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Welcome to Chiro Spa, we are looking forward to serving you to a lifetime of wellness. 

Personal Injury Questionnaire 
 

Na  Name __________________________________Nick Name:__________________    Email: ____________________________________________     

   

  Address______________________________________________________________ City___________________ State _____ Zip ______________ 

 

Best two (2) phone numbers to reach you at:     Please indicate if Home, Work or Cell 

Phone # 1 _____________________________     Phone #2 _________________________How did you hear about us? _______________________ 

 

Occupation __________________________________________________________   DOB_________________ SS#__________________________  

 

Employer’s name _______________________ Employer’s address _________________________________________________________________ 

 

Your PIP Auto INS Co Name ______________________________________   Ins. phone # (        ) __________________ Started PIP Claim? _____ 

Policy # _________________________________ Claim #: _________________________Adjuster’s  name ________________________________ 

Driver/other vehicle’ name ________________________________Ins. Co. name _____________________________ Claim #: _________________  

Policy # __________________________________Adjuster’s name ___________________________________ Ins. phone # (      ) ______________ 

Have you retained an attorney? (  ) yes (  ) no   Name ____________________________________________P) ______________________________ 

Were there any witnesses?         (  ) yes (  ) no   Name ____________________________________________________________________________ 

Nature of Accident:                                                  WHO IS YOUR PRIMARY CARE PHYSICIAN? __________________________________ 

Date of Accident _______________ Time of Day _________________        Were you: (  ) driver (  ) passenger (  ) front seat (  ) back seat   

Number of people in your vehicle? _________ Other vehicle? ____________ What direction were you headed? (  ) North (  ) South (  ) East (  ) West 

On (name of street (s)________________________________________________________________ City/St _______________________________ 

Were you struck from (  ) behind (  ) front (  ) left side (  ) right side     Were you knocked unconscious? (  ) yes  (  ) no  If yes for how long ________ 

Were police notified? (  ) yes (  ) no   I was driving a (make/model) ________________________ Plaintiff was driving a______________________ 

In your own words please describe accident: 

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________ 

Did you have any physical complaints BEFORE THE ACCIDENT? (  ) yes (  ) no  If yes describe: 

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________ 

Please describe physical symptoms/complaints: 

A. DURING the accident: ________________________________________________________________________________________________ 

B. IMMEDIATELY AFTER the accident: ___________________________________________________________________________________ 

C. LATER THAT DAY: _________________________________________________________________________________________________ 

D. THE NEXT DAY: ___________________________________________________________________________________________________ 

 

What are your present complaints and symptoms? 

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________ 

Do you have any congenital (from birth) factors that relate to this problem? (  ) yes (  ) no  

If yes please describe_________________________________________________________________________________ 

Do you have any previous illnesses, which relate to this case? (  ) yes  (  ) no 

If yes please describe_________________________________________________________________________________ 
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Have you ever been involved in an accident before? (  ) yes (  ) no If yes please describe, including date(s) and types(s) of accidents as well as injury 

(ies) received?          

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________ 

 

Where were you taken after the accident? ______________________________________________________________________________________ 

 

Have you been treated by another doctor since the accident (  ) yes (  ) no if yes please list doctors name and address __________________________ 

 

What type of treatment did you receive? _______________________________________________________________________________________ 

 

Since the injury are your symptoms (  ) improving (  ) getting worse (  ) staying the same   

 

Check symptoms noticed since accident: 

 headache  irritability   numbness in  toes  face flushed  feet cold  

 neck pain  chest pain  shortness of breath  buzzing in ears  hand cold 

 neck stiff  dizziness  fatigue  loss of balance  stomach upset 

 sleeping problems  head seems too heavy  loss of balance  fainting  constipation 

 back pain   pins & needles in arms   light bothers eyes  loss of smell  cold sweats 

 nervousness  pins & needles in legs  loss of memory  loss of taste  fever 

 tension  numbness in fingers  ears ring  diarrhea  _______________ 

 

Symptoms other than above _________________________________________________________________________________________________ 

 

Have you lost time from work as a result of this accident (  )yes   (  ) no If yes, please complete this question 

a) Last Day Worked: _______________________________________________________________________________ 

b) Type of Employment_____________________________________________________________________________ 

c) Present Salary __________________________________________________________________________________ 

d) Are you being compensated for time lost from work as a result of this accident? (  ) yes  (  ) no.  

if yes, please state type of compensation you are receiving 

________________________________________________________________________________________________________________________ 

 

Do you notice any activity restrictions as a result of this accident? If yes please describe in detail.  

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________ 

 

Other pertinent information: 

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________ 

Total Damage to my car $ __________________________________ (if unsure, please remember to call when available) 

  

 

________________________________________________________________   ____________________________ 

Signature          Date 

 

 

Female if applicable: 

I, ________________________do hereby certify that, to the best of my knowledge, I am not pregnant and the 

above doctor has my permission to: Perform a diagnostic x-ray examination.  I have been advised that x-rays 

can be hazardous to an unborn child.  

Date of my last menstrual period: _____________________ 
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HEALTH CARE AUTHORIZATION FORM  

 
  
 
THE PATIENT IDENTIFIED ABOVE AUTHORIZES CHIRO SPA TO USE AND OR DISCLOSE PROTECTED HEALTH INFORMATION  

IN ACCORDANCE WITH THE FOLLOWING: 
 
SPECIFIC AUTHORIZATIONS 

 
I give permission to Chiro Spa to use my address, phone number and clinical records to contact me with birthday cards, holiday related 

cards and information about treatment alternatives or other health related information. 
I give Chiro Spa permission to treat me in an open room where other patients are also being treated.  I am aware that other persons in 

the office may overhear some of my protected health information during the course of care.  Should I need to speak with doctor at any 
time in private the doctor will provide a room for these conversations. 
By signing this form you are giving Chiro Spa permission to use and disclose your protected health information in accordance with the 

directives listed above. 
I give permission to disclose my health information to another provider if it is necessary to refer you to them for services.  
I give permission for Chiro Spa to disclose to your insurance carrier in order to obtain payment for services rendered. 
I give permission for Chiro Spa to utilize my health information to conduct internal audits, quality assessments and improvements 

activities for business management and general administrative activities.  
 
  
RIGHT TO REVOKE AUTHORIZATION 

You have the right to revoke this AUTHORIZATION, in writing, at any time.  However, your written request to revoke this 

AUTHORIZATION is not effective to the extent that we have provided services or taken action in reliance on your authorization.   

 

You may revoke this AUTHORIZATION by mailing or hand delivering a written notice to the Privacy Official of Chiro Spa The written 

notice must contain the following information: 

 

Your name, Social Security number and date of birth; a clear statement of your intent to revoke this AUTHORIZATION; and the date of 

your request with your signature. 

 

The revocation is not effective until it is received by the Privacy Official. This AUTHORIZATION is requested by Chiro Spa for its own 

use/disclosure of PHI.  (Minimum necessary standards apply.)  

 

You have the right to refuse to sign this AUTHORIZATION.  If you refuse to sign this AUTHORIZATION, Chiro Spa will not refuse to provide 

treatment. You have the right to inspect or copy the PHI to be used/disclosed. 

 

 

 

          

 

_______________________________________ _______________________________________  

Signature of Policyholder    Signature of Claimant, if other than Policyholder 

 

 

 ____________________________________________ 

 Print Name 
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ASSIGNMENT OF BENEFITS 

 
Patient: ________________________________________________________________________________ 

Employer: ______________________________________________________________________________ 

Claim/Group#: __________________________________________________________________________ 

SS#/ID#: _________________________________________Date of Injury: ________/______/__________ 

 

I hereby instruct and direct the PIP/MED PAY/ 3
rd

 Party and/ or any Insurance Company I am covered under to 

pay by check made out and mailed directly to: 

Chiro Spa    1024 S. Greenville, Ste. 130, Allen, Texas  75002 

 

THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. 

Should my current insurance policy prohibit direct payment to Chiro Spa Chiropractic, I hereby direct you to 

issue all checks payable jointly to Chiro Spa Chiropractic and myself for services rendered to the above-

mentioned patient. 

 

Furthermore, I do hereby grant to any officer or designated employee of Chiro Spa Chiropractic the right to 

endorse for me and in my name, place and stead any and all checks relating to the services provided to the 

above mentioned patient by Chiro Spa Chiropractic. 

 

A photocopy of this assignment shall be considered as effective and valid as the original. 

 
Terms of Filing Insurance 

Most insurance policies do cover chiropractic care, as verified by your insurance carrier.  As a service to you, 

we will be happy to file your primary insurance claim for you and do everything we can to assure you receive 

proper reimbursement.  However, since it is a contract between you and your insurance company, we cannot 

take responsibility for what your insurance will or will not cover.  Therefore, after 90 days the amount due will 

be your immediate responsibility at which time you may try to seek reimbursement directly from your insurance 

company. 
 

I also authorized the release of any information pertinent to any insurance company, adjuster, or attorney 

involved in this case. 

 

Dated at Chiro Spa Chiropractic this __________________ day of _____________________________2007. 

 

 

_______________________________________ _______________________________________  

Signature of Policyholder    Signature of Claimant, if other than Policyholder 
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For Group/Auto/PIP/LOP 
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This clinic gladly accepts your auto accident case under the 3rd party liability insurance situation and 
will help you in every way possible.  During the course of your care we will communicate with the 
insurance companies involved and give them all the reports, records, and information they will need to 
process your case and take care of your worries from this end the best we know how.  
 
The insurance company of the person at fault (3rd party) is essentially liable for paying your bills, even 
though the bill in this clinic is ultimately your responsibility. But, since neither this clinic nor yourself 
have a contract with this 3rd party insurance company, there is no absolute surety of payment of your 
bills.   
 
Unfortunately the fees for your services here will not be paid for by the 3rd party insurance company 
for approximately 3-9 months after you have been released from care. So that we may keep a fair 
exchange between us, please select one of the following financial arrangements for your case. 
 
I want to:  (please initial your selection) 
 
_____ Have Chiro Spa Chiropractic file with the 3rd party liability insurance only and I am willing 

to pay $300.00 per month on Auto Debit. Until my case is settled and/or my balance is 
zero. 

 
_____ Retain an attorney acceptable to Chiro Spa Chiropractic to settle the finances in my 

accident case.   (List of Attorneyôs available.) 
 
_____ File on my Personal Injury Protection (PIP) insurance policy for payments toward the 

fees for my services at Chiro Spa Chiropractic. 
 
 Circle one: My Personal Injury Protection policy limits are $2500.00   $5000.00 $10,000.00  $25,000.00 
                        OR If you have MED PAY:            $5000.00    $10,000.00    $25,000.00     $50,000.00 

Should I receive a check from ANY OF the insurance company (s) for services 
rendered by Chiro Spa Chiropractic, I also agree to bring the insurance checks 
to this office within one week of receiving the check. 
 
We thank you for your understanding and cooperation on the legal and financial arrangements of your 
case so that now we can both focus on getting you well. 
 
____________________________________                   _______________________ 
          Patient Guardian Signature                                      Date 

______________________ 
               Print Patient Name 
 
____________________________________          _______________________ 
             Witness/Clinic Representative            Date 
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NOTICE OF DOCTOR'S LIEN 

 
 
Patient: _____________________________________________________ 

(Please Print Name) 
   
Date of Accident: _______________________ 
 
 
I do hereby authorize Chiro Spa to furnish you, my attorney, with a full report of his examination, diagnosis, 
treatment, prognosis, etc., of myself in regard to the accident in which I was recently involved. 
 
I hereby authorize and direct you, my attorney, to pay directly to said doctor such sums as may be due and 
owing him for medical service or financial interest rendered me by reason of this accident, and to withhold such 
sums from any settlement, judgment or verdict as may be necessary to adequately protect and fully compensate 
said doctor.  And I hereby further give a lien on my case to said doctor against any and all proceeds of my 
settlement, judgment or verdict which may be paid to you, my attorney, or myself, as the result of the injuries for 
which I have been treated or injuries in connection therewith. 
 
I fully understand that I am directly and fully responsible to said doctor for all medical bills submitted by him for 
service rendered me and that this agreement is made solely for said doctor's additional protection and in 
consideration of his awaiting payment. And I further understand that such payment is not contingent on any 
settlement, judgment or verdict by which I may eventually recover said fee. 
 
I agree to promptly notify said doctor of any change or addition of attorney(s) used by me in connection with this 
accident, and I instruct my attorney to do the same and promptly deliver a copy of this lien to any substituted or 
added attorney(s). 
 
Please acknowledge this letter by signing below and returning to the doctor's office. I have been advised that if 
my attorney does not wish to cooperate in protecting the doctor's interest, the doctor will not await payment but 
may declare the entire balance due and payable. I further direct my attorney to pay said doctor one hundred 
percent of all chiropractic costs associated with my treatment. I understand all costs associated with my care 
and believe them to be necessary, reasonable and customary. 

 
 
Dated    ____________________    _______________________________________________________ 
                                                                Patient/Guardian Signature  
 
The undersigned being attorney of record for the above patient does hereby agree to observe all the 
terms of the above and agrees to withhold such sums from any settlement, judgment, or verdict, as 
may be necessary to adequately protect and fully compensate said doctor above-named. Attorney 
further agrees that in the event this lien is litigated that the prevailing party will be awarded attorney 
fees and costs. 
 
Dated    ____________________     _______________________________________________________ 
                                                                  Attorney's Signature 
 
(Please date, sign and return one copy to doctor's office, and keep one copy for your records) 


