Comprehensive Pain Care
1 Market Street, Suite 1C
Camden, New Jersey 08102
856-338-9125
FAX: 856-338-9129

Pain Drawing

Name:______________________     Date of Birth:__________       Date:___________

                                         	
TELL US WHERE YOU HURT.
Please read carefully:
Mark the areas on your body where you feel your pain. Include all affected areas. Mark areas of radiation. If your pain radiates, draw an arrow from where it start to where it stops. Please extend the arrow as far as the pain travels. Use the appropriate symbol(s) listed below.

Ache > > > > >		Numbness = = = = = =		Pins & Needles o o o o 
  Burning x x x x 	            Stabbing / / / / /		            Throbbing ~ ~ ~ ~ ~ ~ 

0____________________________________________________10
       NO PAIN                                                                                                                                                                     WORST PAIN
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Comprehensive Pain Care
1 Market Street, Suite 1C
Camden, New Jersey 08102
856-338-9125
FAX: 856-338-9129



PERSONAL INJURY INTAKE FORM




NAME:________________________________________		DATE:____________

NAME OF ATTORNEY:___________________________________________________
________________________________________________________________________

ADDRESS OF ATTORNEY:_______________________________________________
_______________________________________________________________________

DATE & LOCATION OF ACCIDENT:_______________________________________
_______________________________________________________________________

INSURANCE INFORMATION: NAME OF INSURED:__________________________
________________________________________________________________________

NAME OF INSURANCE COMPANY:________________________________________
________________________________________________________________________
POLICY NO._________________________   CLAIM NO.________________________


WERE YOU EVER INVOLVED IN ANOTHER ACCIDENT?  Yes___NO___


IF YES, WHAT WAS THE DATE?____________


PLEASE DESCRIBE____________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

WERE YOU TRANSPORTED TO THE HOSPITAL? _________
IF SO WHICH HOSPITAL TREATED YOU? _______________________________________

PATIENT SIGNATURE: _______________________________  DATE: _________________




Comprehensive Pain Care
1 Market Street, Suite 1C
Camden, New Jersey 08102
856-338-9125
FAX: 856-338-9129

Patient Case History

Name____________________________________      Sex    M    F      DOB _____     Age____________   Date __________

Address___________________________________ State_______    Zip___________________

H. Phone ___________________ W. Phone__________________ Social Security #____________________

Occupation_______________________	Employer_______________________________________________

Have you ever received Chiropractic Care?   Yes	    No      If yes when? _______________________________

1. Primary reasons for seeking chiropractic care:

Primary reason: __________________________________________________________________________________________

Secondary reason: ________________________________________________________________________________________

Other factors contributing to the primary and secondary reasons: ___________________________________________________
    
2.   Chief Complaint: _____________________________________________________________________________________

Location of Complaint: _____________________________________________________________________________________

Complaint Began when and how? _____________________________________________________________________________

Please circle the Quality of the complaint/pain:   dull   aching   sharp   shooting   burning   throbbing   deep   nagging    other ______________

Does this complaint/pain radiate or travel (shoot) to any areas of your body? Where?__________

Do you have any numbness or tingling in your body? Where? _______________________________________________________

Grade Intensity/Severity (No complaint/pain)    0    1    2    3    4    5    6    7    8    9    10    (Worst possible pain/complaint imaginable)

How frequent is complaint present, how long does it last? ____________________________________________________________

Does anything aggravate the complaint? __________________________________________________________________________________________________________

Does anything make the complaint better? __________________________________________________________________________________________________________


2. Previous interventions, treatments, medications, surgery, or care you’ve sought for your complaint: 
__________________________________________________________________________________________________________

3. Past Health History:

A. Previous illnesses you’ve had in your life: 
_________________________________________________________________________________________________________

B.    Previous injury or trauma: _________________________________________________________________________________________________________

Have you ever broken any bones? Which? _________________________________________________________________________________________________________

C.    Allergies: 
__________________________________________________________________________________________________________

D. Medications:
Medication, and reason for taking
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________	

E. Surgeries:
Date and Type of Surgery
__________________________________________________________________________________________________________

F. Females/ Pregnancies and outcomes:
Pregnancies/Date of Delivery	
_________________________________________________________________________________________________________

What was the date of the beginning of your last menstrual period? ____________________________________________________

4. Family Health History:
Associated health problems of relatives: _________________________________________________________________________________________________________

Deaths in immediate family: Cause of parents or siblings death and age at time of death. 						_________________________________________________________________________________________________________

5. Social and Occupational History:

A. Level of Education:

O high school		O some college		O college graduate		O post graduate studies

B. Job description:
_________________________________________________________________________________________________________

C. Work schedule: 
_________________________________________________________________________________________________________

D. Recreational activities: 
_________________________________________________________________________________________________________

E. Lifestyle (hobbies, level of exercise, alcohol, tobacco and drug use, diet): 
_________________________________________________________________________________________________________






I have read the above information and certify it to be true and correct to the best of my knowledge, and hereby authorize          Comprehensive Pain Care to provide me with chiropractic care, in accordance with this state's statutes.

Patient Signature: _____________________________________________________________________

Parent or Guardian Signature ____________________________________________________________	 

Date ________________________

Doctors Signature _________________________________________________    Date: ______________







Comprehensive Pain Care
1 Market Street, Suite 1C
Camden, New Jersey 08102
856-338-9125
FAX: 856-338-9129


AFFIDAVIT OF NO INSURANCE


INSURED:

CLAIM #

STATE OF: __________________

COUNTY OF:__________________________	SS#_____________________


I ___________________________________________________RESIDING AT_____________________________________________________________________

Being of full age, and duly sworn, according to law, upon oath, deposes and says “On _____________________________________________, I was involved in a motor vehicle accident at: ________________________________________________________________________________________________________________________________________________
As a result of the above mentioned accident, I was caused to sustain personal injuries which necessitated my obtaining medical treatment.

On the date of the accident neither I nor anyone else in my household owned an automobile with liability insurance coverage that would afford me personal injury protection benefits.”

Name of patient (Guardian if minor) __________________________________________

Sworn and subscribed to, before me, 

This __________________, day of _____________________

NOTARY PUBLIC















Comprehensive Pain Care
1 Market Street, Suite 1C
Camden, New Jersey 08102
856-338-9125
FAX: 856-338-9129




TO:____________________________________________________________________

ADDRESS:______________________________________________________________

I, _________________________________________________, the insured and/or beneficiary of the policy or policies of insurance providing medical benefits to me, do hereby authorize and direct you to pay directly to the above named company, medical provider, benefits due me out of the indemnity under the terms of the applicable policy/policies issued by your company.  This document is to be deemed an assignment of all of my rights with regard to First Party Benefits under any policy which I would have a legal claim for benefits.  Payment is authorized upon receipt of the itemized statement for services rendered.  I also authorize the above medical provider to obtain counsel and enter legal or other action on my behalf and/or in my name to collect such sums due if should such sums not be paid within the legally prescribed period of time.  I do hereby promise full and complete cooperation with any legal counsel obtained by the medical provider including attending any type of Deposition, Arbitration, or Court Proceeding.  I understand that if I fail to cooperate with legal Counsel, I may be held personally responsible to the medical provider for any expenses not covered by the responsible insurance carrier.  I realize that I am financially responsible for charges not covered by the assignment.  A photocopy of this assignment shall be valid as the original.

INSURED:____________________________________________________________

CLAIMANT:__________________________________________________________

ADDRESS:____________________________________________________________

CLAIM #:_____________________________________________________________

LEGAL SIGNATURE___________________________________________________
(If minor, parent/guardian must sign)

PATIENT’S SIGNATURE:_______________________________________________














Comprehensive Pain Care
1 Market Street, Suite 1C
Camden, New Jersey 08102
856-338-9125
FAX: 856-338-9129


ASSIGNMENT OF BENEFITS



PATIENT NAME:_______________________________________________________

I IRREVOCCABLY ASSIGN TO Comprehensive Pain Care ALL MY RIGHTS AND BENEFITS UNDER ANY INSURANCE CONTRACTS FOR PAYMENT FOR SERVICES RENDERED TO ME BY Comprehensive Pain Care.  I IRREVOCABLY AUTHORIZE ALL INFORMATION REGARDING MY BENEFITS UNDER ANY INSURANCE POLICY RELATING TO ANY CLAIMS BY Comprehensive Pain Care TO BE RELEASED TO Comprehensive Pain Care.  I IRREVOCABLY AUTHORIZE Comprehensive Pain Care TO FILE INSURANCE CLAIMS ON MY BEHALF FOR SERVICES RENDERED TO ME.  I IRREVOCABLY DIRECT THAT ALL SUCH PAYMENTS GO DIRECTLY TO Comprehensive Pain Care.  I IRREVOCABLY AUTHORIZE Comprehensive Pain Care TO ACT IN MY BEHALF AND REPORT ANY SUSPECTED VIOLATIONS OF PROPER CLAIMS PRACTICES TO THE PROPER REGULATORY AUTHORITIES.

I IRREVOCABLY DIRECT MY ATTORNEY TO PAY Comprehensive Pan Care FOR SERVICES RENDERED TO ME BY Comprehensive Pain Care OUT OF PROCEEDS FROM ANY/ ALL SETTLEMENTS MADE ON MY BEHALF IN THE EVENT THERE IS NO INSURANCE TO COVER THOSE SERVICES.  I IRREVOCABLY DIRECT MY ATTORNEY TO ESCROW ANY BALANCE UNTIL SUCH TIME THE INSURANCE BALANCE HAS BEEN SETTLED.  I IRREVOCABLY DIRECT MY ATTORNEY TO PAY TO Comprehensive Pain Care ANY DEDUCTIBLE AND/OR COPAYMENT AMOUNTS OUT OF ANY PROCEEDS FROM A SETTLEMENT OF MY CASE.

THIS AGREEMENT OF BENEFITS HAS BEEN EXPLAINED TO MY FULL SATISFACTION, AND I UNDERSTAND ITS NATURE AND EFFECT.


PATIENT’S SIGNATURE:  									

DATE:  	/	/			

THE BELOW SIGNATURE IS TO ACKNOWLEDGE RECEIPT IF THIS ASSIGNMENT OF BENEFITS AS THE REPRESENTING ATTORNEY OF THE ABOVE MENTIONED PATIENT.

ATTORNEY SIGNATURE:  									

DATE:  	/	/				












Comprehensive Pain Care
1 Market Street, Suite 1C
Camden, New Jersey 08102
856-338-9125
FAX: 856-338-9129




AUTHORIZATION FOR INFORMATION 




TO WHOM IT MAY CONCERN: 

THIS WILL AUTHORIZE YOU TO RELEASE TO, Comprehensive Pain Care
OR HIS REPRESENTATIVES; MEDICAL REPORTS, CLINICAL ABSTRACTS, ACCIDENT REPORTS, X-RAYS, AND/OR ANY OTHER INFORMATION REQUESTED BY THEM IN CONNECTION WITH THE MATTERS WHEREIN THEY REPRESENT ME AND TO PERMIT THEM TO EXAMINE THE ORIGINALS OF ALL SUCH RECORDS AND TO MAKE PHOTO COPIES OF SAME. 

THIS AUTHORIZATION OR A PHOTOSTATIC COPY THEREOF SHALL CONTINUE THEIR SUFFICIENT POWER OF ATTORNEY FOR OBTAINING SUCH INFORMATION, RECORDS OR REPORTS. 

DATE___________________


SIGNATURE____________________________________________________________

PRINT NAME________________________________________
























Comprehensive Pain Care
1 Market Street, Suite 1C
Camden, New Jersey 08102
856-338-9125
FAX: 856-338-9129


CONSENT FOR CHIROPRACTIC HEALTH CARE


PATIENT’S NAME_________________________________________________


I have been informed of the nature of my disorder(s) and of the nature and purpose of Chiropractic procedures and related therapeutics proposed as treatment.  I have also been informed of the possible consequences and risks inherent in such treatment.  The availability of alternative treatment options has been explained to me.  I have also been advised of the possible consequences if I decide not to receive care.  I understand that there is no guarantee or warranty for any specific cure or result.

I HAVE READ THE ABOVE PARAGRAPH AND I UNDERSTAND THE INFORMATION PROVIDED.  THIS INORMATION HAS BEEN EXPLAINED TO ME, AND ALL QUESTIONS WHICH I HAVE ASKED HAVE BEEN ANSWERED TO MY SATISFACTION.

I THEREFORE AUTHORIZE ______________________________________________
TO PROCEED WITH CHIROPRACTIC CARE AND TREATMENT.

PATIENT’S SIGNATURE_______________________________________DATE_____________

CHIROPRACTOR’ SIGNATURE_______________________________________DATE______________


When the patient is a minor or unable to consent:

Patient is a minor _________________________________years of age.
Other_____________________________________________________
Patient’s Name_____________________________________________
Person legally authorized to sign for patient—please print name____________________________________________Relationship_____________
Signature of authorized person______________________________  Date____________
Chiropractor_____________________________________________ Date___________










Comprehensive Pain Care
1 Market Street, Suite 1C
Camden, New Jersey 08102
856-338-9125
FAX: 856-338-9129


THIS INFORMATION MUST BE RECEIVED WITHIN ONE (1) WEEKS TIME.  WE NEED THIS INFORMATION FOR ACCURATE INSURANCE SUBMITTAL AS WE CONTACT YOUR ATTORNEY. WE ALSO REQUIRE THAT THIS BE SIGNED BY YOUR ATTORNEY AND THE ORIGINAL RETURNED TO THIS OFFICE.

NAME___________________________________________________________________
ADDRESS________________________________________________________________
ACCIDENT DATE_____________NAME/ADDRESS ATTORNEY________________________
_________________________________ATTORNEY PHONE________________________
INBSURANCE CO NAME_____________________________________________________
INSURANCE ADDRESS______________________________________________________
CLAIMS ADJUSTER (not agent) _________________________PHONE______________
POLICY NUMBER______________________ CLAIME NUMBER______________________
NAME OF INSURED IF DIFFERENT___________________________________________

DOCTOR’S LIEN

I was injured in an accident.  I request that my insurance company make check(s) payable to Comprehensive Pain Care and mail checks directly to the above noted address.

I have retained an attorney, whose name is listed above, to handle matters involving this accident.  I am instructing my attorney to take money out after settlement to pay any and all bills outstanding for services rendered here, regardless of any third party action.  This included deductibles, co-payments and services within the allowable fee schedule.

I authorize Comprehensive Pain Care to furnish my attorney with a full report including prognosis with regards to the accident in which I was involved in.

I hereby give lien to Comprehensive Pain Care to any settlement or verdict as a result of said accident, and direct you, my attorney, to pay Comprehensive Pain Care directly.  If I am not represented by an attorney I understand that the entire bill is due and payable by me.  If no settlement occurs I know that I am responsible for the entire balance that remains.

I am instructing my attorney to sign this and return this LIEN to Comprehensive Pain Care upon receipt of this Lien.

A photographic copy of this authorization is as valid as the original on file.

PATIENTS SIGNATURE______________________________TODAYS DATE__________
                   (Guardian if Applicable)
The undersigned attorney of record for the patient acknowledges receipt of the above lien, and does agree to honor the same as stated.

ATTORNEY’S SIGNATURE____________________________     DATE____________







Comprehensive Pain Care
1 Market Street, Suite 1C
Camden, New Jersey 08102
856-338-9125
FAX: 856-338-9129


PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

[bookmark: _GoBack]With my consent, Comprehensive Pain Care may use and disclose protected health information (PHI) about me to carry out treatment, payment, and healthcare operations (TPO).  Please refer to Comprehensive Pain Care Notice of Privacy Practices for a more complete description of such used and disclosures.

I have the right to review the Notice of Privacy Practices prior to signing this consent.  Comprehensive Pain Care reserves the right to revise its Notice of Privacy Practices at anytime.  A revised Notice of Privacy Practices may be obtained by forwarding a written request to Comprehensive Pain Care's Privacy Officer at the above address.

With my consent, Comprehensive Pain Care may call my home or other designated location and leave a message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items and any call pertaining to my clinical care, including laboratory results among others.

With my consent, Comprehensive Pain Care may mail to my home or other designated location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements as long as they are marked Personal and Confidential.

With my consent, Comprehensive Pain Care may e –mail to my home or other designated location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements.  I have the right to request that Comprehensive Pain Care restrict how it uses or disclosed my PHI to carry out TPO.  However, the practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement.

By signing this form, I am consenting to Comprehensive Pain Care’s use and disclosure of my PHI to carry out TPO.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent.  If I do not sign this consent, Comprehensive Pain Care may decline to provide treatment to me.

Signature of Patient or Legal Guardian ________________________________________
Patient’s Name__________________________________Date_____________________
            Print Name of Patient or Legal Guardian______________________________________
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