PATIENT INFORMATION

Today’s Date:

Patient Information

Name: (First MI Last) Preferred Name:

DOB: Gender: M / F SSN:
Address: Apt: City: State:
Zip:

Mobile Phone: Home Phone:

Email:

Preferred Method of Contact: Phone / Email

Who may we thank for referring you to our office?

Emergency Contact Information

Name:

Phone:

Relationship: Child / Parent / Spouse / Other:

Financial Information

Is today’s visit the result of an accident? No / Auto / Work Other:

Will we be working with insurance? No / Yes (See Details Below)

Insurance Company: Blue Cross Blue Shield / Cigna / Medicare / Other:

Please give insurance card to front desk if you have not already done so.

Patient or Guardian Signature: Date:

It is Usual and Customary to Pay for Services as Rendered Unless Otherwise Arranged



AUTO ACCIDENT QUESTIONNAIRE

ACCIDENT INFORMATION (Please use back of this page if needed.)
Date of Accident: Approximate Time of Accident: Number of People in Accident Vehicle
Location/Street of Accident:

Were you the: U Driver U Front Passenger [ Rear Passenger — Behind Driver / Middle / Behind Passenger / 2™ Row / 3" Row

Name of Driver (f not you) Name of Driver of Other Vehicle

Year/Make/Model of Vehicle you were in:

Were you wearing a seatbelt? U Yes (O No Is vehicle equipped with airbags? 0 Yes O No Did airbags inflate? O Yes 0 No
Where was your vehicle impacted? O Front O Rear 0O Driverside O Passenger side

During impact, where were you facing? 0 Forward O Backward O Left O Right

Did any part of your body strike anything in the vehicle? O No O Yes mescribe)

Did you lose consciousness? (dNo [ Yes For how long?

Were you U Aware O Surprised by the impact?

In your own words, please describe the accident in detail:

MEDICAL INFORMATION
Before the Accident
Have you ever had complaints in the involved area? O No 0[O Yes

If yes, were they present at the time of the accident? O No U Yes mescribe)

Were you able to work without restrictions before the accident? O Yes [ No

At the Time of the Accident
Did you feel pain immediately after the accident? O Yes (0 No—When? U Later that Day [ NextDay O When?

Did you go to a hospital or see any other doctor? O No 0 Yes — When did you go? O Immediately 0 Next Day O Other
How did you get there? 0 Ambulance O Private Transportation — Name of hospital and/or doctor:

Were any x-rays taken? O Yes (0 No Was any medication prescribed? O Yes 0 No

Since the Accident
Are your symptoms: O Getting Better [ Staying the Same [ Getting Worse

Have you been missed any work since this accident? O No U Yes (wescrite)

Are your work activities restricted because of this injury? QO No Q Yes pescribe)

LEGAL INFORMATION
Did the police come to the scene of that accident? [ No U Yes— Was a police report files? U Yes U No

Have you retained an attorney? U No [ Yes-— Name

Your Auto Insurance Company Policy #

Other Auto Insurance Company Claim #

I have answered these questions to the best of mv knowledge and certify them to be true and correct.

Patient or Guardian Signature Date

Print Name (First MT Last) Account #




Patient Primary Complaint Form

Major Complaint:

When did this episode start (date): What event caused it?

If this is NOT the first time, how long has this been a recurring problem?

Intensity: None (0) Mild (1-2) Mild-Moderate (2-4) Moderate(4-6) Moderate-Severe (6-8)  Severe (8-10)
The complaintis: Constant / Comes and Goes
Is the complaint: Sharp / Stabbing / Burning / Achy / Dull / Stiff & Sore / Pins & Needles Other:

Does it radiate/shoot to any area of your body? No / Yes  If YES, where:
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What makes it better? Ice / Heat / Rest / Movement / Stretching / OTC Meds / RX Meds / Chiropractic

What makes it worse? Sit / Stand / Walk / Lying / Sleep / Movement / Lifting / Overuse

Who else have you seen for this? Noone / DC / MD / PT / Massage / ER / Other:

- Where:

Diagnostic Tests: None / X-rays / MRI / CT / Other: When & Where?:

List of past surgeries:

Any other complaints:

Patient Signature: Date:




Functional Rating Index

For use with Necle and/or Back Problems only,

In order to propexly assess your condition, we must understand how much your meck and/or back problems have affecied your ability to manage everyday activities,
For each item below, please cirele the number which most closely describes your condition right now.

1. Paim Intemsity 6. Recreation
!n }: ,2 13 E.; Eo Iu }z ]ra | 4
No Mild Moderate Severe Worst Can do Can do Can do Can do Cannot
pain pain pain pain possible all TiRGa boam afew do atry
) s activilies achivities activities achvities activilies
2. Sleeping pam i v = - k
- i
lo L 2 . 4 7. Frequency of pain
) : | i | 12 L L2 » 4
. ?ﬂildly Mt.:der.ately G_ma“? 'I.btally No Occasional Intermittent Frequent Constant
sleep disturbed disturbed disturbed disturbed pain pain; pain; pain; pain;
sleep sleep slecp sleep 25, 50% 15% 1009
3. Personal Care (washing, dressing, etc.) . of the day of the day of the day of the day
lLo L1 12 |3 | 4 8, Lifting
l | ] | an I |2 |3 l 4
N? } Mﬂd M.m_im::l N.foslcmt; St:;\r::rc d No Increased Incrensed Increased Incrensed
pain; pain; pain; n pain; nee pain; nee pain with pain with pain with pain with pain with
‘ I:ID. Elo. to go slowly some 10‘?% heavy heavy moderate light any
restrictions restrictions assistance assistance weight weight weight weight weight
4, Travel (driving, ete.) 9, Walking
i 0 ! i I 2 ! 3 E 4 lo [ 1 Iz | a |4
L | 1 |
No Mild Moderate Moderate Severe No pain; lnm‘elased Increased l'ncrleased Increased
: ; 2 5 : P )
pain on pain on pain on pain on pain on any pain after pain after puin after pain with
long trips Jong trips long trips short trips short trips distance 1 mile 1/2 mile 1/4 mile all
walking
5. Wark 10. Stamding =
! 0 I 1 ]l 2 lr 3 _} 4 Lo |1 |2 L3 |4
Can do Cando Can do Can do Cannot Nolpain Incr!:ased Inc!-eascd Incnlzased lncr!:zascd
usual \:,rm:k usual work; 50% of 25% of work after pain pain pain pain with
plus unlimited 1o extra usual usual several afler severl after after any
extra worl worlc work work hours hotrs 1 hour 1/2 hour standing
Name Totall Score
Sigmature Date

@ Instilule of Evidenee-Based Chiroprietic
www.chiroevidence.com



Enshmener Chiropractic

Noticeof Privacy Praciices

Effective September 23, 2013

THIS NOTICE DESCRIBES IOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESSTO THAT

‘The Practice (the “Practice™), in eccordanse with the Health Insurancs Portsbifity and Accountebility Act(HIPAA) Privecy Ruls, (the“Privacy Rule”) end gpplicable sz law, 5 commitzd i
mﬁemurmmmﬁwmmmmh&mmmmmmmmmmmm&m@emmm
understands that information ebowt your heslth is personal, TiﬁsNuﬁmetphishameﬁuﬁyh&ﬂdﬂd@@dmﬁﬂmmmmqmdf@ismmmmﬂmﬁw
Practice is required by law to maintein the privesy of your PHI and to pravide you with this Privecy Notice detailing the Practice’s lagal dutfes snd practices with respect to your PHL The Prestice is

also required by taw to ebide by the terms of this Notice.
HOWTHE FRACTICE MAY USE AND)

R FROTECTED BEALTH INFORVIATION
The Precties, in eccardance with this Notice and withoutasking for your consaxt o aunthorization, may useand discloss your PHI for the purposss of ) B
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;mpiemmbeimhaihmmm:aﬁm.iiymanbas,dﬂy.wuﬁasmmmmm&mmmufmmIf“em&ymwmmcm?mm“wias
part of th referrel process share PHI information ebow you. Forexempls, if you were referred to a specialist, we would contact the docter’s office end provide such informeation shout you to them so
that they could provide services to you . i ]
Egc&mg—Wcmymmﬂd’sduaywﬁnmmmbepﬂdwmmmwmhmmwmmﬁmmmmﬂmm&ﬂmm
mm“emmmmsnymmmmywﬂlMmmmmmmhmmmﬂWeMmMmmmmmwa
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Services,

For Bealth Cave Onerations— Wemay mmmmpm:awwmmmmwmmﬁmmwmm_mmygnmmis
mrmmmpmmmmm&mwmmqmyhs&mmmmmmwmmmmmﬂmmmmmmmorw
employess in caring for yow

& D TARE

UIRED OR P
mmmmmmmimmmwmmMmm@mmmmm
Anpol dm-Wemaymanddis:lmemPi—ﬂmmmwmmmmwmmmmlamwﬂhts;anmn]mm,urmﬁllnwupun
missed or ezneelled appointments.
Individeals Iovolved in Your Care or Payment for Your Care—We may discloss to a family member, other relative, a close friend, or any ather person identified by you, Cestain limited PHI that
isﬁaﬁlyw]amdmﬁmm‘smxmwimmmwmmmmv:emymwd&ﬂmm?ﬁmmﬁ@ﬂmmnﬁwwhﬁmwwﬂm@ﬁmﬁﬁﬂuﬂsh
E;mfmdmhml&ywmmﬁmuy' instructed us otherwise. 1fyou are umable to specifically agree or obiect, we may uss our best judgment when commumiceting with your fimily

Disaster Refial. Wealso may use or disslose your PHI to 2n authosized public ar private entity to assist in dissster relief effonts. This vll be dons to coordinzte information with thoss eremiztions
mmaWMWMdRMGWWOFWImMMMm
Deidentified Infyrmation—The Prectica may use and disclose health information that may be relted to your care bt doss ot identify you and cannot be used to idemify vou.
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authorized by law to callect or receive the infirmetion. These ectivities gensrally includs:

To prevent or cantro] disease, injury or dissbility

To report binds o desths

To report child, elder, or dependent advit ebuse or neglest

To report rezctions to medications or poblems with Fodimss

To notify people of recalls of products they may be using

Tomﬁ.ﬁ,’apﬂmanaylawbmamxdma@embsmkkfwm&uingormaébmwomﬁm
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Judical and Administeative Proceadines - We may diselose your PHI inrespanse (0@ court ar edministretive order. We also may diseloss infermation ebout you in response to a subpesnz,
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As required by law
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To identify or locate a suspecy, fiigitive, material witnsss ormissing persan
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Toalerta potential victim or victims or intending barm (“duty to warn™)

Toalert law enfrcement officials to a dezth if we suspect the desth may have resulted from criminal canduct
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About crimes that cocur et our fecilitiss
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AUTHORIZATION
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ComEcT you with

Patient Signature: Dtz

I hereby request and consent to the performance of chiropractic adjustments (also known es spinal manipulations) and other chiropractic procedures, including varions modes of
physical therepeutic modalities and diasnostic X-rays on me (or on the patient named below, for whom I am legally responsible) by V.A. Kuchmaner, D.C. andlor other licensed
doctors of chiropractic who now or in the future work at Kuchmaner Chiropractic.

[ have hed an opportunity to discuss with the doctor of chiropractic named above and/or with other office or clinic personne] the nature end purpese of chiroprectic adjustments and
other procedures, § undersiand that results are not guarentesd. 1 umderstand that the type of treatment usad in this office isaluwfomemmum}n!psreduceﬂ:epm‘biliwaf
the below risks but the information is provided so that 1 may make an informed decision.

I understend and am informed that, as inrhemmimofmadicine.inIhemauineofchimmnﬁcﬂmamsmapnssib!eﬁskstoﬂeabnmgincludhgbmmﬁmimdmﬁm
dise injuries, VBA, dislocetions and Sprains. Idono{amthedmormheablemanﬁdpmmﬂmiain all risks and complications, and I wish to rely upon the doctor to exercise

Patient Name Printed Patient Signature
Date Parent/Guardian’s Signature
DO NOT WRITE BELOW THIS LiNE
Patient Accepled? YES NO Doctor’s Signanire




KUCHMANER CHIROPRACTIC
ASSIGNMENT OF BENEFITS/LIEN
To any ipsurance company with coverage applicable to my claim(s) and to any attorney representing me:

In consideration of Kuchmaner Chiropractic’s willingness to treat me on credit without demand of payment
at the time services are rendered, I hereby agree and stipulate as follows:

I irrevocably assign to Kuchmaner Chiropractic any proceeds and compensation that I am or may become
entitled to receive as a results of injuries or illness on , to the extent of the
chiropractic services rendered. I make this agreement without prejudice to any rights I may have to
prosecute legal claims against any party who may be liable for my injuries or my illness, but I hereby
authorize and instruct you to pay directly to Kuchmaner Chiropractic, from any disability benefits,
judgments, settlements or other proceeds of any kind that would otherwise by payable o me, such sums are
due or may become due to Kuchmaner Chiropractic for its services rendered.

I appoint Kuchmaner Chiropractic as my attorney in fact to affix my name as an endorsement upon the
reverse of any check or draft in which I named payee and to deposit said check or draft and apply the
proceeds to any unpaid balance I may have with Kuchmaner Chiropractic.

T acknowledge that I remain personally liable for the total amount due to Kuchmaner Chiropractic for
services rendered, including the balance remaining after the application of insurance payments and
settlements or judgment proceeds. If Kuchmaner Chiropractic is required to take legal action to recover
any unpaid balance on my account, T will reimburse Kuchmaner Chiropractic for its cost of Tecovery,
including reasonable attorney fees.

I authorize Kuchmaner Chiropractic to release to any insurer with applicable coverage or to my atforney
any information regarding my injury, illness or treatment as may be necessary to facilitate collection under
this assignment and waiver. :

Patient

Date

Witness
NOTICE OF LIEN '
Pursuant to N.C.G.S. 44-49 and 44-5 0, Kuchmaner Chiropractic herby asserts and gives notice of a lien
_pon any sums recovered in damages for personal injury in any civil action and also upon all finds paid to
the above-named patient in compensation for or settlement of injuries sustained, whether in litigation or
otherwise,

Kuchmaner Chiropractic hereby requests that if its claims are not paid in full from the foregoing procesds,
a full disclosure and accounting of proceeds in conformity with N.C.G.S. 44-50.1 Kuchmaner Chiropractic
agrees to be bound by any confidentiality agreements regarding the contents of the accounting.

KUCHMANER CHIROPRACTIC

VICTOR KUCHMANER D.C.

10922 S. TRYON ST; SUITE B

CHARLOTTE, NC 28273

PHONE: 704-5883433- FAX: 704-588-3450



Victor A. Kuchmaner, DC
Kuchmaner Chiropractic

10922 S, Tryon St
Suite B
Charlotte, NC 28273

Telephone: (704) 588-3433
Fax: (704) 588-3459

Medpay Information

A lot of people have benefits (MEDPAY) included in their automobile policies and do not even
realize it. Our office highly recommends that you use your Medpay coverage, if you have it, in
the event that you’ve been in an automobile accident, regardless of who is at fault.

Here are three reasons why we recommend filin g your Medpay.

1. Medpay is similar to health insurance. Using it does not cause your rates to
increase. If your rates do increase, it's not because you filed your Medpay, it’s most
likely because a) it was determined that you were at fault, b) you received the police
citation or ticket, or C) you’ve been involved in numerous reported auto accidents
within a brief period of time and therefore are now considered to be “high risk.”

2. Filing your Medpay does not relieve the other party from having to pay in full
for your loss. On the contrary, by filing your Medpay, when you collect from the
other driver’s liability insurance, a greater amount of the settlement will go directly to
you because your bill at our office may be paid in full. If the other driver’s liability
insurance refuses to make payments to you for whatever reason, filing your Medpay
will help insure that you are not stuck with all of the medical bills.

3. If you have Medpay coverage and choose not to file it, then you are paying for an
option, but not receiving any benefit.

To file your Medpay, simply call your auto insurance company and make a separate Medpay
claim. Once you have a phone number and claim number for your Medpay coverage, bring it
into us and we will take care of fil ing it to your auto insurance company.

Name Date
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