Yo FLAVE AHAVE SOT previously had sams'simalar complaints When™ Month_ : Year At ar

Treatment for these complaints  MEDICATHN  CHIROFRACTIC CARE PHYSICAL THERAPY  SURGERY  NONE

LITHER L ST, B

Have you lost time from work due 1o this igury”? ¥ES 7 ke Dates: e . e I,

Are you able to perform your normal activities” List thangs you can’t do : ) R

MName of your attormey _ Cuy ol Phone({ )

Otther Injuries

Month ~ Day Year Body partinured ) Treated? YES NO
Maonih Day Year Body part wgured Treated? YES NO
Momh__ Day Year Body part injured _ Treated? YES b0

I hawe never had any other injunes

Insurange Information

Nameof ngred L Relaionship to patient _
Name of nsurance co - __ Address Sireet
City, Staie, Zip Clasm Mo Costact R
(Wher vehicle insurance camer i Ciry of_
Claim Mo (i known)
My health insurance carmier o City ol B S

PLEASE GIVE YOUR INSURANCE CARDS / CERTIFICATE TO THE FRONT DESK FOR COPYING
PLEASE GIVE YOUR DRIVERS LICENSE TO THE FRONT DESK FOR COPYING

We are happy to provide insurance billing for you as pan of our service at no charge 1o you  However, your insurance is a comract
between yemr and yorr corrrer You are uliimaiely responsible for all charges incurred a1 this office Please sign below,

acknowledging your responssbality

sHaHATURE 1MATE

(IR MISSION 15 TO PROVIDE
CAREFULLY CORSINRED DAL )%
GEMTLY ATSAINIS TERET TREA TMERNT
TiE CARE YoM NEED, MO BORE, MO LESS
REFERBAL TOCTHER PRACTITH SNERS W1HEN APPROPRIATE
HiwEST ANIVUR TOR DA TE RECTIYEFIPIMNG % ST

Tor TREAT ¥OH01 THE WAY WE WO ILDLIRE To [HE TREATED IF WE WERE THE PATIENT,



