
Name

Patient and Insurance Information

email Date

Address Apt #

Town State ZIP

Home Phone Work Phone Cell

Driver's License # Birth Date ss#

Marital Status M S D Sep Spouse Name # of Children

Refened By: Age Range of Children

Employer Occupation

Address

Town State ZIP

Health Insurance Info

Carrier Ins Co phone

Address

Policy # Group #

Patient Relationship to the insured Self Spouse Child Other
Ifyou are covered under another person's insurance..,, Please complete

Name of Insured

Address of insured

Phone ofinsured Sex Birth date

Insured's Employer

Address

Employer Phone Plan Name

Auto Accident Insurance Policy Number

Carrier

Address

City State ZIP Phone

Person To Contact... Claim #

Date of Accident Patient Relationship to the insured Self Spouse Child Other



FATENTI

n
!
u

Grade E on less

Fartial high school
High sehoo{ graduate

Faid full time
Faid part time
Elomemaker
Student

E.{]IE:

D Some college
I College gaduate
I h,fasters or higher

! Unemployed
D Retired
! Other

!
r
!
!

!
I
C

Heavy labor
Light labor
Mostly sining at desk

Do you smoke? yes ! Ns tl
ffy*s, how many packs/day?

! Nfostly standing
D frIostly walking/moving about
I Driving or operating vehicle

Do you drink? YEsU I\OLI
Eave you ever had x-rays taken of :

Your low baele
Your neck:
Your ehest:
Other:

o Describe:

How many days trave you lost from work due to this current pnoblem?
days"

<1 | t[ 2

ffyes, amount
[$03>O

the past year due to your

Really trike my job U
! R,eally distike my job

Yes N
DI
!!
!t
!!

How many days have you lost from work inproblem? days

Do you like your job? yes U No !
No opinion ! Dislike my job

vIIl-24



;Vh{PTOfrtS E-ISTB prcasc ehr

our l{amet

' slmptorns yral harc fnorn h€ list belo,. Date:

FI8PS, [.EGS & FEFf:
-:130. pajn in buttoe*s R t
-_ j01. pain in tle hip joint R L
:132. Pajn down fire leg R L
___133. Patn doram bch legs
__194. teg eramps R L
__13S. Cramps in feet R L
_-_136. Knere pain R t

_i37, inside R t
-:138. outsid€ R t

_._139 Pins & noedles in legs R L
__140. Nurnbness of teg R L
_--J41. Nurnbness of fest R t
.'_-142. Numbness of to*s R l-
_-__143. Swollen ankJes F L

--_l44, Sviollen fset R L

---_145. Fe€t feel ccrs

W0h{EN ONLyr
___t bu. Menstrual patn lunerol

--:1 51, M€nstrual eramping

----15e lnegular p+riod

--_1 53. Abnormal discharge
w. I urtrwtJ

HlEl{ ONLYI
_:1 6O, Unnary frequenqr

-_*1 61. Diffic;ulty in mrt-ng urinatjon
142 A.liAHi ,,;^-l;I ue. r\tVllt unnaU0n

*-__1 63, Proslate pajn/stelting

GEftERA.I.,:

_:170, Anxj€ry

--171 . Nervousness

--172, Initablo

-:173 Ditfle,ulty in prulonged riding
in an ar.iomobile

_:174, Depression
__175. Fatigue

---_1 76, Genemlly f eel run down
_.: 1 77. Difiicutry slaeprng
__-_178. Loss of weight:lbs,
_.-_1 79, Gajn weighrt :rps,
--**1 80. fu eessive perspiration
_:181. Pallor
_:-182. Trenrors

Write in your own syrlptoms:

E,ANB

-1. H€adaeh€

-2. 
sinus (allerg1r)

_:3. enhre head

._-4, back oi head

-.5. 

forehead

--6. 
temples

--7 
migraine

_8. frequent and severc

_ 9. Head feels heavy

._-10. Lrghtreadedness

--1 1. FainUng

-_12, Face flushed

_13. Less of memory

: 1 4, 
=ye 

sitrain

.-15 Light bofrers eyes

__-16, Biuned vision

-17, 
Double vision

--18, toss of vbion

-19, 
Lcss of balance

-.--20. Otaines
__21, Loss of hearing

-22. 
Parn in th€ €ars

-_23, Ringing in tie ears B t
-_24. Suaing in he ears R L

-_25 [css of taste
26. Loss of smell
7, Srnus trouble

:C FL;

-_30. Neck pain

*31. Neck $,jfiness

-32. 
Neck pain and sffinms

-_33, Moderatc to s€v€re neck pain

-34, 
Neck pajn wilh movement

_-_35. lonryard

-__3€. bach*ard

-_-37. tuming to th€ left
_--38 tuming to the right
*_-39 bending to tFe left
_-40. bending to the right

_*41. Prnched n€rye in the neck
._42. Neck feels "ost of plaee'
,,_43. Muscle spasms in the nee k
_-d4, Gnnding scunds in the neek
--:45 Ar,nritis in the neck

iOULDERg
_-50. Pain in shoulder joint F t
-*51, Pain ae rocs shouldere
_52, Parn benseen shoulder blades
* 53, Srrfiness in sheulder R t

',. Tension rn the shoulderu
_.5 Pincned neFr'€ - shouEe r R

-:5€, Muscle sp€snLs " sho,ulder R
--57 una-ble to rais€ Rnn a
:5€ above shoulder level R

-59. 

o;er head R

ARfr{S & FIANDE

-65, 

Pain in Ur€ Lpp€r srm F L
.:66, Parn in tu etbow

._-67. Tenns elbsn

,,_6€. Pain in foraann

.-69, Pain in har,€s

t
t
t

:70. Parn in fingers of F L hand
:71, serusation of pins & needles in

the arm R t
_72. Sensation of pirs & needlcs in

the fingers n t
:78, Numbnes n aJnls R t
__74, Numbnes m fogers B L
--75. Fingere go lo sleep R L.--76. Hands gq cdd

-n. 

Swollen jcirB in fingers
--78, Stijfness in fingeru R L
---79, Loss ol grp s,.Bngsl R t-

MtESACtt
--_82. MiSbadr nrn
--83. Mi6bad( sthtrs
__84. Mi+.bad( pa.n e.nd stitfness
_-.--85, Mi+bad( mtsde 5pgsms

-86, 

Pain in ladney area

CI.{EST:

-__90, ehest parn

__91 , shortne+s sf breafi

-9a. 

Pain around h€ rb€
.-93, Breast pain

_94, Inegular h€arc€sl

AEDOME.Pi:

_.-100. Noryous sorn€ch

-.__101, Nausea
.-102. Gas

-103, 

Constipdicn
.:104, Dianhea
.:105. HemonFoids

[-ow EACtt
-__1 10. tow back paun

_:1 J 1. Low back gifiness

-*1 12. Low bae k pan and stiffness
Low bae k pern is worsc when;

_-_1 14. wodcng
1 15. litrng
1 16. stoogring

--117, 
standing

-.1 

18. srtting

-=-i 
19, berEing

_120. eoughmg

:121 . fyng do*n (sleeping)
.-122. waJkjrE

.--12s. tow b€€i( to6k ourt o{ plaoa
:126. Musele spgrro in low beck

VIII.23



e"dr

Numb

fVMM /// tt tt
Tlngfing fPlns A F{ecds)

Bumlng X jf
Cramplng 

S S S

tl/ [t t

Flease rate your pain using the following seale: ( 0 = no pain aLod r0 =.worsl possibre pain)

:t-, 'n3-1: 6 7 8 e roo!!ooo;;o-Current pain intensiqv

Average pain intensig,

Worst pain intensiq,

U li n - -uLJUlOn_

!nn-- uuulDnn

D

0

D

I
!

o



AUTOMOBILE ACCIDENT QUESTIONNAIRE
Patient's Name: Today's Date:

Date of Accident:

THE FOLLOWING QUEST'OA/S PERTA'N TO YOU AND THE VEHICLE YOU WERE IN:
Vehicle tvpe:
Ecar EPickuo
EVan ETruck
Estation Wagon EBus
Eother
Your position in the vehicle:
EDriver
EPassenger -------- Location-------- Etett
Eother EFront Passenger
Speed of vour vehicle:

Dstopped DMoving Moderatety
DParked DMoving Fast
Eslowing EMoving at apprx _MPH
EMoving Slowly
Collision Tvpe:
EDriver Side lmpact EHead On Collision
EPassenger Side lmpact ERear lmpact
EFront lmpact DPedestrian Incident

Vehicle tvpe:
Ecar Epict<up
DVan ETruck
Dstation Wagon EBus
Eother

Vehicle size.
Esubcompact DFull-size
ECompact D|tini

ERear Passenger EtfrirO Seat (rear)
Whv Vehicle was slowed or stopped:

DTraffic Signal EParking
DPedestrian ETraffic
flstop Sign EAusy Intersection

EMid-size
EHeavy

Evtioote

Dlignt
Eother

trnignt

trlignt
Eottrer

THE FOLLOWING QUESI/ONS COIVCERN THE OTHER VEHICLE INVOLVED IN THE AC:CIDENT:
Vehicle size.

Esubcompact EFull-size
ECompact Dttltlni

CONDITIONS AT THE TIME OF THE ACCIDENT:
Time of dav:
compromised bv:
EFull daylight

EDusk
trruigtrt

Road Conditions:

Eory
Eoamp
Ewet
ESnow covered
Elce covered
Eeatctry lce/Snow

EMid-size
EHeavy

Visibilitv:

EExcellent
DGood
EFair
EPoor

Visibilitv

EBrightness
EDarkness;
ERain
ESnow
Erog
ETraffic

THE FOLLOWING QUESI/ONS CONCERN THE MOMENT OF IMPACT OF THE ACCIDENT:
Were vou... Restraints: (check all that applv)
[JTotatty unaware that the accident was impending ESeat belt
EAware that the accident was impending
EAware that the accident was impending and braced for it

Eshoulder harness
ENo restraints

EYes ENo EKnocked off by impact



Was the air baq deploved?
DCar not equipped with air bag
Enir bag deployed
Enir bag not deployed

What position was YOUR headrest in?
trHigfr position

Elvioote position

E Low oosition

Position of YOUR head at time of impact?
EFacing straight ahead
Etitteo forward
ERotated to the teft
right
DRotated to the right
left

Position of Your bodv at time of impact?
Estraight
Etitteo forward
ERotated to the left
ERotated to the right

Was vour bodv thrown...?
EBackward and then forward

EForward then backward
Eto tfre left Eto the teft then the right
DTo the right Eto tne right, then the teft
EAcross the vehicle
EOutside the vehicle EUnder the vehicle

Was vour head thrown...?
DBackward and then forward

EFonrvard then backward
ETo the teft ETo the teft then the

ETo the right ETo the right, then the

Citations:
ENone issued
EYourself
DDriver of vehicle patient was a passenger of
EDriver of other vehicle
ENot sure

WHICH OBJECTS IN THE VEHICLE DID YOIJR

Damaqe to vehicle YOU were in:
E Incurred minimal damage
Elncurred moderate damage
Elncurred severe damaqe
EWas totalled
ENot known

AS A RESULT OF THE FORCE OF THE COLLIS/O/V.
BODY STRIKE?
Head
Dsteering wheel
DDashboard
Ewindshietd
EArmrest
EHeadrest
ERear view mirror
ELeft door

Riqht Arm
Esteering wheel
EDashboard
Ewinostrielo
EArmrest
EHeadrest
ERear view mirror

DRight door
Etett window
trnigrrt window
EConsole
EGear shift
EFront seat
EBackseat

ERight door
Etett window
trnignt window
EConsole
EGear shift
EFront seat

Left Arm
Esteering wheel
EDashboard
Ewindshietd
EArmrest
EHeadrest
ERear view mirror
ELeft door

Torso
Dsteering wheel
EDashboard
Ewindsrrield
EArmrest
EHeadrest
ERear view mirror

ERight door
trtett window
trnignt window
EConsole
DGear shift
EFront seat
EBackseat

ERight door
ELett window
trnignt window
flConsole
EGear shift
EFront seat



ELeft door

Left Leq
Esteering wheel
EDashboard
Ewinosnieto
EArmrest
EHeadrest
ERear view mirror
DLeft door

ENect
DUpper back
EMid back
Enios
EChest
DAbdomen

ENeck
EUpper back
EMio bact
ERios
EChest
EAbdomen
ELow Back Epelvis

EBackseat

ERight door
Etett window
trRignt window
EConsole
EGear shift
EFront seat
EBackseat

Arm Dtett DRight
Elbow ELett Enigrrt
Wrist Et_ett ERiotrt
Hand Etett trnignt
Fingers DLett trRigtrt
Buttock ELett trnignt

ELeft door

Esteering wheel
EDashboard
Ewincsrrieto
EArmrest
EHeadrest

EBackseat

Riqht Leq
Enigrrt door
ELert window
trnigrrt window
EConsole
EGear shift

ERear view mirror EFront seat
ELeft door EBackseat

THE FOLLOWING QUESTIONS CONCERN THE TIME PERIOD IMMEDIATELY FOLLOWING THE
ACCIDENT:
Djd vou lose consciousJess? lmmediatelv following the accident, did vou feel...?
EYes Joizzy EWeak
ENo EDazed ENervous

EDisoriented ENauseated

Were vou able to walk unaided? Where did vou qo...?
DYes DDrove home EDrove to work
Eruo EWas driven home EWas driven to work

EDrove to hospital EDrove to school
DWas driven to hospital EWas driven to school
ETaken to hospitalvia ambulance

Next dav discomfort...?
exist before the accident?
Eincreased Edecreased Dsame

EHead Shoutder Eteft Eniofrt

Did vour maior complaints

EYes D No

ELow Back Epetvis
In what areas did vou experience lacerations (cuts)?
EHead Shoutder ELett DRight

Hip

Thigh
Knee
Calf
Ankle
Foot
Toes

Hip

Thigh
Knee
Calf
Ankle
Foot
Toes

ELett trRight
ELen trnight
Dteft trnignt
Etett trnight
ELett trnight
Etett trnignt
ELett trnignt

Eten trnignt
ELen Enigrrt
Etett Entgrrt
Dtett trnignt
Eten trnignt
Etett trnight
Eteft Enigrrt

Arm Dtett trRigtrt
Elbow Etett trRignt
Wrist Etett ERigfrt
Hand Etett Dniqht
Fingers Etett trnignt
Buttock Etett Eniont

At the hospital. what areas were x-raved?



EHead
Erueck
EUpper back
EMid back
ERios
EChest
EAbdomen
ELow Back EPetvis

ENeck
EUpper back
Dlvtio oact<

ERios
ECnest
EAbdomen
D Low Back EPelvis

Shoulder Etett trnignt
Arm Etett trRignt
Elbow Dtert trRight
Wrist Eteft trRignt
Hand Etett trRigtrt
Fingers Eteft Enignt
Buttock Etett trntgnt

Hip Eten trnignt
Thigh Eten trnignt
Knee Eteft Dnignt
Calf Eten trnignt
Ankle Eteft trnight
Foot Etett trnignt
Toes Etett trnignt

Where did vou experience pain on the dav FOLLOWING the accident?
EHead Shoutder Etett DRignt Hip Etett

Arm
Elbow
Wrist
Hand

Fingers

Etett trRtgnt
Etett trRight
Eten trRight
Etett trRignt
flten trnignt

Thigh Etett
Knee Etett
Calf Dtett
Ankle Eteft
Foot Etett
Toes Etett

trRignt
ERigrrt
trRigtrt
trnignt
trRignt
trnignt
trnisntButtock Etett Eniont

Patient's Signature:



I have had an opportunity to diseuss with the Doetor c amedbelow andlor with othef bffice perslnn.iine "iiiitli^",ia;;b" sadj ustments and other pro ceduie s, i *d;i;iilA "thut 
;;;'"iil^ ""

, :ffi#'h bove-n his consent formy present eondition(s) and for any future e

All charges incurred at Hillsboro chiropraotic clinie are my total
Responsibility regardless of payment by my insurance poliey or not.

If this account is placed with an attorney for collection, I am aware of having
additional attorney fees added, If the attorney should have to pursue litigation, I also
understand I will be responsible for additional court cost or attorney fees,

Print Patient's Name:

Patient's Signature:

Patient's Representative' s Signature :

Date Signed:



ENANCIAL POLICY FOR AU

Please bring in.your PIP application upon completion, so that we can attach the cloctor,s reportform along with your initial medical bilis,

T-^
lll J

give PPO or office does not

policies subr tn lnsurance

settiement w You t'each

arangements for them to pay your medical bills while you are under treatment. 
maKe

Ifyou have contacted an attorney to represent you, our financial policy remains the same
regardless of attomey representation unless other arrangements have been made, please have a letter ofprotection faxed to Dr, Johnson aI (254) 590-0709,

Third par8 liability claims are not seftled until the patient has been released. froni care, Upon
release, we will submit an itemized statement along with your merlical records to the carier, There is an
additional fee for a narrative report stafting at $200,00,

Dr, Johnson allows three months fi'om release of care to make settlement of your claim before fu11
payment is expected, You will be required to make monthly payments in the amount"of $ 100 towards your
balance regardless ofPIP exhaustion, attorney representation, oi health insurance status. unless other
arrangements have been made,

You or your attorney will need to contact the third parly carrier to seftle your claim, This office
has no contact with the canier regarding your settlement, The liability canier wiil usually write one check
to the patient fol medical and "pain and suffering", The check will be issued directly to you or your
attorney, The insurance company does not pay this office direcfly, It is your responsibility to see that
Dr. Johnson is paid regardless of FIP, attorney representationo or health insurance, Thisbffice cloes
not reduce our charges regardless of PIP, attorney representation, or health insurance, This office does not
reduce our charges nor make financial arrangements with the insurance car.rier or the attomey,

If your settlement is not enough to make full payment, contact our office for payment
arrangements, We have payment plans to fit your financial needs,

I have read the above policy and acknowledge my obligations.

Patient Signature: Date;

Staff Sisnature: Date:



FERsON,{]I

PROVIDER:
M, Scott Johnson, D.C,
Hillsboro Chiropractic Clinic
21 1 East Franklin Street

Post Office Box 706

Hillsboro, Texas 76645

ProviderType: DoctorofChiropractic
Tax ID # 32-0063210

Patient Namel

SSNr Date of Inj ury

Description of Accident:

Office 254-580-0701
Fax 254-580-0708

and in consideration for leceiving reasouable and necessary hoalthoare from the
such policy to malce olaims and apply for.and receive benefits under any

PIP, UM, UIM, Group Health, ppO, and HMO insurance benefits, This
on it's own, or in rny narne in oollec

ohecks, submitting infortnation fonus, and conrmunicating, in any mauner', with any insurance represeutative, ' ng
statements as required under any ittsuranoe polioy I agree to cooperate with provider and providers r.epresentati

h exohange for health oare to be provided, I give
rance or first party uninsured/underinsured rnotorists

f

in

funds from any settlement until the lien is satisfred,

Patient oonfirms rights to claim benefits and/or,liabilify claims fronr the following Insurauce Companies:

Name of Company:
Policy Number: Type Iusurance:
CIainr Nutnber
Date of Certifred Mailing:

Signature of Patient/Parcut&egal Representativel I have read and agree to the terms stated above,

Signature: Datei

Signature: Dater

Receipt by Iusurauce Represenfative: By signing below, I ooufir.m reoeipt of this form.

Signalure: Date:

Signaturer Date:

Receipt by Patient's Attorney: By signing below, I confirm receipt of this form.

Signatule: Date:

As authorized representative of the health provirler named above, I certify a copy of this document rvas tlelivered to the following parties as
follows:

Name of Partyl Date Noticed:
Method of Notice: Certified Mail Number
Page (s):

Titlo:Signature of Provider Representative: Date:



LT

A.ND P.AVVTENT AGR.EE F]NT

Name:
Address:

Date of Birth: __
Home Phone:

City: State: zip:Driver's Lioense:
Marital Status: Occupation

SS#

Employer:
Name nearest relative;

Work Number:
PH#

FnN.ANCllA[. ]Pon ncv R.EGARDING TI{IRD pART'y nN"ru_IR[E,s

PER.SON.{IL INJI{JRV pR Otf E Ctf ]tON I
required by the State of Texas, but most o

Company Name: Adjuster:
Address:
Claim #: DOB: /_Insured Name:

{JNX,IESS WIE FXX,E lPnP,,A.n n VnSnT'S RIEQUnRE A P.AYMENT',{ll10.{CH VnSnT
lfow.dR.lD 1f[il8 ts.A]1.{l\cE oF vouR,{cco{JNlf" {Jpon nexease, naonthly
paymemts oll $tr00 are nequined" we wi}tr ailow thnee *onttnu to settle yrour account.

l[ agree to the a]bove ponicy and wiiln firle my personatr injun-y protection or makem I am allowed three months to settle myp cted" I winl also make paynnent of $tr 00n trying to settne my case"

lPatiemt
Signatune: Date: I /

TIF{IRD lP.dRlfv (the person's who is responsible for your injury)
Company: Adjuster:
Address:
Claim #:

Phonel
Insured Name:

FF{ONE:.\]ITORNEY:



,ASSIGNN/I]DNT ANU INSTRUCI|ilON F'OR DIRECT' P.{\rWEi\T tfO DOCI|OR
PRNV.AlItr,AND GRO{JP,ACCNDENII AND HE.{]LTFX NNSUR..ANC]E

Fatient;
Employer;
Claim / Gnoup #;
ss# i nD#:

I hereby instruct and dileot the msuranoe aompany:

To pay by cheek made out and mailed dilectly to: Hiilsboro Chiropraetic Clinie
Post Office Box 706
Hillsboro, Texas 76645
(o) 2s4-sB0-0701
(F) 2s4-s80-0708

OR

I request you issue a made EOT'X{ to the claimant ( ) and Dr. M. Scott Johnson.
It is understood that Dr, Johnson and I both need to endorse this eheek before it ean be cashed and tendered. The balances
of rny medieal expgnses are to be paid from the funds eashed from this Z-party eheek,

OR

If my current policy prohibits direet payment to doctor, then I hereby instruct ancl direet you to make out the cheek to me
and mail it as follows: Hillsboro Chiropractic Clinic

C/O Post Offiee Box 706
Hillsboro, Texas 76645

Fol professional or medical expense benefits allowable and otherwise payable to me under my eurrent insuranee policy as
payment toward the total charges fol the professional services rendered, Tll{ns lls.A DIIWCT'.ASSIGNMENT OF'My
RIGHT'S.{NlD EtrNtrFITS ntNDER TFIIS POILICV, This payment will not exeeed my indebtedness to the above-
mentioned assignee, and I have agreed to pay, in a current manner) any balance of said professional service eharges over
and above this insuranee payment,

A photocopy of this Assignment shali be considered as effeetive and valid as the original,

I also authorizethe release of any information pertinent to my ease to any insuranee oompany, adjuster or attorney
involved in this ease,

Dated at the _ day of 20

S ignature of Policyholder Witness

Signature of Claimant, if other than Polieyhoider

F.AXED TO nNStnR,ANCtr COMIPz\NY:

Staff Initials:

Insurance Adj ustor S ignature

Date of Transmission


