authorized Individual Signature Date

Print Patient’s Full Name Time

Witness Signature Date

“J



! Patient Name

Date of Accident

Please describe the accident in your own words:

Time of Accident

[ Driver
[l Rear Passenger

Where you the:

[_IFront Passenger
[ ]Pedestrian

How many people
in the accident vehicle?

Road/Street Name

City/State

Nearest intersection with road/street
ory COwet ey [OJother

Which direction were you headed?

Driving conditions

Speed you were traveling?

DYes 0
Oves [JNo

Did your car impact another vehicle?
Did your car impact a structure?

If yes, explain

Did any part of your body strike anything in the vehicle?
Oves ONo

If yes, explain

Was impact from:

viake and model of vehicle you were in:

[Ives [No
Otap [JShoulder
Was vehicle equipped with airbags? [lYes [INo

Were you wearing a seatbelt?

If yes, what type

If yes, did it/they inflate properly[IYes [JNo
[Jyes []No

If yes, what was the position of the headrest?

Ciow O High

Did your seat have a headrest?

O Midposition

'.’-_,; [Jfront [JRear [Jleft [JRight [JOther

At the time of impact were you:
(] Looking straight ahead [[] Looking to the right
[] Looking to the left (] Looking down

[] Looking Up

Were both hands on the steering wheel? [Oyes [ONo
If no, which hand was on the wheel? ORright [JLeft

Was your foot an the brake? Oyes [JNo
If yes, which foot was on the brake? O right[JLeft

Were you: [ JSurprised by impact ~ [[]Braced for impact

Make and model of other vehicle

Which Direction was other vehicle headed?

Speed other vehicle was traveling

Did the police come to the accident site? [Cves [No
Were there any witnesses? Cves [Jno
Was a police report filed? (Oves [INo
Was a traffic violation issued? [(Oves [INo

If yes, to whom?




- Were you unconscious immediately after the accident? DYes D No If yes, for how long?
Please describe how you felt immediately after the accident:

Did you go to the hospital? Oves [ONeo

When did you go? Jimmediately after accident [ONext Day []2 days or more after the accident
How did you get to the hospital? [CJAmbulance [JPrivate transportation
Name of hospital Name of doctor

| Diagnosis

- Treatment received

i X-rays taken

Have you been able to work since this injury? DYes [:]No How many work days have you m:ssed?
Prior to the injury were you able to work on an equal basis with others your age? [(ves [ No
If you have had any of the following symptoms since your injury, please mheck:

JArm/shoulder pain [[] Feet/toe numbness [] Neck pain
[JBack pain [[] Hand/finger numbness [] Neck stiff
[(]Back stiffness [] Headaches [T] shortness of breath
[JChest pain [ trritability [ sleep difficulty
[ODizziness [[] Jaw problems [[] stomach upset
[JEar buzzing O Leg pain (] Tension
[JEar ringing (] Memory loss [1 vision blurred
[Fatigue [ Nausea

Is this candition getting progressively worse? [ Yes [Ino [(Junknown

Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 (least pain) to 10 (sever pain)___
Type of pain: d Sharp Oouil [I Throbbing [] Numbness
(] Aching [shooting [ Burning [ ingling
(] Cramps [stiffness [ swelling [ other
How often do you have this pain?
|s it constant or does it come and go?

Does it interfere with your: Cwork [Jsleep []Daily Routine [J Recreation
Movements that are painful to perform: [sitting {(TJstanding [Jwalking
[IBending [JLaying Down

To the best of my knowledge, the above information is complete and correct. [ understand that itis my responsibility to inform my doctor if1, or my child,
ever have a changs in health.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient




Myrtle Beach Spine Center, PA

100 Legends Drive, Suite A, Myrtle Beach, SC 29579
(843) 236.3090 * Fax (843) 236.9099
www.myrtlebeachspinecenter.com

Office policies for Personal Injury patients

This office will accept you as a new patient based on our clinical

examination and belief that chiropractic care will be effective for the
treatment of your injuries. Your responsibility to this office will be 10
follow the doctor'’s recommendations and to provide the appropriate

financial information so that payment for services can be received.

Patients need to bring the following:

1 - Copy of police report and/or a copy of the exchange slip.

2 - Copy of personal automobile policy
This is to verify Medical Payments covered by your
Automobile Insurance.

3 _ Name of individual and insurance company of party that’s
liable. Please include policy number.

4 - Name and telephone number of attomey if an attorney has
been retained.

You are asked to give 24 hour notice if you need to reschedule an
appointment. All appointments that have been missed without notice may

be billed to your account.

Signature




LIEN

TO: Attomey/ Insurance Carrier Myrtle Beach Spine Center, PA
100 Legends Drive, Suite A,
Myrtle Beach, SC 29579

RE: Patient Records and Doctor's Lien.

1 do kereby authorize the above doctor to furnish you, my attomey/insurance carrier, with a full report conceming
all examination, diagnosis and treatment of-myself in regard to my accident/iliness which cccurred/began on

I hereby give a lien to said doctor on any settlement, claim, judgement, or verdict as a result of said accident/iliness
and authorize and direct you, my anomey/insurance carier, to pay directly to said doctor out of first proceeds
such sums from settlement, claim, judgement, or verdict as may be necessary to protect the doctor adequately;
ﬁmprweedsismclusiveofanyandallinmmneebeneﬁlstlmmighxbeinfome.ﬂl’.MedPay,&mpHea!ﬂLl
hmmm@mmwngmswmmmmmmynmetoallcheckstewiwdiumybelmlf.l.
therefoxe.requemlmallchecksordraﬂsbesemdirectlytoandmndepayabletoﬂtemndingphysicim.

I fully understand that 1 am directly and fully responsible to said doctor all medical bills submitted by him for
services readered to me and that this agreement is made solely for the said doctor’s additional protection and in
eonsideraﬁonofawaiﬁnghispaymntltisfonhisremthmlhavegivenhimallﬁglnstollmﬁmpmwedsin
mkmmwwpmmuRcmﬂmlmhmmmemmmewmx
onanysememenuclaimjudgeml,orverdictbywhtchlmayevwmlly recover said fee.
lhavevolumaﬁlyenwedimomeabo\eoonuuctandlienwithuwmendingphysician.mithasheenfully
explainedmme.Bymmmmlmmmmmmofmyobﬁmaswﬂlasmw
way | wish my business to be transected in this matter.

I have voluntarily entered into the above contruct and lien with the attending physician, and it has been fully
explained to me. By this lien and contract, I am pulting all parties on notice of my obligations as well as they way
Iwishmyhisinessmbeumauedinthismnuer.lmmuesﬁngmymneyandlwanyotheﬁnm&adpmﬂes
tomsbsignamreonnﬁsfomukmledgingitsmeim.However.intheevemmmeydonotchcosetosi@
ﬂtefomforwmmn.lwishtopoimmnﬂmmeyhavemnpﬁeedonmﬁcethmaeonmexhsmn
myselfandthemmdingphysician;lmummeymmonhismmin full. [ hereby state and agree that
thelienmayuml:ewimdmwnunilawally.llisfuﬂ!wrayeedllmuopyoﬂhisagteementwilwecomedm
same as the orignal.
Mldmmyanmmyofmom.lmnhoﬁuummomeympmywmwmmbnmﬂing
this claim that he has in his possession. This is including but not limited to names of all insurance companies,
adjusters and claims numbers.

Dated: Patient’s Signature:

mmwmmyofm«mmmofimmhmmmﬂk
dmhetbyackmledgemeimoftheabwelimanddnasagteewhomthesamlopmeaadequa&lysaid
above named doctor.

Dated: Authorized Signature:

NOTICE:  Please date, sign & retum one copy to doctor’s office at once.
Keep one copy for your records.



T4

AUTHORIZATION AND ASSIGNMENT

TO Myntle Beach Spince Center, PA
In consideration of your undertaking to treat me, | agree to the following.

I. You are authorized to release any information conceming my physicul condition to any insurance company,
attomney or adjuster in order to process my claim for reimbursement of charges incurred for services rendered to
mebyyouoranymembﬂofyourmffacﬁnginyourhehalf.llisfunheragteed.bowever.tlmwmilmyaccmx
ispﬁdinﬁﬂlor&ﬂﬂwmis@qumepmmiseofpaymem&miswﬂbymmedimlmordsdonoahave
to be sent.

2 lmqmmhoﬁm.mdﬁnherdimaMmyimmmmwhkhkobﬁgaumManmm
mdeledorpayfotdamasmnmkesmhpaymtsdimlytoyou.!ﬁnﬂmdixeaﬂmehecksslm!dhem
payab!etoyouortheclinic.meciﬁcally.sothatyoumayobminimmdialepaymlnsofarmanypaymmis
concerned, I allow you to stand in my place and receive all paymemsastheywouldlmvebmmadetoml
Wamhﬁnmﬂginmypanﬁssimmywwaﬂmmyanddldmks.dmﬁsapaymmﬁmmmy
hehalf.‘l‘husmnhoﬁmﬁonismendomechec&swlwﬂmtheybemeivedforsaﬂmnworm
mltbﬁmmmmmifmypdmnwminMmyMMMMﬁn
be returned to me from your office.

3. Ihmbyassignandm:fenoyouauyuuseofacﬁon(loﬂ liability) that exists in my favor against such
company, indiﬁdud.mhmmemny.whhhmlhbktopmﬁde.defendaﬁmydms(mm
whichanbelievedmbeeomctlysetfonhunderpennanemdambelow)andaullwﬁuyoutopmsecmesaid
action, either in my name or in your name. us you see fil llisagreed.however.lhminuansferﬁnglhiscanseor
acﬁonitisagreedbﬂweenallpaniesmalywinminthismslmllheliuﬁtedlotheamumoﬂhemdw
bills rendered to me by you or your appointee at any of your clinic facilites. It is furnther understood and agreed
byﬂlpaniesdmmemfaofmismseofmionshallmemwdmosemedicalbillsummmedformy
bmﬁtaﬁﬂmmmlmedmd&miquﬂim%dw&wmamdpuwlf%mhoﬁumdm&:
loynumylimitedpowerofanomeysothatyoumaynctinmybehalfinthismd.mdinthismgardmly.llis
Wmmmmlmmmeﬁommmmmwmummmmmm
obﬂgawd.youwillreﬁainfommmptswwl!eclamumﬁommlmdessmudwbaemam:ﬁyondow
collectﬁominananeep:weeds.wmhbeallorpanofwhmkdm.lpetsonallyoweyw.

DATE: SIGNED:
WITNESSED: DATE OF INJURY:
PERTINENT DATA

Names of insurance companies to be involved:

My companies: Companies of person responsible for accident

) hereby state and agree that a photocopy of this documen will he deented as valid and hinding on ol parties involved.




Myrtle Beach Spine Center, PA
100 Legends Drive, Suite A
Myrtle Beach, SC 29519

I hereby acknowledge the release of medical information, S.0.A.P notes, and x-ray
reports, to Myrtle Beach Spine Center PA.

(Paticat Signature) (Date)

(Witness Signature) (Date)



