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KLAES CHIROPRACTIC CLINIC

Dr. Chris Klaes, Dr. Marian Klaes-Lanham, 

Dr. Levi Nehrt
Chiropractic Automobile Accident Form
DATE __/___/____ 
DOCTOR# _____ Medical Record# _________

PATIENT INFORMATION

Please allow our staff to copy your driver’s license and all insurance cards (Health & Auto).

Welcome! Please print:

PATIENT NAME:  (Mr., Mrs., Ms., Miss, other____) ____________________________________







              First                       MI                     Last

DOB: _____________________AGE: _______SSN: __________________________________

SPOUSE’S NAME:  _____________________________________________________________

NUMBER OF CHILDREN & THEIR AGES:  __________________________________________

ADDRESS: ___________________________CITY/STATE:___________________ZIP:_______

PHONE: _____________________________ CELL: __________________________________
E-MAIL ADDRESS:  _____________________________________

EMPLOYER NAME, ADDRESS, & PHONE NUMBER: 
_____________________________________________________________________________

JOB TITLE: _______________________________________ YEARS ON THE JOB: _________
HOW DID YOU FIND OUT OR HEAR ABOUT OUR OFFICE? ___________________________
PATIENT’S PRESENT COMPLAINTS/PROBLEM (begin with the most severe).

_________________________________________________________________________
_________________________________________________________________________
WHAT ARE YOU HOPING TO ACHIEVE ON YOUR VISIT TODAY? 
_____________________________________________________________________________

On the drawings below, circle the area(s) where you have pain.
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Please circle for NECK, ARM and UPPER BODY symptoms:
On a scale of 0 to 10, with 10 being the most pain,     circle   your pain level at this time.

On this scale of 0 to 10, please     circle    your pain level when it was the worst.


Your pain or soreness is:  Diffuse/spread out     or       Localized

Character of Pain:  Achy  Boring  Burning  Dull  Lancing  Numb  Sharp  Shooting  Sore  Stiff  Tingling
Severity:                 Minimal          Mild          Moderate          Severe          Extreme

When did your pain start: ________________________________Was it:  Gradually  Suddenly

What caused your pain:: ___Auto Accident ___Work Accident __Other____________________
Frequency of Pain:        Occasional         Intermittent         Frequent          Episodic         Constant
Symptom:    Right/Left   Neck Pain   Mid-Back Pain   Headache   Migraine    Right/Left Arm Pain

Have Radiating Pain To:   Right/Left   inside/outside   front/back of:    Shoulder    Elbow    Hand  

Same problem in the past?   (Y / N)   When_________________________________________
Past Treatment:____________________________________  Past Dr: ___________________
Past Testing:  ______________________________________

Better with:   Sit   Stand   Lying down   Movement   Rest   Use  Walk   Run   Work  Other ______
Worse with:   Sit   Stand   Lying down   Movement   Rest   Use  Walk   Run   Work  Other _____
Timing:    Better/Worse    AM    PM    Sleeping    Menstrual Cycle    Weather    Other _________
Please circle for LOWER BACK, HIP, and LEG PAIN symptoms:
On a scale of 0 to 10, with 10 being the most pain,     circle   your pain level at this time.

On this scale of 0 to 10, please     circle    your pain level when it was the worst.


Your pain or soreness is:  Diffuse/spread out     or       Localized

Character of Pain:  Achy  Boring  Burning  Dull  Lancing  Numb  Sharp  Shooting  Sore  Stiff  Tingling  

Severity:                 Minimal          Mild          Moderate          Severe          Extreme

When did your pain start: ________________________________Was it:  Gradually  Suddenly

What caused your pain:: ___Auto Accident ___Work Accident __Other____________________
Frequency of Pain:        Occasional         Intermittent         Frequent          Episodic         Constant
Symptom:    Right/Left    Lower Back Pain    Right/Left    Leg Pain

Have Radiating Pain To:  Right/Left   inside/outside   front/back of the:   Hip   Knee   Ankle   Foot  

Same problem in the past?   (Y / N)   When_________________________________________
Past Treatment:____________________________________  Past Dr: ___________________
Past Testing:  ______________________________________

Better with:   Sit   Stand   Lying down   Movement   Rest   Use  Walk   Run   Work  Other ______
Worse with:   Sit   Stand   Lying down   Movement   Rest   Use  Walk   Run   Work  Other _____
Timing:    Better/Worse    AM    PM    Sleeping    Menstrual Cycle    Weather    Other _________
What home remedies have you tried to relieve your condition? _________________________

______________________________________________________________________________

Have you ever had X-Rays for this condition?   (Y / N)  

Have you ever had, for this or other conditions prior CAT Scan?  (Y / N)   MRI?  (Y / N) WHEN/WHY? _____________________________________

Previous Surgeries (what/when)?  _________________________________________________
Broken Bones (what/when)?  _____________________________________________________
Any current or past medical problems (diabetes, heart, lungs, BP, cancer, seizures, etc)?
______________________________________________________________________________

______________________________________________________________________________

Medications/Supplements (what/condition)?  ________________________________________
______________________________________________________________________________

Who is your medical doctor: ______________________________________________________
        Other doctor/specialist: ______________________________________________________
How often do you exercise?      Never          Occasionally          Frequently          Regularly

How much do you smoke?     Never     # packs/day__________    Previous Smoker?     (Y / N)

Do you drink alcoholic beverages?        Never        Occasionally          Frequently          Regularly

How many caffeinated beverages do you drink a day (soda,coffee,tea,etc.)? ______________
AUTOMOBILE ACCIDENT INFORMATION 
1) Date of Accident    ____/_____/___________
2) Relative speed at impact (in mph) _______________________

3) What part of your vehicle was involved?     Front       Rear      Driver’s side      Passenger side      Corner

4) Did your vehicle roll-over?

YES
NO

5) During the accident, you were (circle one):   

Driving    Passenger (front / behind driver / behind passenger)    Pedestrian     Other _________

6) Your vehicle was a:   Subcompact   Compact   Mid-size   Full-size   Small truck   Full truck   Minivan   Tractor-trailer
      Other: ________________________________ What Year?___________________

7) Other vehicle was a:  Subcompact  Compact  Mid-size   Full-size   Small truck   Full truck   Minivan   Tractor-trailer
      Other: ________________________________ What Year?___________________

8) Were you wearing a seat belt?   



YES
NO
9) Were the brakes applied at the time of impact?
YES
NO
10) Did the airbags deploy?




YES
NO
11) Did your seat break?




YES
NO
12) Where did the accident happen?  ________________________________________________________
13) Describe the accident:  ________________________________________________________________
________________________________________________________________________________________
14) Was your head turned during the accident?
        YES (left / right / back)      NO
        Can’t remember
15) Were you aware of the collision prior to impact?         AWARE         SURPRISED (had no time to react)
16) Did you strike any object inside the car?

YES
NO

         For each part of the car that you hit, write in what part of your body hit that part of the car:
____ Windshield

____ Headrest
_____ Back of seat
_____ Rear window of pickup
____ Dash board

____ Steering wheel
_____ Door frame
_____ Dazed - can’t remember
____ Rear view mirror

____ Side window
_____ Seat broke
_____ Jarred/was thrown about
17) Immediately after the accident, I (check and circle all that apply):

___  went home and took it easy.


___  went about normal business.


___  went to physician/medical doctor

___  was taken to the hospital by an ambulance. 


___  went home and (within 2 hrs/later that night/next morning) began to feel (neck/mid/low back) pain.


___  went home and later (drove/was driven) to ________________ hospital.


___  doctored myself thinking the pain would go away (OTC Products.)

18) Did you lose consciousness in the accident?


YES
NO
19) Did the police come to the accident?




YES
NO


20) Was a report filed?     






YES
NO
NOT SURE

21) Has this accident caused you to take time off from work?

YES
NO

22) If yes, how long have you been/were you off work? ________________ Are you still off work?  Y   N
*****IF YOU CONSULTED THIS OFFICE FIRST, and did not go to hospital or doctor, skip to question #26*****
HOSPITALIZATION

23) Name of hospital: _________________________________________ City: _______________________
24) Were you admitted to the hospital?
YES (date admitted __________)

NO
25) Length of stay:___________________ Name of admitting physician:___________________________

INSURANCE INFORMATION

26) Name and address of your auto insurance company:________________________________________
________________________________________________________________________________________

27) What is the claim/ID number from card? __________________________________________________

28) Name and address of your local auto insurance agent: ______________________________________

________________________________________________________________________________________

29) Name and address of your attorney: _____________________________________________________
________________________________________________________________________________________
30) Have you notified your insurance, local agent, & attorney that you are a patient of this office?   Y   N
31) Do you have secondary insurance?   Y   N   If yes, name & address: ___________________________
________________________________________________________________________________________
I have read the above information and certify it to be true and correct to the best of my knowledge and belief and hereby authorize the Klaes Clinic, Inc., to do whatever is necessary, in accordance with state statutes, for care and management of this complaint.

PLEASE SIGN:________________________________________________________DATE:_______________________

CLINIC EMPLOYEE:____________________________________________________DATE:_______________________
INFORMED CONSENT TO CHIROPRACTIC CARE

Patient:  Please discuss any questions or concerns with the Doctor before signing this consent.  

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various modes of physical therapy and diagnostic x-rays, on me (or on the patient named below, for whom I am legally responsible) by the doctor of chiropractic named above.

I have had the opportunity to discuss with the doctor and/or with other office or clinic personnel the purpose and benefits of the chiropractic adjustments and other treatments.  Alternatives to treatment have been reviewed.

Though chiropractic adjustments and treatments are usually beneficial and seldom cause any problem, I understand and am informed that there are some risks to treatment.  Risks include, but are not limited to, fractures, disc injuries, dislocations, sprains and strokes.  

I understand that chiropractic is not an exact science and that, therefore, reputable practitioners cannot fully guarantee results.  I acknowledge that no guarantee or assurance has been made by anyone regarding the chiropractic treatment that I have requested and authorized.  I have had the opportunity to read this form and ask questions.  My questions have been answered to my satisfaction; I consent to the proposed treatment.  

I have read through and completed the new patient material and certify it to be true and accurate to the best of my knowledge and belief and hereby authorize Klaes Chiropractic Clinic, Inc., to do whatever is necessary, in accordance with state statutes, for care and management of my condition or complaints.  I also have read through the Financial Responsibility portion and agree to the terms noted above. 

Signature of Patient:________________________________________________  Date:________________

Signature of Parent/Guardian:_________________________________________  Date:________________

    (If patient is a minor)

Witness Signature:__________________________________________________ Date:________________

KLAES CHIROPRACTIC CLINIC, INC.

Christopher J. Klaes, D. C., DABCN

Marian Klaes-Lanham, D. C., CCSP

1400 West Second Street

P. O. Box 747

Seymour, Indiana 47274

(812) 522-2240

Fax (812) 522-9582

PROVIDER’S  LIEN


TO:  ATTORNEY:  ___________________________

PROVIDER:  _______________________________
     ___________________________


         _______________________________

     ___________________________


         _______________________________

RE: Patient records and provider’s lien


I do hereby authorize the above provider to furnish you, my attorney, with a full report of his/her case history, examination, diagnosis, treatment, and prognosis of myself in regard to the accident in which I was involved in on_____________________________.


I hereby give a lien to said provider on any settlement, judgment, or verdict as a result of said accident, and authorize and direct you, my attorney, to pay directly to said provider such sums as may be due and owing him/her for services rendered me, and to withhold such sums from such settlement, judgment, or verdict as may be necessary to protect said provider adequately. 

Dated:______________  Patient’s Name:__________________________________________________________________

Patient’s /Parent or Legal Guardian’s  Signature:____________________________________________________________


The undersigned, being attorney of record for the above patient does hereby acknowledge receipt of the above lien, and does agree to honor the same to protect adequately said above named provider.  

Dated:_______________________

Attorney’s signature: ________________________________


Attorney:  Please date, sign, and return one copy to provider’s office at once.  Keep one copy for your records.  Reply envelope attached.  

Thank You.  

FINANCIAL POLICY FOR 

KLAES CHIROPRACTIC CLINIC

EFFECTIVE JANUARY 1, 1996

PATIENT RESPONSIBILITY

1. I agree to pay in full at the time of service if my deductible has not been met.

2. If my deductible has been met, I agree to pay any and all co-payments. (If you do not know your co-payment, we expect 20% of the bill at the time of service.)

3. I agree to pay for any services and supplies not covered by my insurance company.

4. I agree to pay 10% of my total balance per month on any account past due, unless other arrangements are made in advance with the clinic.

5. I understand that I need to give you my insurance information promptly, at least the name and address of the company, so that you can file my claim.  I understand that if I have not given you this information by my fifth visit the insurance balance will be transferred over to my personal account.

CLINIC RESPONSIBILITY

1. We will do our very best to file your insurance claims on a timely basis and furnish the insurance company with all information necessary to expedite your claim.  PLEASE NOTE:  You are ultimately responsible for payment of all services whether your insurance company pays or does not pay!  Insurance companies may request medical records or information from your file to process claims or to expedite payment, your signature on this document will be used as a medical release form for that purpose only.

2. All outstanding balances over 30 days will be charged a 1 ¾ percent per month service charge or 21% per year. 

3. You will be billed for non-covered services or co-pays you did not pay at the time of service. 

4. Any account we have not received a minimum payment on for 90 days, will be sent to our collection agency or small claims court.

5. Any x-ray films that are taken by Klaes Chiropractic Clinic are the sole property of this clinic.  All x-rays will be kept at the clinic for at least five years.  With a written release we will gladly duplicate the x-ray films for your personal use, however, a nominal fee will be charged for this service.  Under no circumstance do the original x-ray films leave this clinic.  

_____________________________________________________         __________________________________________

Signature of Patient






Date

_____________________________________________________         _________________________________________

Signature of Clinic Representative 




Date

Klaes Chiropractic Clinic


P. O. Box 747


Seymour, IN 47274-0747
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