Wiles Chiropractic Joseph A. Wiles, DC, MS

1191 Route 9W, Martboro, NY 12542
Phone: 845-236-9162 - Fax: 845-839-2844

AUTOMOBILE ACCIDENT INTAKE FORM

PATIENT INFORMATION
Name: Marital Statys:
Singlel] Married Divorced eparated| Midow

Name Preferred to be called: Home Phone #:

Date of Birth: Cell Phone #:

Social Security #: Work Phone #:

Mailing Address: Email Address:

City, State, Zip: Referred to us by:

INSURANCE INFORMATION

Insurance Company Name:

Insurance Company Address:

Insurance Company Phone Number:

Insurance Company Fax Number:

Policy Holder:

Policy Number:

Insurance Rep. Name/Claims Adjustor:

Insurance Rep. Phone Number + Extension:

Claim Number for this case:

Date of Acddent: Time of Accident:
IN CASE OF EMERGENCY

Please Contact: Home Phone #:

Relationship to patient: Alternate Phone #:

The above information is true to the best of my knowledge. | authorize that my insurance benefits be paid directly to the doctor. |
understand that ! am financially responsible for any balance. 1 also authorize Wiles Chiropractic or my insurance company to release
any information required to process my claims.

Patient/Guardian: Date:




Patient Health Questionnaire - PHQ

ACN Group of California - Form PHQ-202

Patient Name

Date

1. Describe your symptoms

ACN Group, Inc. Use Only rev 7/18/05

a. When did your symptoms start?

b. How did your symptoms begin?

Constantly (76-100% of the day)
: Frequently (51-75% of the day)
| | Occasionally (26-50% of the day)
|| Intermittently (0-25% of the day)

3. What describes the nature of your symptoms?
|_| Sharp Shooting
|| Dull ache Burning
| | Numb Tingling

. How are your symptoms changing?
Getting Better
Not Changing
Getting Worse

. During the past 4 weeks:
a. Indicate the average intensity of your symptoms

|:|Not at all |:|A little bit

(like visiting with friends, relatives, etc)

|:|AII of the time
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None

. How often do you experience your symptoms? Indicate where you have pain or other symptoms

Unbearable

OO0 odd

b. How much has pain interfered with your normal work (including both work outside the home, and housework)

|:| Moderately

7. In general would you say your overall health right now is...

|:| Excellent |:|Very Good

8. Who have you seen for your symptoms?

a. What treatment did you receive and when?

|:| Good

|:| Fair

|:|Quite a bit |:|Extremely

. During the past 4 weeks how much of the time has your condition interfered with your social activities?

|:|Most of the time |:|Some of the time |:| Alittle of the time |:| None of the time

|:| Poor

b. What tests have you had for your symptoms
and when were they performed?

9. Have you had similar symptoms in the past?

a. If you have received treatment in the past for
the same or similar symptoms, who did you see?

10. What is your occupation?

a. If you are not retired, a homemaker, or a
student, what is your current work status?

Patient Signature

[INo one [IMedical Doctor [CIother

[CIChiropractor [JPhysical Therapist

[CIXrays date: [JcTScan  date:

D MRI  date: [ Other date:

|:|Yes |:|No

[ | This Office [ IMedical Doctor [ JOther

| Chiropractor [ JPhysical Therapist

[ |Professional/Executive Laborer Retired

|| White Collar/Secretarial Homemaker Other

| [Tradesperson |:| FT Student

[ |Full-time [|self-employed [ ]Off work

| Part-time [ JUnemployed [JOther
Date

Blue Shield of California Physical Medicine Clinical Management Program administered by ACN Group of California



PAST MEDICAL HISTORY FORM

Patient Name

BLOOD PRESSURE YES NO | | JOINT CONDITIONS YES NO
Hypertension L] [ Upper Extremity ] ]
Low Blood Pressure O | Dislocation Cl O
Normal Blood Pressure | O Lower Extremity Dislocation D O

HEART DISEASE YES NO | | OTHER CONDITIONS YES NO
Heart Attack ] O Muscular Dystrophy ] ]
Atherosclerotic Disease [l O Rheumatoid Arthritis ] O
Myocardial Infarction ] [l Multiple Sclerosis O ]
Rheumatic Heart Disease ] O Epilepsy ] ]
Heart Murmur EI D Gout [
Fibromyalgia L]
MUSCLE CONDITION YES NO ] Diabetes [
Carpal Tunnel R/L O O Hearing Loss E
Tennis Elbow R/L B ] Poor Eyesight
Back/Neck Problems O Fainting [l
Limited Limb Movement O O Polio O
Other:
LUNGS YES NO |
Asthma [ O
Emphysema ] |
Shortness of Breath g CJ
EXERCISE | | WORKACTIVITY | | STRESSLEVEL | | _HABITS
(] None ] sitting []Low [] Smoking Packs a Day
E 1-2 x Week [ standing ] Medium ] Alcohol Drinks a Week
3-4 x Week [] Light Labor []High [] Coffee/Soda Cups a Week
[ 5+ x Week [CJHeavy Labor
What types of exercise do you perform? :
What things cause stress in your life? :
Are you taking any seizure medication? Oyes [No If yes list name:

Are you taking any medications that might affect your lungs, heart, consciousness or general well-being while participating in therapy?

[Jyes [CINO Ifyes list name:
List all medications you a currently
taking:

List all surgeries in the past two years (Including dates):

What

|:|YES |:|NO week?:

Are you
pregnant?

Have you had any injuries related to work? |:| YES |:|NO If yes list body part and date.:

Have you had any Auto Accidents

|:|YES |:|NO If yes list body part and date..

Have you had Physical Therapy or Massage Therapy before? [1yEs [JNO Where:

Signature of Patient, Parent, Guardian, Personal Representative

Date




Patient's Name:

AUTOMOBILE ACCIDENT QUESTIONNAIRE

Date of Accident:

Today's Date:

THE FOLLOWING QUESTIONS PERTAIN TO YOU AND THE VEHICLE YOU WERE IN:

Vehicle type:
Car Pickup
Van Truck
Station Wagon Bus

Other

ur position in the vehicle:

Driver

Passenger

Other

Left

Vehicle size:
Subcompact [ |Full-size
Compact Mini
Mid-size Light
Heavy Other

Middle

‘ront Passenger

eed of your vehicle:

Stopped
Parked

lowing

Moving Slowly

Collision Type:

Moving Moderately

Rear Passenger

Moving Fast
Moving at apprx

MPH

Why Vehicle was

ight
hird Seat (rear)

slowed or stopped:

Traffic Signg

Parking

Pedestrian

Traffic

Stop Sign

Busy Intersection

Driver Side Impact

Front Impact

Passenger Side Impact

Head On Collision
Rear Impact
Pedestrian Incident

THE FOLLOWING QUESTIONS CONCERN THE OTHER VEHICLE INVOLVED IN THE ACCIDENT:

Vehicle type: Vehicle size:
Car Pickup Subcompac Full-size
Van Truck Compact Mini
Station Wagon Bus Mid-size Light
Other Heavy Other
CONDITIONS AT THE TIME OF THE ACCIDENT:
Time of day: Road Conditions: Visibility: Visibility compromised by:
-ull daylight Dry Excellent Brightness
Damp Good Darkness
usk Wet Fair Rain
Night Snow covered Poor Snow
Ice covered Fog
Patchy Ice/Snow Traffic

THE FOLLOWING QUESTIONS CONCERN THE MOMENT OF IMPACT OF THE ACCIDENT:

Were you...

if

Was the air bag deployed?

Totally unaware that the accident was impending
Aware that the accident was impending
Aware that the accident was impending and braced for it

Air bag deployed

Car not equipped with air bag

Air bag not deployed

Restraints: (check all that apply)

Seat belt

Shoulder harness

No restraints

ou were the driver of the vehicle, was your foot on the brake edal?DYes Dlo D(nocked off by impact

What position was YOUR headrest in?

High position
Middle position

Low position



0

sition of YOUR head at time of impact?

Facing straight ahead

Tilted forward

Rotated to the left

Rotated to the right

Position of Your body at time of impact?

Straight

Tilted forward

Rotated to the left

Rotated to the right

Damage to vehicle YOU were in:

_Was your head thrown...?

Backward and then forward

Forward then-hackward
To the left To the left then the right
To the right To the right, then the left

Was vour body thrown...?

Backward and then forward

Forward then backward

To the left o the left then the right

To the right To the right, then the left

Across the vehicle

QOutside the vehicle Under the vehicle

None issued

Yourself

Driver of vehicle patient was a passenger of
Driver of other vehicle

lincurred minimal damage

Incurred moderate damage
)incurred severe damage

Was totaled

Not known

Head
Steering wheel Right door
Dashboard Left window
Windshield Right window
Armrest Console
Headrest Gear shift
Rear view mirror Front seat
Left door Backseat
Right Arm
Steering wheel Right door
Dashboard Left window
Windshield Right window
Armrest Console
Headrest Gear shift
Rear view mirror Front seat
Left door Backseat
—LeftlLeg

Steering wheel Right door
Dashboard Left window
|Windshield Right window
Armrest Console
Headrest Gear shift
Rear view mirror Front seat

I Left door Backseat

Not sure

AS A RESULT OF THE FORCE OF THE COLLISION, WHICH OBJECTS IN THE VEHICLE DID YOUR BODY STRIKE?

Left Arm
Steering wheel Right door
Dashboard Left window
Windshteld Right window

rmrest Console

Headrest Gear shift
Rear view mirror Front seat
Left door Backseat

Torso
Steering wheel Right door
Dashboard Left window
Windshield Right window
Armrest Console
Headrest Gear shift
Rear view mirror Front seat
Left door Backseat

Right Leg
Steering wheel | Right door
Dashboard Left window
Windshield Right window
Armrest Console
Headrest Gear shift
Rear view mirror | Front seat
Left door |Backseat

THE FOLLOWING QUESTIONS CONCERN THE TIME PERIOD {MMEDIATELY FOLLOWING THE ACCIDENT:

Did you lose conscioushess?

es
No

Immediately f
Dizzy eak
Dazed

Disoriented

oliowing the accident, did you feel...?

Nervous

Nauseated



Were you able to walk unaided? here did you go...?
Yes Drove home
No Was driven home
Drove to hospital
Was driven to hospital
Taken to hospital via ambulance

Did your major complaints exist before the accident?
| Fesl |No

Drove to work

Was driven to work
Drove to school
Was driven to school

Next day discomfort...?

Ijincreased Ddecreasestame

In what areas did you IMMEDIATELY feel pain? -
Head Shoulder Left [ JRight Hip Left [_JRight
Neck Arm Left |_JRight Thigh Left | JRight
Upper back Elbow Left | JRight Knee Left | _JRight
Mid back Wrist Left | JRight Calf Left | _JRight
Ribs Hand Left | |Right Ankle Left | JRight
Chest Fingers Left | JRight Foot Left | _JRight
Abdomen Buttock Left Right Toes i Left Right
Low Back — -
Pelvis

in what areas did you experience lacerations (cuts)?
Head Shoulder Left [ JRight Hip | Left |: Right
Neck Arm Left : Right Thig Left | Right
Upper back Elbow Left | |Right Knee| _llLeft | |Right
Mid back Wrist Left [ Right Calf ILeft | |Right
Ribs Hand Left [ |Right Ankie| __llLeft | [Right
Chest Fingers Left [ |Right Foot Left [ _|Right
Abdomen Buttock Left | | Right Toes I Left Right
Low Back — IR
Pelvis

At the hospital, what areas were x-rayed?
Head Shoulder Left —Right Hip Left E Right
Neck Arm Left —JRight Thigh Left —Right
Upper back Elbow Left —Right Knee Left —Right
Mid back Wrist Left —Right Calf Left —Right
Ribs Hand Left —Right Ankle Left —Right
Chest Fingers Left —JRight Foot Left F—Right
Abdomen Buttock Left L_JRight Toes Left |_[Right
Low Back
Pelvis

Where did you experience pain on the day FOLLOWING the accident?
Head Shoulder Left Right Hip LeftE Right
Neck Arm Left [fRight Thigh Left Right
Upper back Elbow Left Right Knee Left - Right
Mid back Wrist Left —JRight Calf Left —Right
Ribs Hand Left —iRight Ankle Left —Right
Chest Fingers Left Right Foot Left —Right
Abdomen Buttock Left Right Toes Left | |Right
Low Back

Pelvis




\ OCA Official Form No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Name Date of Birth Social Security Number

Patient Address

1, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), I understand that:

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on
the appropriate line in Item 9(a). In the event the health information described below includes any of these types of information, and 1
initial the line on the box in Ttem 9(a), I specifically authorize release of such information to the person(s) indicated in Item 8.

2. If I am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is
prohibited from redisclosing such information without my authorization unless permitted to do so under federal or state law. I
understand that I have the right to request a list of people who may receive or use my HIV-related information without authorization. If
I experience discrimination because of the release or disclosure of HIV-related information, I may contact the New York State Division
of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my rights.

3. I have the right to revoke this authorization at any time by writing to the health care provider listed below. I understand that I may
revoke this authorization except to the extent that action has already been taken based on this authorization.

4. 1 understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this
redisclosure may no longer be protected by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).

7. Name and address of health provider or entity to release this information:

8. Name and address of person(s) or category of person to whom this information will be sent:

9(a}—Snecific information to be released:

Medical Record from (insert date) to (insert date)
Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films,
referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

Other: Include: (Indicate by Initialing)

Alcohol/Drug Treatment
Mental Health Information
Authorization to Discuss Health Information HIV-Related Information

( By initialing here I authorize
Initials Name of individual health care provider
to discuss my health information with my attorney, or a governmental agency, listed here:

(Attorney/Firm Name or Governmental Agency Name)

10 hson for release of information: 11. Date or event on which this authorization will expire:
At request of individual
Other:

12. If not the patient, name of person signing form: 13. Authority to sign on behalf of patient:

All items on this form have been completed and my questions about this form have been answered. In addition, 1 have been provided a
copy of the form.

Date:

Signature of patient or representative authorized by law.

* Human Immunodeficiency Virus that causes AIDS. The New York State Public Health Law protects information which reasonably could
identify someone as having HIV symptoms or infection and information regarding a person’s contacts.




Patient Name: Date:

Assignment of Benefits Form

Financial Responsibility

All professional services rendered are charged to the patient and are due at the time of service, unless other
arrangements have been made in advance with our office. Necessary forms will be completed to file for insurance
carrier payments.

Assignment of Benefits

| hereby assign all benefits, to indude major medical benefits to which | am entitled. | hereby authorize and direct my
insurance carrier(s}, including Medicare, private insurance and any other health/medical plan, to issue payment check(s)
directly to Dr. Joseph A. Wiles for chiropractic services rendered to myself and/or my dependents regardless of my
insurance benefits, if any. | understand that | am responsible for any amount not covered by insurance.

Authorization to Release Information

| hereby authorize Dr. Joseph A. Wiles to: (1) release any information necessary to insurance carriers regarding my
iliness and treatments; {2) process insurance claims generated in the course of examination or treatment; and (3} allow
a photocopy of my signature to be used to process insurance claims for the period of lifetime. This order will remain in
effect until revoked by me in writing.

| have requested chiropractic services from Dr. Joseph A. Wiles on behalf of myself and/or my dependents, and
understand that by making this request, | become fully finandally responsible for any and all charges incurredin the
course of the treatment authorized.

| further understand that fees are due and payable on the date that services are rendered and agree to pay all such
charges incurredin full immediately upon presentation of the appropriate statement. A photocopy of this assignmentis
to be considered as valid as the original.

Patient/Responsible Party Signature Date

Witness Date



Patient Health Information Consent Form

We want you to know how your Patient Health Information (PHI) is going to be used in
this office and your rights concerning those records. Before we will begin any health
care operations we must require you to read and sign this consent form stating that you
understand and agree with how your records will be used. If you would like to have a
more detailed account of our policies and procedures concerning the privacy of your
Patient Health Information we encourage you to read the HIPAA NOTICE that is
available to you at the front desk before signing this consent.

1.

The patient understands and agrees to allow this chiropractic office to use their
Patient Health Information (PHI) for the purpose of treatment, payment, healthcare
operations, and coordination of care. As an example, the patient agrees to allow this
chiropractic office to submit requested PHI to the Health Insurance Company (or
companies) provided to us by the patient for the purpose of payment. Be assured
that this office will limit the release of all PHI to the minimum needed for what the
insurance companies require for payment.

. The patient has the right to examine and obtain a copy of his or her own health

records at any time and request corrections. The patient may request to know what
disclosures have been made and submit in writing any further restrictions on the use
of their PHI. Our office is not obligated to agree to those restrictions.

A patient's written consent need only be obtained one time for all subsequent care
given the patient in this office.

The patient may provide a written request to revoke consent at any time during care.
This would not effect the use of those records for the care given prior to the written
request to revoke consent but would apply to any care given after the request has
been presented.

For your security and right to privacy, all staff has been trained in the area of patient
record privacy and a privacy official has been designated to enforce those
procedures in our office. We have taken all precautions that are known by this office
to assure that your records are not readily available to those who do not need them.
Patients have the right to file a formal complaint with our privacy official about any
possible violations of these policies and procedures.

If the patient refuses to sign this consent for the purpose of treatment, payment and
health care operations, the chiropractic physician has the right to refuse to give care.

| have read and understand how my Patient Health Information will be used and | agree
to these policies and procedures.

Name of Patient Date
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