
Congress Chiropractic
7534 Congress St. NPR FL, 34653

E-mail:
Name:

Date:

Address: City:
Date of Birth
State: _Zip: _

Cell Phone: Work:
Social Security # Male or Female
Marital Status: _Married _ Single _ Divorced _Widow _Other Age:

Name of Spouse/Nearest Relative: Phone:

Referred to this office: Friend/Family Member: _ Name?

Your Occupation: Employer:
lnsurance Company: Your SS #:

ls you, visit because of an: Auto Accid€nt 

- 

or Worke/s Comp: When:

Are you covered by more then on€ insurance company? Y or N company Name:

Medical History
(Circle letter if yes)

Arthritis Y

Asthma Y

Back Pain Y

Chest pain Y

Concussion Y

Diabetes Y

Epilepsy Y

High Blood Pressure Y

Hrv/ARC

Heart Trouble

Kidney Disorder Y

Bowl Control Loss y

Multiple Sclerosis Y

Numbness y
Poor Circulation Y

Serious lnjury y

Sinus Trouble Y

s (selfl M (Motherl F (Father)

AIDS SMFS

S M
t

Have you been treated by a physician for any condition in the last year?

Describe Condition

Surgical History:

Have you had a metal implant? Y or N Have you ever had gunshot? Y or N

Yor N

Date of Last Physical Exam

1.

2.

3.
4.

Date:
Date:
Date:
Date:

Accident History:
1. Date _ Auto _ Job _ Other _
2. Date _ Auto _ Job _ Other _
3. Date _ Auto _ Job _ Other _



NAME:

CONGRE SS CHIROPRACTIC CLINIC
ADDITIONAL OMPR.EI{ENSIVE HISTORY O ESTIONNAIRE

Chief Complaint: (what brings you into the offrce toda/)...List all areas of complaint.

@g!i_(when did the problem(s) begin; how long has it bothered you?

Palliative: (what makes it feel better?...rest, ice, medication(aspirin, rylenol,
prescription, etc.)

Provocative: (what makes it worse?... bending, walking, standing, lifting, working, etc.)

Ouatitv of sYmDtoms: (how would you describe the symptomq?... sharp, stabbing, dull,
throbbing, numbness or tingling, etc.)

Radiation of svmntomsi (does your pail remain localized in one area or does it rsfer to
another area, and if so; where does it go?)

Severitv: (how would you rate the severity of pain?)

(please circle one) l, 2, 3, 4, 5,6,7, 8, 9, 10...(10 being the wont)

LlpglASi_(is therc a time of day that your coDditio! is worse (please circle one) Morning
Aftemoon, Evening and does your condition affect your sleep? Yes / No
ifyes, please explain

DATE,-
E-MAIL ADDRESSi



Assignment of Benefits
DIRECTION TO PAY; A]TID ASSIGNMENT OF RJGHTS & BENEFITS WITHIN THE MEANING OF
$627.736, FLORIDA STATUTES; PROYIDER'S LIEN; AUTHORIZATION TO SCHEDULE PATIENT

INTERVIEWSI PATIENT'S LETTER OF PROTECTION; SPECIAL POWER OF ATTORNEY

This agrBement allows me, (hereinafter "Patient"), to be trcated by Dr. KEVIN P.

By my signatue below, for good and valuable consideration (including but not limited to the extension of credit to me), I
hereby assign, ransfer and convey to Provider all ofmy rights, title and interest in and to medical expense reimbursement
in whatever form, including but not limited to any automobile liability medical expense payments or other health benefG
indemnificalion and./or agreement otherwise payable to me. This is a direct assignment of my rights and benefits due
to me und€r any policy of insurance which would otherwis€ pay benelits directly to me. This payment sha.ll not
exceed my indebtedness to Provider and I acknowledge that I will timely pay any indebtedness owed by me to Provider
thal is not otherwise satisfied by the above-mentioned assigned proceeds.

I finther authorize Provider, their agents, counsel, or assigns, to negotiate, collect and settle any claim with any insurance
carrier or other third-party payor with regard to these services, which authorization shall include authority to ( I ) request
and receive from any insurer or aay other party any and all documentation and records thal I am em;nwered to request
regarding this claim, including without limitation any Independent Medical Examination Reports, Records Review
Reports, Explanations of Benefits, and Benefit Payment Sheets or Logs (P.l.P. Payout Shees), without regard as to
whether such docurnentation has already been provided to me, (2) endorse in my name any check issued for payment
where benefits were assigned; and (3) file suit to collect payment of insurance benefits. The insurer shall further be
directed to fumish the provider with an itemized specification of unpaid charges of each item the insurer reduces or
denies (including bills applied to deductible or received after policy exhaustion) in accordance with F.S. 0 627.736(4Xb).
This request includes a request for the name and address of the insurer's designated recipient for demand letters and
disputes ofdenials pursuant to F.S. 6 627.736( I l).

I firther direct my insurer to direct all payments for services rendered by Provider to the billing address ofthe provider
identified on the medical billing claim forms submitted by Provider and direct the insurer to set aside as disputed funds
any amounts reduced or denied by the insurer and resolve said dispute before exhausting the remaining policy benefits.

I have read the foregoing and understand and agree to each ofthe above provisions:

CONNE& P.A. (hereinafter "hovider"), without paying for my care and treatment in advance. I understand and
acknowledge Provider's waiver of its right to receive immediate payment is given in exchange for good and valuable
consideration, including, but not limited to a) my assignment of benefits of any available insurance benefits to Provider;
b) a gnnt to Provider of a lien against any eventual proceeds of my claim for damages for the injuries which Provider is
treating me. This mutual consideration is considered good and sufficient by the parties.

I hereby authorize Provider, their agents, counsel, or assigns, to contact any insurer or other party in order to coordinat€
any recorded statemen$, swom statements, examinations under oath, independent medical examinations, or similar
investigative interview. I further direct my insuer to coordinate the aforementioned examinations directly with Provider,
their agenB, counsel, or assigns.

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

A photocopy ofthis form shall be considered as effective and valid as the original.

DATEDTHIS DAY OF 20

Patient/lnsured

Printed Name:



DR. KEVIN P. CONNER, OC, CCSP
CERTIFIED CHIROPRACTIC SPORTS PHYSICIAN

7534 CONG RESS STREET
NEW PORT RICHEY, FL.34653-I I05

TELEPHONE I7Z7 ) A47.3AJ2
FAx (7 27 t A49-99OO

MEMBER
NORTH SUNCOAST CHIROPRACTIC SOCIETY

AMEFIC^N CHIROPRACTIC As$CIATION
FLORTOA CHIROPRACT'C ASSOCIATION

FLORIOA CHIROPRACTIC SOCIETY

l, 

-, 

authorize

Company/Attorney to issue the check for 

-to Dr. Kevin P. Conner or Congress Chiropractic for,

which is the final balance.

lnsurance

payable

Thank you for your cooperation in this matter.

Sincerely yours,

CONGRESS CHIROPRACTIC CLINIC



CONGRESS CH IROPRACTIC CLI NIC

DR. KEVIN P. CONNER, DC, CCSP
CERTIFIEO CHIROPRACTIC SPORTS PHYSICIAN

7534 CONG RESS STREET
NEW PORT RICHEY, FL. 34653. I IO5

, TELEPHoNE t-127 t 447-3Aa2
F^x \727 ) 449-9900

MEMBER
NORIH SUNCOAST CHIROPRACTIC SOCIETY

AMERICAN CHIROPRACIIC ASSOCIATION
FLORIOA CHIROPRACTIC ASSOCIAIION

FLORIOA CHIiOPFACTIC SOCIETY

t,

Authorization and Promise of Payment

Date

hereby agree and understand that lam

I authorize and direct my attorney to make payment of my outstanding balance due to Congress

chiropractic/Dr. Kevin P Conner for services rendered to me as result of this injury out of any proceeds

that I may be awarded. lam requesting this Authorization and Promise of Payment be honored by my

current lawyer, or any other lawyer that may represent me for this accident, now or in the future. I

understand that if I am no longer represented by a lawyer for this accident, collection activity will no

longer be delayed and payment for outstanding balance will be due.

I hereby acknowledge, agree, and understand I will not be released from financial liability regardless of
the outcome of my pending legal suit. I understand, at the conclusion of this legal suit whether my case

is upheld or denied I am responslble for payment to Congress chiropractic/Dr. Kevin P Conner of the
outstanding balance for services rendered.

By signing, I am acknowledging that I have read and fully understand the contents of this agreement.

PRINT - Patie nt Name Patient Signature Da te

Patient name:

responsible to pay Congress chiropractic/Dr. Kevjn P Conner for any treatment rendered to me, as a

result of the injury, accident, or condition that I am being treated for that happened on-.
Congress chiropractic/Dr. Kevin P Conner, has agreed to delay any collection activity a8alnst me until
such time as it is determined that the at-fault person's insurance company is held responsible for my

outsta nding medlcal bills.



Financial Responsibilitv

am aware that I have a S deductible. According

to my insurance carrier this is an amount that I freely choose. I am also aware that my

insurance carrier only covers o/o of all charges after I pay my deductible. I understand

that I am fully and legally responsible for the deductible, as well as any percentage not covered

by my carrier. lf I am not able to pay these charges in full at this time, lwill make arrangements

to make payments on any and all charges for which I am responsible.

We accept cash, check, credit card and debit card for your convenience. There is a

530.00 fee for any returned checks.

I authorize and request the performance of Chiropractic services for myself or my minor

child so designated below, and give consent to any advisable and necessary procedures and X-

Rays to be administered by the attending physician or by his supervised staff or diagnostic
pu rposes and chiropractic treatments'.

lf default be made in payment and if such default is not made good within 10 days, the

entire principal sum and accrued interest shall at once become due and payable without notice.

Failure to exercise this option shall not constitute a waiver of the right to exercise the same at a

later date for the same default and if pliced in the hands of a collection agency, or an Attorney
of Law for collection, the undersigned agrees to pay all costs of collection including reasonable

Attorney's fees. Presentment, protest, and notice is hereby waived.

I understand that it is my responsibility to know the benefits.of my insurance policy and

any co-payments that lmay owe. lalso understand that lam ultimately responsible for any

balance due on my account for professional services rendered. lalso understand that my

diagnosis is what I am being treated for. I have read and completed this form and certify that all

the above information is correct to the best of my knowledge.

Our confirmation of benefits/coverage on the phone with your lnsurance Company is not a

guarantee of payment or coverate and that you are responsible for any unpaid balances,

deductibles, or if coverage is denied.

Patient Signature: Date:

Social Security S:

Parent/Guardian:



CONGRESS CHI ROPRACTIC CLINIC

DR. KEVIN P. CONNER
CHIROPRACTIC PHYSICIAN

7534 CONGRESS STREET
NEW PORT RICHEY, FL. 34653-I IO5

TELEPHON E (? 27 \ E4'' -3A52
Fax (12'rl 449-9900

MEMB€R
NOFTTH SUNCO SI CHlROPf,ACrtc soclElv

AM'RICAN CHIFOPRACTIC ASSOCIATIO'{

FLORIOA CHIROPFACIIC  sSOCIAIION

t,

t,

!nformed Consent

hereby give permission to Dr. Kevin Conner to release any

information to my insurance company, hospital, or other Physicians, acquired in the course of
my examination or treatment.

hereby give Dr. Kevin Conner and/or his Associates permission to
administer treatment and perform such general procedures, as he/they may deem necessary in

the diagnosis and/or treatment of my condition. lf I have insurance, I understand that that I am

responsible for all pavments until my insurance benefits are verified by this office or if I am not
covered.

I clearly understand and agree that without insurance coverage all services rendered to me

are charged directly to me and that I am personally responsible for payment at the time of
service.

Chiropractic care has been shown to be Senerally helpful in many health conditions; however,

as in all health care, there are risks that may occur such as joint irritation, dizziness, fractures,

any unforeseeable injury and rarely, incidence of stroke. Statistics show the risk is as little as

one in one million adjustments for stroke and decreases cjver the age of 45. Alternative care to
chiropractic can consist of pain medications, surgery, physical therapy or I can do nothing, but I

have elected to have Chiropractic care.

I understand all the above statements and am signing this document freely and voluntarily.

t

Patient signature: Date:

t

Risk'of Manipulation



Acknowledgement of Receipt of Notice of Privacv Practices

I acknowledge that lwas provided with a copy of the Notice of Privacy Practices and that I have

read them or declined the opportunity to read them and understand the Notice of Privacy

Practices. I understand that this form will be placed info my patient chart and maintained for six

years.

Patient signature:

Parent/Guardian signature:

People and relationship of people the patient wants information shared with

N ame:

Name: Relation:

Release of Patient records Authorization

I hereby au thor ize

to release a copy of my patient records or x-rays containing protected health information to

This authorization is given pursuant to Florida Statute 456.057 and HIPAA regulations. I

understand that Florida Statute 456.057(10) makes it clear that any third party to whom

records are disclosed to is prohibited from further disclosing of any information in the medical

record without the expressed written consent of the patient or the patient's parent/guard ian.

Patient / Parent Signatu re

Patient Name Printed

Description of information being requested:

Date Signed

Date:

Relation:

Date of Birth



Activiti€s thst ars affected by my current health problems

Name:

0 = No affect
1 = I am aware of my problem when I do ftis activity (Mild)
2 = I dont uant to do thas activity 6ause of my problem (Moderate)
3 = I cant do his actMty al alt. (Severe)

Bcic

-- 

Bending

Climbing Stairs

Falling Asleep

_ 
Kneeling

-. 

Lifrino

Looking Over Shoulder

Lying Do ,n

Rising Out of Chair

Sittins

--_- ,tno,nn

Sqing Asleep

Walking

O.,,r a**
Caring ficr lnfirm Family M€mber

Child Cere

Computer Use (extended time)

Computer Use (short tirne)

ConcenHing

DrMng

Housework

Lifting Children

Lifting/Carrying Groceries

Pel Care

- 

R""ding

Sexual Activity

Yard Work

Occupatione I Dutic6

Computer Work

Desk Work

Driving (at rrtork)

Lifting (at work)

Peronal Cars

Bathing

Dressing

Hair Care

Shaving

n""I-"uon"l eairruo
CYcling

Drawing

- 
Er"r..

Golf

Needle Work

Piano

Running

Softball

Swimming

Tennis

Date: _



Neck DisabiliW Index

This questionnaire has been desigrEd to give us information as to how your neck pain has affected your ability to manage in e\€nday life. please arEwer er€ry
section and mark in each section only the one box that applies to you. We realise you may consider the two or more statements an any one section relate to
you, but please just mark Ere box that most dosely describes your problem.

SECTION l: Pah Intensty

O I have m pain at the rnomenl

O The pain is mild at the momenL

O Th€ pain @rn€s and goes and is moderate.

O The pain is moderaE and does not lary mudl

O The pain is \€ry serr'ere, but corn€s and goes.

O The pain is se\,/ere ard does not vary mudr.

SECTION 5: Concentratbn

a I can corEenbate fully when I wart to wrEl no diffiqity.

C I can concent'ate tully when I want b wiul sligtrt diffelty.

a I ha\e a fuir degree of dimcuty in concenbatirE when I wart to.

a t ha\€ a lot of difficulty in concentsatng when I want b.

a I ha\e a great deal of diffiqJlty in concentsatirq when I want b.

O I cannot concentsaE at all.

SECTION 2: Personalclre (e.9. washing, dresshg)

O I can look after nrysetf normally without ca6irE o(ua pain.

a I can look after m)6elf normalv but it causes exba pain.

O f is painful b look after m)6elf and I am slow aM catetul.

a I r€ed some_ help but can manage most of my personal care

C I need help e\,€ry day ln rno6t aspecG of s€lf-care.

O I do not get dressed, wash with diffiojlty and sby in bed.

SECTION 3: Lfrhg

(:, I can lift heavy weights without exba pain.

a I can lift hea!ry weights, blJt it giles me exba pain.

C Pain pre\€nts me fiom liftirE heavy weights off the floor I can manage

if Eley are conveniendy daced (e.9., on a tabh.)

a Pain pre\€nts me from lifrrE heaw weights, but I can manage light b
medium weights if they are com/,enlently pcitioned.

C I can only llft very light weights.

.' I cannot lift or carry aqdhirE.

SECTION 8: Drivhg

C I can drive my car without r€d pain.

a I can dri\€ my car as long as I want with sligtt pain in my neck.

O I can drive my car as long as I want with moderate pain in my neck

C I cannot dri\r€ my car as long as I want because of moderate pain in my

neck

C I can hardly drivE my car at all because of severe pain in rry r€ck

C I cannot dri\€ my car at all.

SECTION 4r Readhg

a I can read as much as I want to with no neck pain

a I can read as mudt as I want wilh slight neck pain.

a I can read as mudr as I want with moderab neck pain.

O I canrlot read as mudt as I !,yart because of moderab nec* pain,

(j,! I cannot read as much as I want because of se\€re neck pain.

a I cannot read at all,

SECIION 9: Sleephg

a I ha\€ no tsouble sleeping.

C i4y sleep is slightly disturbed (less than t hour sleepless).

C My sleep is mlldly disturbed (1-2 hours sleedess).

Cr t4y sleep is moderately disturbed (2-3 hours sleedess).

a My sleep is greatly disturbed (3-5 hours sleepless).

a My sleep is complebly distlrbed (5-7 hours sleepless)

SECTIoN 5: Headache

O I ha\e no headadles at aU.

a I have slight headaches which come infrequenuy

c, I ha\E rnoderaE headadtes whidt come infrequenuy.

a I have moderate headadEs whlch come frequenuy.

a I ha\e severe headactrcs whidt come fiequen0y.

t^ t have headaches almost all t€ time.

pain in my nec{

C I can hardv do any recreational activities because of pain in my neck

a I cannot do any recreational activitjes at all.

SECTION l0: Recreatbn

a I am able b engage in all recreational activities wih no pain in my neck at

all.

a I am able to engag€ In all recreaUonal actvities wih some pain in my

ned(

r, I am able b engag€ in most, but not all, recreational activities because of

pain in my ne(k.

(- I am able to engage in a few of my usual recreational acbvities because ot

Patient Namei Date: Score

SECTION 7: Work

c I can do as mudr work as I wart to.

a I can only do my usual wor& but no more.

C I cln do most of my usual worK but no more.

O I cannot do my usual work

C I can hardly do arry work at all.

O I cannot do any work at all.



qsuesw Loly Back Pain Disabilitv Quesbonnaire

Irctructlons
This questionnaire has been designed b give us information as to how )/our back or leg pain is affecting your ability to manage in everlday life, please answer
by dleding Ol'E box in eadr section for the s'htement whidl best applies to )ou. We realise )ou may corEider that two or more sEtemenb in any one sect on

apply but please iust shade out trle spot Urat indicates the shtement which most clearly describes your problem.

SECTION 1: Pah fntensty

O I ha\€ no pain at the moment

a The pain is \€ry mild at the moanent

C Tlte pain is rnoderat€ at t le momenl

O The pain is fairty se\ere at the momert

a The paln is \ery severe at the mornenL

O The pain is the worst imaginable at U]e momenL

SECITON 6r Standhg

C I can sbnd as lorE as I want without exba pain.

C I can stand as lorE as I wart but it gi\,Es me oda pain.

O Pain pre\€nts me ftom slanding more tlEn t hour.

O hin pre\€nts me from standlng for rnore tfEn 30 minubs.

C Pain pre\€nts me ftom findirE for more than 10 minubs.

a Pain prevents me from standing at all.

C)

c,

c
o
o
c

SECTION 2: PersonalCare (e.9. washlng, dl€ssirg)

I can bok afur m!,s€lf no.mally without causirE e)(tsa pain.

I can bok atur m),self normally but'rt causes exta paln.

E is painful b l@k after ml,self and I am slot'r and (arefr1,

I need some help but can manage rnost of my persorEl care.

I need help e\€ry &y in most aspects of self-care.

I do not get dressed, wash with diffioJlty and stay in bed.

SECTION 7: Sbephs

o i4y sl€ep is ne\er disturbed by pain.

l] My sleep is occasionally disblrbed by pain,

C Becaus€ of pain I have less than 6 hours shep.

(l Because of pain I ha\e less than 4 hours sleep,

C Because of pain I tE\e less t En 2 hours sleep.

C Pain pre\€nb me ftom sleeping at all.

SECTION 3: Lifthg

o I can lift heavy weights without e)(t'a pain.

C I can lift heaw weights, but it gh€s me extsa pain.

a Paln preyents me from lifting heaw weights otr the 11oor I can manage if

they are coo\€nlentiy daced (e.9., on a table.)

O Pain prevents me from lifting heaw weighE but I can manage ligtt to

medium weights if tfEy are com€nient, posi6oned.

n I can only lift \€ry light weights.

C I cannot lift or carry anliirE.

SECTION 8: Sex Life (f appkable)

C My sex life is normal and causes no extsa pain,

C l',ly sex life is normal b.t causes so.ne exba pain.

i, My sex life is nearly rprmal but is \€ry painful.

a t4y sex life is se\Erely restsicted by pain.

a Ply sex life is nearly absent because of pain.

C Pdin prevents any sex liE at all,

SECTION 4r wakhg

(., l%in does not pre\ert me walkirE any distance.

C Pain pre\enb me ftom walkirE more tian 1 mile.

a Paln pre\ents me from walkirE more than U2 mile.

..1 Pain pre\€nts me ftom walking more than 100 yards.

c I can only walk usirE a stick or crutdles.

.. I am in bed most of the time.

SECTION 9: SocblLfe

a My social life is normal ard gi\,/es me no exta pain.

a Nrty social lifu is normal but increases dle degree of pain.

C in has no significart efu on my social life apart from limitinq my more

energetic interesb, e.g, sporL

C Pain has restiGd firy social life and I do not 90 out as often.

C Pain has rest'lcted my social life b myhome.

C I have no social life because of pain.

SECTION 5: Stthq

a I can sit in any chair as long as I like.

c I can only sjt in nry fa\orite chair as lorE as I like.

a Pain pre\€nts me siuing more than t hour.

C Pain pre\€nb me ftom sitting more than 30 minutes.

a Pain pre\enb me from siuing more than 10 minutes.

a Pain prevenb me from sitting at all.

SECTION 10: Travehg

a t can bavelanywhere without pain.

a I can ba\€l an)4 ,here but it gi\res me ext'a pain.

C Pain is bad but I manage journe)s o\€r 2 hours.

C Pain restriG me to journeys of less than t hour.

a Pain resti€ts me b short necessary journelis under 30 minutes,

r. Pain pre\€nts me ftom tsaveling except b recei\€ beatrnent.

Patient Name: Date Score:



Congress Chiropractic Clinic
AUTOMOBILE ACCIDENT OU ESTIONNAIRE

Patient's Name:

Dat€ of Accident:

THE FOLLOWNG AUES7,ONS PEtrT//,N TO YO'I AND THE WHICLE YOI! WERE IN:

VCrlcle typa:
Elcar
Evan
Bstation Wagon
Eottrer

EPict<up
ETrucl
Eeus

Your position In the v.hlcle:

Vahlcla slze:
Bsubcompact ElFull-eize

Qcompaa EMini
ElMid-stze Ougtrt
EHeavy EotnEr

Speed ol Iour vehlcle:

Bstopped OMovingModerately
EParked OMoving Fast
Oslowing ElMoving at appa 

-MPHElMoving Slowly

Collision Tvpe:

Why Vehicle was slowed or stoppcd:

OTraffic Signal EParking
ElPedestrian ElTratfic
EStop Sign oBusy lntetseclion

trsubcompact OFull-size
ElCompac't Ouini

OBus OMld-size Ougtrt
Eltteavy Ootrer

THE FOLLOWING OUE9NONS CONCEENTHEOTHER WHICLE IWOLWD IN THEACCIDEN|

Vehicle Bps: Vehlcle slza:

EDriver Side lmpact
EPassenger Side lmpact
EFront lmpact

Time of day:
ElFull daylight
EDawn
EDusk
ONight

oHead On Collision
Enear lmpact
OPedostsian lncident

Ecar OPickup
Ovan Etruct<
Estation wagon
Bottrer__-

CONDtr7rONS AT THE fl'IE OF THE AOCIDENI :

Road Condifions:
Oory
Ooamp
trW€il
ESnol ocvered

Ellce oo,r6red
EPatchy lceEnow

ylgihflu:
O Excellent
OGood
EFair
OPoor

Udue-enc[cnlsd-EYr
EMghtness
E Darkness
ERain
ElSnow
trros
OTrafic

Todays Date:_

ODriv.er
QPassenger -------- Locstion--- O-L6ft ElMiddl€ ORlght
EOth., _ ElFrorn Passenger ERear Passenger OThird Seat (rear)



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

Were you... R raints: (check all

OTotatty unaware that the accident was impending
EAware that the accident was impending
flAware that the accident was impending and braced for it

0Seat belt
EShoulder harness
ENo restraints

lf you were lhe driver of the vehicle. was your toot on the brake pedal? Eyes Druo DKnocked otf by impact

Was the air bag deoloyed? Vl/hel n6sill.rn wre Il haadract in2

ECar not equipped with air bag
Enir bag deployed
Enir bag not deployed

Position ot YOUR head at time of impact?

EFacing straight ahead
ETitted lorward
flRotated to the teft

ORotated to the right

Position of Your body at time of impact?

flStraight
ETilted rorward
ERotated to the left
ERotated to the right

Damage to vehicle YOU were in:

Elncurred minimal damage
Elncurred moderate damage
Blncurred severe damage
Ewas totalled
ENot known

ClHigh positjon

0Middle position

D Low position

Was your head thrown...?

0Backward and then forward
O Forward then backward
DTo the left ETo the left rhen the right
OTo the right ETo the righr, then the left

vour bodv thrown...?

EBackward and then forward
EForward then backward
DTo the left ETo the left then the right
ETo the right ETo the right, then the left
0Across the vehicle
Eoutside the vehicle EUnder the vehicle

Citations:

ENone issued
EYourself
QDriver of vehicle patient was a passenger of
0Driver o{ other vehrcle
ENot sure

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

Head Left Arm

DSteering wheel
ODashboard
Owindshietd
EArmrest
EHeadrest
flRear view mirror
DLeft door

ERight door
ELeft window
ERight window
BConsole
gGear shift
EFront seat
EBackseat

Esteering wheel
EDashboard
0winoshieto
ElArmrest
OHeadrest
EBear view mirror
ELeft door

f,lBight door
ELeft window
ERight window
EConsole
ElGear shift
OFront seat
EBackseat



Rloht Arm
OSteering wheel
BDasnUoarO
Ewndshietd
OArmrest
OxeadrEst
QRear viEw mirror
ElLeft door

Latt L.g

Osteering f,,heet
ODashboard
Owindshietd
OArmrest
E Headtest
BRear view minor
OL,ert door

ORignt ooor
OLeft wtnoow
ERigtrtwinoo,,,
Ocqnsole
Elceer shift
ElFront seat
OBacrseat

Onigntoou
OLet winaow
ERight windour

0console
Ecaar snm
OFront.seat
EBackseat

Tor3a
Osteering wheel
OOastrUoara
Owindstrialo
OAnnrest
OHeadresr
ORear view mkror
Oteft door

EBigntdmr
OLeft wtndow
Elnigni wir6ow
OConsole
trGEar shift
0Front seat
treeck$irit

RlgH L6g

THE FOLLOWING OUESTIONS CONCERN THE TIME PERIOO IMMEDL\TELY FOLLOWNG THE ACCIDENT:

DId vou losc consclousness?

OstEering wheel
EDashboard
0wndsnieta
OArmrest
EHeadrest
ORear view mirror
Elteft door

Hip

Thigh
Knee

Calf
Ankle
Foot
Toas

trLe,ft
OLeft
trLeft
BLeft
trLeft
trLe{r
ELeft

trn6ttooor
Otett winoow
trRigtrt winoow

Elconsote
EGearshlft
tlF ont seat
Eeeckseet

trves
trHo

Ware vou able to walk unddsd?
0ves
trlto

Next da, dbpordort..-?

Elincreased Edecreased Esame

ln what ara did vou lllltEDlATELY teel pah?

lmmedlrt ly follq lng th. accidlr - dld you fr.l.-.?
EIDlEzy Oweak
Eoazeo ENervous
ODisodonEd BNauseated

Whcre dld you 9|o...?
ODrore home EDrove to work

EIWas driven home OWas driven to work

ElDro/e to hospitai EDrove to school

Elwas driven to hospitat ElWas driven to school

ETak€n to hospital via ambulanc€

Dld your m4or complalnts eIlst bgtore llre accldent?

Eves E tto

OHead
trttect<
Ouppar back

trMid back

ORibs
trChest
OAbdomen
ElLow Back EPslvis

Shoulder
Arm

Elbo^,
Wrist
Hand

Fingers
Buttock.

E]Lett E]
trLefr tr
trLet B
trLett tr
trt-eit tr
OLefi tr
OLeh A

Right
Right
Right

Right
Right
Bight

ClRighr
ERight
trRight
trnignt
trFight
trRignt
ORightRight



ln what a?eas dld you experieilce lac.ratlons (cuiq)?

ElHead
Ettect
EIUpper back
EMid back
Onios
Octrest
QAbdomen
0Low Back Opelvis

ElHead
ONeck
OUpper back

QMid back
Enibs
BChest
EAbdomen
ELow Back BPelvis

Shoulder
Arm
Elbow
Wrist
Hand

fingers
Buttock

Shouldpr
Arm
Elbow

Wrist
Hand
Frngers
Buttock

Oueft
OLeft
trL€ift
trLdr
trusr
trLsft
ELett

ORigt't
ORight
trRighr
trnrgnt
ERight
ElRignt
trnignr

RiSht

Rlght
Bight
Right
Right

Hip
Thigh
Knae
Catf
Ankle
Foot
Toes

Fight
Eight
Right
Right
Sighl
Right
Right

hr

tr
tr
tr
o
tr
tr
ElRis

Right
Right
Right

Right
Right
Righr
Right

ERigtrt
trnignt
trRighr
trRight

LEft
Lert
Lefl
Left
Lsft
Le{t

tr
tr
o
o
EI

Lefi
Let
Left
Left
Lefi
Lefi
Left

B
o
o
tr
tr
tr
tr

tr
tr
tr
tr
tr
tr
tr

At tha hosplt l. rrhat areas wera i-rayad?

Where did you erperience pain on the dey FOLLOWNG the accldont?

tr
tr
o
tr
tr
o
tr

Left

Lett
LEft

Left
L€ft
Ldt
Left

tr
tr
tr
E]
tr
EI
tr

Hip

Thlgh
Knee

Caf
Ankle
Foot
Toes

Hip

Tlrigh
Knee
Calf
Ankle
Foot
Toes

ALeft
OLsfr
trLsft
trLeft
OLefi
trLe{t
trLsft

Right
Risht
Right
Fight
Right
Right

qRisht
trnignt

EHead Shoulder
Qtlect Am
EUpper back Elbow
Eltr,tlo oacf Wrist
ERius Hand
EChest Fingers
ElAbdomen Buttock

B Lor,v Bacr EPevis

tr
tr
o
tr
B
tr
tr

Right

Rigtrt

o
Bt-et trnignt

Patienfs Signature:

trLEtr
AL€ft
ElLsft
OLefi
OL€fi
OLe{t
trLefi



Orrrcn or IrsuRA\cE REGULATToN

Bureau of Property & Ctsualty Forms tnd Rates

Standard Disclosure and Acknowledgement Form
Personal lnjury Protection - Initial Treatment or Service Provided

'l-he undersigned insured person (or guardian of such person) alfirms:

l. The services or treatment set forth below were actually rendered. This means that those services have already been
provided.

Chiropractic MVA exam, x-rays, ice pack, cryodrerm, adiustment and therapy

2. I have the right and the dutl to confirm that the services have already been provided.

3. I was not solicited by any person to seek any services from the medical provider ofthe services described above.

4. The medical provider has explained the services to me for which payment is being claimed.

5. lf I notify the insurer in writing of a billing enoq I may be entitled to a portion of any reduction in the arnomts paid

by my motor vehicle insurer. Ifentitled, my share would be at least 20% of the amount ofthe reduction, up to $500.

Name (PRIiT or TYPE) Signature Date

The undersigned licensed medical professional or medical director, ifapplicable, affirms the statement numbered I above
and also:

A. I have not solicited or caused the insured person, who was involved in a motor vehicle accident, to be solicited to
make a claim for Personal lnjury Protection benefits-

B. 'Ihe treatment or services rendered were explained to the insured person, or his or her guardian, sulliciently for that
person to sign this form with informed consent.

C. The accompanying statement or bill is properly completed in all material provisions and all relevant information has

been provided therein. This means that each request for information has been responded to truthfully, accurately, and in
a substantially complete manner.

D. The coding ofprocedures on the accompanying statement or bill is proper. This means that no service has heen
upcoded, unbundled, or constitutes an invalid or not medically necessary diagnostic test as defined by Section 627.732
( I 5) and ( l6), Florida Statutes or Section 627.736(5Xb)6, Florida Statutes.

Licensed Medical Professional Rendering TreatmenvServices or Medical Director, ifapplicable (Sign ature by his/ her own
hand):

Name rP,t,lNf or n?.8) Date

Any person who knowingly and with intent to injure, lnsurer files a of Claim
application c.ontaining any false,
817.234 D Florida Statutes-

incomplete, or misleading infonnation of a felony of third degree per Section

Note: The original of this form must be fumished to the insurer pursuant to Section 627.736(4Xb), Flori
not be electronically furnished. Failure to fumish lhis form may result in non-payment of the claim.

da Statutes and may

Insured Person (patient receiving treatment or services) or Guardial of Insured Person:

Signature

olR-Bl-157t
Pub. l/2004



lrrevocable Release of Records Authorization

hereby

Au th orize

to release a copy of my payout sheet/closing statement upon request (No more than once a
month)to Dr. Kevin Conner, D.C., CCSP of Congress Chiropractic.

This authorization is given pursuant to Florida Statue 456.057 and HIPPA regulations. I

understand that Florida Statue 456.057 (10) makes it clear that any third party to whom
records are disclosed is prohibited from further disclosing any information in the medical

records without the expressed written consent of the patient or the patient's legal

representatives.

Patient Signature or Legal Representative Patient's Date of Birth

Date Signed

Records Release

'|herebvauthorize 
pr' conner:l;:riffi::*:::'ffi:"J:::_riJl"'.:;"t#"atmentor

examination rendered to me or all care during the period from

to

Date

Patient Signature

Staff Signature

Date



Release from Care

t, hereby understand that

Dr. Kevin Conner of Congress Chiropractic is releasing me from care, for
my accident that occurred on and that I have reached

_ pre-accident status or _ maximum medical improvement. I

further understand that all expenses incurred from this accident are my

I will make financial arrangements for payment directly.

Date

Patient/Representative Signature

Date

Staff member

responsibility or the insurance company's


