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3 Chiropractic eI Rehabilitation Speak Directly to a Doctor
610- 376 1881
: MEDICAL | CHIROPRACTIC | REHABILITATION = S
231 N. 5th Street, Reading, PA 19601

ORTHOPEDIC | PAIN MANAGEMENT

ﬂh’

Accident Questionnaire

Plaase answer all comphately

Dear Patient: This information & considered confidential, Wea need this infarmation because we care encwugh o want 10 know, and you answers
will holp us determime if chiropractic can help you. If we do ok sincerely believe you candithon will respond satisfactarily, we will not accept
your case. In order for usto understand your conditlon properly, please be zs neat and accurate a3 possible while completing this form. Thank

POL.

Mame Sex — Marital Status Date of Birth Social Sech

Address City State Zip Code

Cellphone Number Hame Phane Number

Business Phone — Who referrad you to our office?

Please explain in detail how yl:-rur accident happened

What was the time and date of present injuryy. — _
wWhere did you feel pain immediately after the accident? —
Were vou knocked unconsclous? Yes Mo If yes, for how long? i

List extent of injuries as you know them:

Is thara a possibility you are pregnant?

-

Check symptoms you have notice since the accident:
Headache— Dizziness__ Depression_  Fatigue___ Upset Stomach—— Light Bothers Eyes— Buzzing InEars___
Diarrhea—— Head Seems Heawy_  Loss of Memory—— Feet Cold Meck Paln Pins and Meedles in Arrs——

Ears Ring Hands Cold—— Fainting Sleeplng Problems_ Loss of Balance Back Paln— Cheast Pain____

Pins and Meed|es in Legs—- Constipation__ Tenslon___ Numbness in Fingers—— Numbness in Toas___

shartness of Breath

Symptoms other than abowve!

Where were you taken after the accident? - -

H-r:ns;l:nitalized ?¥es — No—-  Ifves, admitted? How Iﬁng?

What treatment was glhven?

What was the doctor'sname? — . Have you ever had any complalnts in involved

area befopra? If 50 what were the complalnts? . _
Have you ever been In an aceident before? If s0, When? If yes, please describe:

- e m—
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Have you lost time from work as a resuit of this accident? T ves L[] No

A. Last day worked.

B. Type of employment:

C. Are you belng compensated for time lost from work? U Yes O No
Befare the injury were you capable of working on an equal basis with others your agey J ves [ No

Are your work activities restricted as a result of this aceident? O Yes T No

Since this injury are your symptoms ] Improving [ Getting Worse [] Same

Mame of your car insurance company.

Policy Na: Claim Mo:

Name of your car insurance adjuster;

Have you retained an attorney? [ Yes [ No

If 50, name and address

Mumber of peaple in yourvehicle?

Youwere U Driver [T} Passenger [ Front Seat [0 Back Seat [ Using Seatbelts

Were Police notified? [ Yes [J No

| understand and agree that the health and accident policies are an arrangement between an insurance
carrier and myself, Furthermore, | understand that this Chiropractic Office will prepare any nacessary
reports and forms to assist me in making collection fram the insurance company and that any amount
authorized to be paid directly to this Chiropractic Office will be credited to my account on receipt.
However, | clearly understand that all services rendered me are charged directly to me and that [am
persanally responsible for payment. | also understand that if | suspend or terminate my care and
treatment, any fees for professional services rendered me will be immediately dua and payable.

Patient Sighature: Date:
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Chiropractic eI Rehabilitation K Dir
6 10-376-1881

| MEDICAL | CHIROPRACTIC | REHABILITATION
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—
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. 5th Stre
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DATE:

NAME

P rlease rark the areas on your body where youl feel
' he E’t}llwmg sensatlons, uslng the syrmbols below:

Je NULBNESS
@ PINSHEEDLES
X BURNING

[ SLARBING

CIRCLE THE LEVEL
OF YOUR SYMPTOMS

1 = NORMAL
10 = MOST SEVERE
10 B o
q '

EACK

FRONT

PATIENT SIGNATURE:
3392 Reoct Lia Rek Mifade nhin, Pa (9114 T (215} 632.3074 Fa= (215) 4539-33?3
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Speak Directly to a Doctor

Chiropractic eI Rehabilitation
610-376-1881

|C I 23 5th S R PA 1960
J ?( "
ORTEOPEDOCIPAINHANAGBENT 231 N. 5th Street, Reading, PA 19601

! Delaware Valley " Call Now!

.

AFFIDAVIT OF FRAUD

I =rw —_— = N . P i i

DO HEREBY DEPOSE AND STATE THAT I WAS INVOLVED IN
AN ACCIDENT ON;

AT:

AND THAT I SUSTAINED INJURIES IN THE ABOVE ACCIDENT.
ALL THE INFORMATION AND DOCUMENTATION THAT I

GAVE TO STUARY K. BIMMELSTEIN, D.C.; PERTAINING TO

THIS ACCIDENT IS TRUE M CORRECT TQ THI BEST OF MY

KNOWLEDGE.
THE FACTS TH.ATA.RE SETFORTHE IN THIS AFFIDAVIT

ARE TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE,

INFORMATION AND BELIEF, THE UNDERSIGNED
UNDERSTANDS THAT THE STATEMENTS ARE MADE UNDER

PEMALTY OF PERJURY AND ARE SUBJECTED TO THE
PENALTIES OF 18 P.5. @ 4909 RELATING TO UNSWORN

FALSIFICATION TO AUTHORITIES,
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Speak Directly to a Doctor

% Chiropractic eI Rehabilitation
% MEDICAL | CHIROPRACTIC | REHABILITATION ST 610-376-1881
(-s.. ORTHOPEDIC | PAIN MANAGEMENT 231 N. 5th Street, Reading, PA 19601
e CIL
TODAY'S NEW PATITNT

NAME: pos: -

ADDRESS: i —

CITY: o STATE: ___ZIP

HOME #  WORK &

SOCIAL SECURITY: __ DOA: —
DOL | IT&’E‘E O ACCIDENT:

ATTORNEY: | - | _

ADDRESS: —_— H
CITY: STATE: | e
CONTACT ORPARATRGAL: _ _
PEHONE# _ FAY: —
INSURANCE CO.: _ - | |
ADDRICSE: . | i

CITY: L _STATL: FAT

PHONE #; _ o _ F.';é.._::{:' _ _
POLICY# _CLAIM #

ADJUSTER EXT:

INSURED Nm_ - L o '

SECONDARY INSURANCE/ PERSONAL CHOICE -KEVSTONE-AETNA-CIGN A-
MUDICARE-UNITED HEALTCARE-INDEPENDENCE B/C-OTHER

YIES NO

_ CONTIRMED BY:

SPOKE TO:

DATE CONFIRMED: N '
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! Delaware Valley Call Now!
% Chiropractic eI Rehabilitation Speak Directly to a Doctor
3 610-376-1881
5/ MEDICAL | CHIROPRACTIC | REHABILITATION e
(’" ORTHOPEDIC | PAIN MANAGEMENT <31 N, 5TN Street, Reading, FA 1961

SASE S

Records Release Authorization
To:

. _ hereby request that you release to:
[Patlent’s Name or Guardian)

Stuart K. Himmelstein, D.C.
2981 Grant Avenue
Philadelphia, Pa 19114
Tel: 215-632-3074
A report of diagnosis, treatment, prognosis and recommendations, as well as
other data pertinent to your treatment of me from

—ta

[Date of Request)

~ {Patient’s Signature)

{Adcreds) | -

\City, State, Zip Code)
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