





APRC, Inc. Worker’'s Comp Accident Report

Name of Injured Person:

Date of Birth: / ! Telephone #: ( ) -
Address
City State Zip

(Circle One) MALE FEMALE

What part of the body was injured? Describe in detail
e e

What was the nature of the injury? Describe in detail

Describe fully how the accident happened? What were you doing prior to the event?

DATE OF ACCIDENT: NATURE OF INJURY:

THIS REPORT IS BEING COMPLETED BY:

Part of Body affected (shade alt that app;y)

; Nature of injury: Months doing this job:
[3 Abrasion, scrapes

3 Brokenbane

O Bruise

(O Concussion (to the head)

O Crushing injury

O 0O o 0o

Hernia
lliness, dizziness

Sprain, strain

Other




4

7/@//5;%@ Reblaf (Yinics
- 1160 Niles-Cortland Rd. Niles, OH 44446 Ph:(330) 652-4222 Fax: (330)

Workers Compensation
Patient Financial Responsibility

I understand that the staff of APRC,

(Print name)

Inc./Dr. John Clendenin, DC/Dr. Anthony J Clendenin, DC has done all the necessary
steps and submitted proper forms to gain authorized chiropractic treatment, however
my current Worker's Compensation case MCO (Managed Care Organization) has not
authorized further chiropractic treatment at APRC, Inc./Dr. John Clendenin, DC./Dr.
Anthony J Clendenin, DC | understand that by electing to receive treatment without
authorization that it becomes my financial responsibility for treatment. Allied Pain
Relief Clinics’ Workers Compensation Specialist,will continue to work diligently to
expedite my continuation of care, by requesting authorized chiropractic and massage
therapy treatments. However, during my continuation of care, if requested treatments
are not-authorized, | understand, | will be responsible for a “cash patient” courtesy fee
of $30 per visit and massage therapy visits of $55. | understand, that my signature
below acknowledges that | am financially responsible for all accrued charges not
covered in my workers compensation claim. Once authorization of my requested
treatments, my financial responsibility will be managed under the BWC guidelines.

Also, it is my understanding that if | do not adhere to my approved treatment schedule,
it is not the responsibility of APRC’s Workers Compensation Specialist to retrieve my
financial payment from the Bureau of Workers’ Compensation.

| have read, understand, and agree to the provisions of this Patient Financial
Responsibility Form:

Signature of Patient or Guardian Date



Oh i o | Bureau of Workers' Notice to Change Physician of Record

Compensation
i P The physician selected must be BWC certified or the

injured worker will be responsible for payment.

Instructions for the injured worker

*Plaase complate all of Part [ of the form.
sSign in the space provided, and submit all copies to your managed care organization (MCO) to record your change of physician.
njured worker's name

Date of injury }C&aim number
i
Address TFFons number
()
City State Nine-digh 2IP code

Please change my physician of record for the above listed claim as follows:

From physicisn (:rovuder number
Addrass ne number

{1
City State Nine-digrt ZIP code
i) physician rovider number
Addrass one number
1160 Niles-Cortland RD 1330-652-4222
City tate ing-digtt ZIP code
Niles OH_|44446
ason for change
[] Physician moved [] Physician no longer practicing [ t moved [] Physician is not a BWC-certified provider
[C] Physician terminated patient-provider relationship {77 Dissatisfied with physician’'s treatment [[] Other, piease explain:
Please expizin: Please explain:

Heve you been treated by the new physician for the condiion(s} aliowed in your cisim? — Yes[.] Nol.] Ifyes give date of firsttreatment

Injured workar's signature Date

Instructions for the MCO
* MCO to complete PART |1,

* MCO must notify BWC via ED! (148) of change of physician within 24 hours of notification by the injured worker.
m » Return signed copies per distribution listed below.

We have received and recorded your request for change of physician. You may bill only medical services and items related to the treatment of
the allowed conditions and in accordance with the MCO medical-management guidelines to the MCO or the seif-insured employer. The allowed
conditions for this workers' compensation claim with corrasponding ICD-9-CM codes are as follows:

MCO name Phone number

()
MCO case manager Date

Distribution: Whice—MCO Claim file * Yeilow-Injured worker » Pink-Requested physician * Goldenrod-Former physician
BWC-1128 (Rev. 9/3/1999)
G-23






