CERRITE®S

CHIRCPRACTIC CENTER

Personal Injury Intake Form and Chiropractic Care Agreement

Patient Information:

Date: Home Phone:
Name: Cell Phone:
Address: Work Phone:
Date of Birth:
Occupation: Email:
Employer: Sex: M/ F

Marital Status: Single/ Married/ Other

Health Insurance Information:

Patient is: Primary insurance holder/ Dependent

Name:

Insurance Carrier:

Auto Insurance Information:

Insurance Company:

Adjuster Name:

Phone Number:

Third Party Information:

Name:

Insurance Company:

Adjuster Name:

Attorney Information:

Attorney Name:

Date of Birth:

Member ID Number:

Policy Number:

Claim Number:

Med pay: Y/ N

Phone Number:

Claim Number:

Adjuster Phone Number:

Phone Number:




CERRITE™S

CHIRSFCACTR T . CINTR
Accident Information:
Date: Time: AN/ PM Was it reported to the police? Y/ N
Location of Accident: Number of Passengers:

Make/ Model of vehicle you wers in

Please explain in detail how the accident occurred

Please list any sympioims felt immediately after the accident

in which direction were you headed: N/ S8/ E/ W

in tha pestweak, how much s wour pair inta Marad with vour dally activies? {e ., work, sociat acivisies, or househald chares?)
L i ws VR

Bmedeibereape O 1 2 K 4 5 B T i o 19 Unable po caty on ativties

HAVE YOR) AT BPINAL R-RAYS, MR, O SEAN FOR YOLR AREAS) OF COMPLAINT? Tl
7] “es : Detels) taker: ' What ertes were Bken?

Aleasza chack all af the folliring dhal ansdy to vou:

1’| Rrcen: Fover [iProslate Prshlems || CHabetes . Mensva! Probtems

1] High Blood Piessurs [[1Lrnary Preblems [ StrckeiDaial ] ¥Foking @b Controd Pillz
7] Corlicozkeroid Use icottisone. predrisone, eis) [2] Crorenthy Pragnant: # wesks

7] Bizziess Faintng [ visual Dmturpances [ Abrgmal Weight ] Gain [ Loss

]} Paln uhrelieved by Fosiion ar Rest [l iarked Morning Pain'StiEness [ Paln abMighy

71 Humbness i GroinfBullocks [ visuat Jisturhances ‘

{73 CanceaTumor (sxphsin) ] surgeries

7] Ostenoporasis

| Epiiepavifeiuras

] Other Hezkh Pmoblems (explaind "1 Medicstiong

ramily Histonye 3 Cancer [ Ciabetas O Hlgh Bloon Fressume ] Hearl ProblemsiSiroks [[] Rreumetcid Akt

1 eerilfy to the best of miy knowiedge, the above information iz complete and accurate, IF the haolth plan infarmotion [s ot cocurote, of if 1
anr not eligibfe to recelve o Realth core benefit through this prowider, [ understond thal | om liokle for all charges of services rendered and |
agree to motiy this doctor immediotely whenewer | igue charges i my heaith condltion or health plan coverage i the fiuture.

Patient Signaturs Date
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