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1320 Palm Bay Rd
Palm Bay, FL 32905

or

How Long have you had this complaint?

P  -   Pain

N  -  Numbness

T   -  Tingling

S  -   Shooting 

Spouse’s Name: ______________________________________________

Name: ________________________________

Full Name: _________________________________________________   

Email: ____________________________________________________  

Main Complaint: _____________________________________________________________________________

Event Location: ________________________________

⬜Word of Mouth       ⬜Google       ⬜Facebook       ⬜RHC Website       ⬜Workshop       ⬜Outside Talk 

On a Scale of 1 to 10 with 10 being the most severe, how would you rate your current level 
of discomfort?_______

Demographics

It is our mission to keep our community healthy and thriving by empowering you to achieve your greatest health 
potential! Who can we thank for referring you to our office?

Current Health Concern

Date of Birth: _____/_____/______

Address: ______________________________________________________________________________________    

City: _________________________________________        State: _______       Zip Code: _____________________

Best Phone #: _______________________

On the body diagrams below, please indicate your areas of concern by labeling with the appropriate 
descriptions:

VA patients and Auto patients only   -   Social Security # _____________________________________________

 Marital Status:     ⬜Single     ⬜Married     ⬜Separated     ⬜Divorced     ⬜Widowed     ⬜Other

Number of Children: _________

⬜Less than 5 days (Acute)                ⬜5-30 days (Sub Acute)                 ⬜More than 30 days (Chronic) 

Have you recently been in a car accident?    Yes or No   If so, when? ____________________________



□ Arthritis □ Heart Disease □ Migraine/Headaches
□ Asthma □ Herniated Disc □ Neurodegenerative
□ Cancer □ High Blood Pressure □ Osteoporosis
□ Diabetes □ High Cholesterol □ Thyroid Problems
□ Digestive Disorder □ Liver Disease □ Other _______________________

□ Blood Pressure □ Pain Killers □ Anxiety/Depression
□ Cholesterol □ Muscle Relaxers □ ADD/ADHD
□ Insulin/Diabetes □ Advil/Tylenol □ Sleep Aids

□ Other ______________________

Probiotics

Yes / No

Occupation : ______________________________________

Employer : ________________________________________

Describe Your Typical Day at Work:

Lifestyle Habits

Body Measurements

Have you been diagnosed with, or currently taking medication for any of the following:

Health challenges always have root causes. In this section, we will be gathering basic lifestyle and health history 
information so we can understand how best to help you heal.

Health History Review

Height (in): ________________

     □   Standing
     □   Heavy Duty

Multi Vit/Mineral

Yes / No

Gender: _____________Weight (lbs): ________________

Current Medications:

The following supplements are what we call the "Core 4" because they are critical to your health, and because the 
research shows most Americans are deficient in them. Do you take the following daily:

How many days a week  do you do use:     Alcohol _____     Smoking _____    Sodas _____    Energy Drinks ______

    □   Sitting

On a scale 1-10 with 1 being poor and 10 being excellent, how would you rate your:

Exercise _____      Sleep  _____     Diet  _____      Stress Level  _____      Water _____      General Health ______

This office conforms to the current HIPAA guidelines. You can request a copy of your HIPAA policy at the front desk. I certify 
that I’m the patient or legal guardian listed above, I have read/understand the included information and certify it to be true 

and accurate to the best of my knowledge. I consent to the collection and use of the above information to this office. I 
authorize this office and its staff to examine and treat my condition as the doctor sees fit. I hereby authorize the doctor to 
release all information necessary to insurance company, attorney or adjustor for the purpose of claim reimbursement of 
charges incurred by me. I grant the use of my signed statement of authorization with my signature for required insurance 
submission. I understand and agree that all services rendered to me will be charged to me, and I’m responsible for timely 
payment of such services. I understand and agree that any insurance policies are an arrangement between an insurance 

carrier and myself. I understand that fees for professional services will become immediately due upon suspension or 
termination of my care or treatment. My signature indicates I have been made aware of these policies.

HIPPA and Insurance / Payment Policies

     □   Light Duty

Omega-3 Fish Oils

Yes / No Yes / No

Vitamin D3

Signature: _______________________________________________ Date: __________________________
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                                             ​ABO87 <O8 
FLUVW NDPH: MLGGOH NDPH: LDVW NDPH: 

SWUHHW AGGUHVV: 

AGGUHVV LLQH 2: 

CLW\: SWDWH: ZLS: 

MRELOH PKRQH: WRUN PKRQH: HRPH PKRQH: 

HRPH EPDLO AGGUHVV: DDWH RI BLUWK: 

GHQGHU: HHLJKW: WHLJKW: 

NDPH RI PDUHQWV/ GXDUGLDQV:  
NXPEHU RI CKLOGUHQ:  

P8RPOSE OF 9ISI7 
 

Purpose for this Yisit?​ BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

Other Doctors Seen for this Condition ​: BBBBBBBBN BBBBBBBB Y 

Doctor(s) name and prior Treatments ​: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

Other Health Problems ​?BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

Check an\ of the folloZing conditions that \our child has suffered from during the past si[ (6) months: 

EDU IQIHFWLRQV ☐           HHDGDFKHV ☐         CROLF ☐         CKURQLF CROGV ☐              RHFXUULQJ FHYHUV ☐             CDU AFFLGHQW ☐ 

AVWKPD/ AOOHUJLHV ☐                GURZLQJ/ BDFN PDLQV ☐               THPSHU TDQWUXPV ☐                   SFROLRVLV ☐  

DLJHVWLYH PUREOHPV ☐          CDU AFFLGHQW ☐        SHL]XUHV ☐       ADHD ☐       BHG WHWWLQJ ☐     OWKHU ☐ 

BBBBBBBBBBBBBBBBBBBBBBBBB 

 

PER7INEN7 HIS7OR< 
 

PUHYLRXV CKLURSUDFWRU? BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

NDPH RI PHGLDWULFLDQ: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

DDWH RI ODVW YLVLW: BBBBB/BBBBBB/BBBBBB   RHDVRQ BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

NXPEHU RI GRVHV RI DQWLELRWLFV \RXU FKLOG KDV WDNHQ  - GXULQJ WKH ODVW VL[ PRQWKV:BBBBBBBBBBBBBB IQ KLV/KHU OLIHWLPH: BBBBBBBBBBBBBBBB 

VDFFLQH HLVWRU\: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

CRPSOLFDWLRQV/MHGLFDWLRQ UVDJH/AOFRKRO RU CLJDUHWWHV GXULQJ PUHJQDQF\ RU DHOLYHU\? BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 



 

 
 

 

 

BLUWK LRFDWLRQ? HRPH BLUWK?BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

  

DE9ELOPMEN7AL HIS7OR< 
 
HDV \RXU FKLOG EHHQ LQYROYHG LQ KLJK LPSDFW RU FRQWDFW W\SH VSRUWV (L.H. SRFFHU, FRRWEDOO, G\PQDVWLFV, BDVHEDOO, CKHHUOHDGLQJ, MDUWLDO 
AUWV, HWF.)?  NR ☐  YHV ☐    LLVW: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
 
HDV \RXU FKLOG EHHQ LQYROYHG LQ D CDU AFFLGHQW?  NR ☐   YHV ☐  LLVW: 
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
 
HDV \RXU FKLOG EHHQ VHHQ RQ DQ EPHUJHQF\ EDVLV?  NR ☐    YHV ☐   LLVW: 
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
 
OWKHU WUDXPDV QRW GHVFULEHG DERYH? NR ☐    YHV ☐     LLVW: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
 
WKDW LPSURYHV WKLV FRQGLWLRQ RU JLYHV \RX UHOLHI? 
 
HDYH RWKHU KHDOWK FDUH SURYLGHU(V) SHUIRUPHG WHVWV UHODWHG WR WKLV FRQGLWLRQ? 
 
HDYH \RX HYHU KDG DQ\ SUHYLRXV HSLVRGHV RI WKLV FRQGLWLRQ? 
 

PERSONAL AND FAMIL< HIS7OR< 
HDYH \RX KDG DQ\ VXUJLFDO SURFHGXUHV?​ ​ο ​ ​NR​   ​ο ​ ​YHV ​   ​E[SODLQ: 

AUH WKHUH DQ\ SDVW LOOQHVVHV RU FRQGLWLRQV ZH VKRXOG EH DZDUH RI? 

ο ​ ​NR​   ​ο ​ ​YHV ​   ​E[SODLQ: 
DR \RX KDYH D SDVW KLVWRU\ RI DFFLGHQWV ​ ​RU WUDXPD? 

ο ​ ​NR​   ​ο ​ ​YHV   E[SODLQ: 

IV \RXU FKLOG SUHVHQWO\ WDNLQJ DQ\ PHGLFDWLRQV?​ ​ο ​ ​NR​   ​ο ​ ​YHV   E[SODLQ: 
DR \RX KDYH D SDVW IDPLO\ LOOQHVV KLVWRU\​ ​VXFK DV GLDEHWHV, FDQFHU, K\SHUWHQVLRQ, RU SURJUHVVLYH QHXURORJLFDO GLVHDVHV WKDW ZH VKRXOG EH 

DZDUH RI​?     ​ο ​ ​NR ​  ​ο ​ ​YHV   E[SODLQ: 

INFORMED CONSEN7 7O 7REA7MEN7 
I FHUWLI\ WKDW I¶P WKH SDWLHQW RU OHJDO JXDUGLDQ OLVWHG DERYH. I KDYH UHDG/XQGHUVWDQG WKH LQFOXGHG LQIRUPDWLRQ DQG FHUWLI\ LW WR EH WUXH DQG DFFXUDWH WR WKH EHVW RI P\ NQRZOHGJH. I 
FRQVHQW WR WKH FROOHFWLRQ DQG XVH RI WKH DERYH LQIRUPDWLRQ WR WKLV RIILFH RI FKLURSUDFWLF. I DXWKRUL]H WKLV RIILFH DQG LWV VWDII WR H[DPLQH DQG WUHDW P\ FRQGLWLRQ DV WKH GRFWRUV VHH 
ILW. I KHUHE\ DXWKRUL]H WKH GRFWRU WR UHOHDVH DOO LQIRUPDWLRQ QHFHVVDU\ WR DQ\ LQVXUDQFH FRPSDQ\, DWWRUQH\, RU DGMXVWHU IRU WKH SXUSRVH RI FODLP UHLPEXUVHPHQW RI FKDUJHV 
LQFXUUHG E\ PH. I JUDQW WKH XVH RI P\ VLJQHG VWDWHPHQW RI DXWKRUL]DWLRQ ZLWK P\ VLJQDWXUH IRU UHTXLUHG LQVXUDQFH VXEPLVVLRQV. I XQGHUVWDQG DQG DJUHH WKDW DOO VHUYLFHV UHQGHUHG 
WR PH ZLOO EH FKDUJHG WR PH, DQG I¶P UHVSRQVLEOH IRU WLPHO\ SD\PHQW RI VXFK VHUYLFHV. I XQGHUVWDQG DQG DJUHH WKDW KHDOWK/DFFLGHQW LQVXUDQFH SROLFLHV DUH DQ DUUDQJHPHQW 
EHWZHHQ DQ LQVXUDQFH FDUULHU DQG P\VHOI. I XQGHUVWDQG WKDW IHHV IRU SURIHVVLRQDO VHUYLFHV ZLOO EHFRPH LPPHGLDWHO\ GXH XSRQ VXVSHQVLRQ RU WHUPLQDWLRQ RI P\ FDUH RU 
WUHDWPHQW. 

PDWLHQW/PDUHQW SLJQDWXUH: 
 
B 

DDWH: 
  



TeUmV fRU AcceSWance Rf CaUe aW ReVWRUaWiRn HealWh ChiURSUacWicbbb

WKeQ a SeUVRQ VeeNV cKLURSUacWLc aQd UeKabLOLWaWLRQ KeaOWK caUe aQd LV acceSWed IRU VXcK caUe, LW LV eVVeQWLaO IRU bRWK SaUWLeV WR beb b b b b b b b b b b b b b b b b b b b b b b
ZRUNLQJ WRZaUdV WKe VaPe RbMecWLYe. AV a cKLURSUacWLc & UeKab IacLOLW\ Ze KaYe RQe PaLQ JRaO, WR deWecW aQd cRUUecW/UedXce WKeb b b b b b b b b b b b b b b b b b b b b
YeUWebUaO VXbOX[aWLRQ cRPSOe[. IW LV LPSRUWaQW WKaW eacK SeUVRQ XQdeUVWaQd bRWK WKe RbMecWLYe aQd WKe PeWKRd WKaW ZLOO be XVedb b b b b b b b b b b b b b b b b b b b
WR aWWaLQ WKLV JRaO. TKLV ZLOO SUeYeQW aQ\ cRQIXVLRQ RU dLVaSSRLQWPeQW.bb

AdjXVWmenW: ​AQ adMXVWPeQW LV WKe VSecLILc aSSOLcaWLRQ RI IRUceV WR IacLOLWaWe WKe bRd\ŖV cRUUecWLRQ RIb
YeUWebUaO VXbOX[aWLRQ. OXU cKLURSUacWLc PeWKRd LV b\ VSecLILc adMXVWPeQWV RI WKe VSLQe.bb

HealWh: ​A VWaWe RI RSWLPaO SK\VLcaO, PeQWaO aQd VRcLaO ZeOO-beLQJ, QRW PeUeO\ WKe abVeQce RI dLVeaVe RUb
LQILUPLW\.bb

VeUWebUal SXblX[aWiRn: ​A PLVaOLJQPeQW RI RQe RU PRUe RI WKe 24 YeUWebUa LQ WKe VSLQaO cROXPQ ZKLcKb
caXVeV aOWeUaWLRQ RI QeUYe IXQcWLRQ aQd LQWeUIeUeQce WR WKe WUaQVPLVVLRQ RI PeQWaO LPSXOVeV, UeVXOWLQJ LQ ab
OeVVeQLQJ RI WKe bRd\ŖV LQQaWe abLOLW\ WR e[SUeVV LWV Pa[LPXP KeaOWK SRWeQWLaO.bb

We dR QRW RIIeU WR dLaJQRVe RU WUeaW a dLVeaVe RU cRQdLWLRQ RWKeU WKaQ YeUWebUaO VXbOX[aWLRQ. ReJaUdOeVV RI ZKaW a dLVeaVe LVb b b b b b b b b b b b b b b b b b b b b b
caOOed, Ze dR QRW RIIeU WR WUeaW LW. NRU dR Ze RIIeU adYLce UeJaUdLQJ WUeaWPeQW SUeVcULbed b\ RWKeUV. ​OXU Onl\ PUacWiceb b b b b b b b b b b b b b b b b b b b b
ObjecWiYe ​LV WR eOLPLQaWe a PaMRU LQWeUIeUeQce WR WKe e[SUeVVLRQ RI WKe bRd\ŖV LQQaWe ZLVdRP aQd abLOLW\ WR KeaO. OXU RQO\b b b b b b b b b b b b b b b b b b b b b
PeWKRd LV VSecLILc adMXVWLQJ WR cRUUecW YeUWebUaO VXbOX[aWLRQV cRPbLQed ZLWK UeKabLOLWaWLRQ SURcedXUeV.bb

NOTE: IW LV XQdeUVWRRd aQd aJUeed WKe aPRXQW SaLd WR ReVWRUaWLRQ HeaOWK CKLURSUacWLc IRU [-Ua\, LV IRU e[aPLQaWLRQ RQO\  aQdb
WKe\ ZLOO UePaLQ WKe SURSeUW\ RI WKLV RIILce, beLQJ RQ ILOe ZKeUe WKe\ Pa\ be VeeQ aW aQ\ WLPe ZKLOe a SaWLeQW RI WKLV RIILce.bb

CONSENT TO CAREbb

I dR KeUeb\ aXWKRUL]e WKe dRcWRUV RI ReVWRUaWLRQ HeaOWK CKLURSUacWLc WR adPLQLVWeU VXcK caUe WKaW LV QeceVVaU\ IRU P\ SaUWLcXOaUb b b b b b b b b b b b b b b b b b b b
caVe. TKLV Pa\ LQcOXde cRQVXOWaWLRQ, e[aPLQaWLRQ, VSLQaO adMXVWPeQWV aQd RWKeU cKLURSUacWLc SURcedXUeV, YaULRXV PRdeV RIb b b b b b b b b b b b b b b
SK\VLcaO aQd dLaJQRVWLc [-Ua\V RU aQ\ RWKeU SURcedXUe WKaW LV adYLVabOe, aQd QeceVVaU\ IRU P\ cRQdLWLRQ.bb

FXUWKeUPRUe, I aXWKRUL]e aQd aJUee WR aOORZ WKe dRcWRU RI cKLURSUacWLc aQd/RU RWKeU OLceQVed dRcWRUV RI cKLURSUacWLc ZKR QRZ RUb b b b b b b b b b b b b b b b b b b b
LQ WKe IXWXUe WUeaW Pe ZKLOe ePSOR\ed b\, ZRUNLQJ RU aVVRcLaWed ZLWK RU VeUYLQJ aV bacN-XS IRU WKe dRcWRU RI cKLURSUacWLc,b b b b b b b b b b b b b b b b b b b b b
LQcOXdLQJ WKRVe ZRUNLQJ aW WKe cOLQLc RU RIILce RU aQ\ RWKeU RIILce RU cOLQLc, WR ZRUN ZLWK P\ VSLQe WKURXJK WKe XVe RI VSLQaOb b b b b b b b b b b b b b b b b b b b b b b b
adMXVWPeQWV aQd UeKabLOLWaWLYe e[eUcLVeV IRU WKe VROe SXUSRVe RI SRVWXUaO aQd VWUXcWXUaO UeVWRUaWLRQ WR aOORZ IRU QRUPaOb b b b b b b b b b b b b b b b b
bLRPecKaQLcaO PRWLRQ aQd QeXURORJLcaO IXQcWLRQ.bb

I KaYe Kad aQ RSSRUWXQLW\ WR dLVcXVV ZLWK WKe dRcWRU RI cKLURSUacWLc QaPed beORZ aQd/RU ZLWK RWKeU RIILce RU cOLQLc SeUVRQQeO WKeb b b b b b b b b b b b b b b b b b b b b b
QaWXUe aQd SXUSRVe RI cKLURSUacWLc adMXVWPeQWV aQd RWKeU SURcedXUeV UeOaWed WR P\ KeaOWK caUe. I XQdeUVWaQd WKaW I aPb b b b b b b b b b b b b b b b b b b
UeVSRQVLbOe IRU aOO IeeV LQcXUUed IRU WKe VeUYLceV SURYLded aQd aJUee WR eQVXUe IXOO Sa\PeQW RI aOO cKaUJeV. I IXUWKeU XQdeUVWaQdb b b b b b b b b b b b b b b b b b b b b
WKaW a Iee IRU VeUYLceV UeQdeUed ZLOO be cKaUJed aQd WKaW I aP UeVSRQVLbOe IRU WKLV Iee ZKeWKeU UeVXOWV aUe RbWaLQed RU QRW.bb

I XQdeUVWaQd aQd aP LQIRUPed WKaW, aV LQ WKe SUacWLce RI PedLcLQe, LQ WKe SUacWLce RI cKLURSUacWLc WKeUe aUe VRPe ULVNV WRb b b b b b b b b b b b b b b b b b b b b b
WUeaWPeQW LQcOXdLQJ, bXW QRW OLPLWed WR IUacWXUeV, dLVN LQMXULeV, VWURNeV, dLVORcaWLRQV, aQd VSUaLQV. I dR QRW e[SecW WKe dRcWRU WR beb b b b b b b b b b b b b b b b b b b b b
abOe WR aQWLcLSaWe aQd e[SOaLQ aOO ULVNV aQd cRPSOLcaWLRQV, aQd I ZLVK WR UeO\ RQ WKe dRcWRU WR e[eUcLVe MXdJPeQW dXULQJ WKeb b b b b b b b b b b b b b b b b b b b b b
cRXUVe RI WKe SURcedXUe ZKLcK WKe dRcWRU IeeOV aW WKe WLPe, baVed XSRQ WKe IacWV WKeQ NQRZQ, LV LQ P\ beVW LQWeUeVWV. TKe dRcWRUb b b b b b b b b b b b b b b b b b b b b b b b
ZLOO QRW be KeOd UeVSRQVLbOe IRU aQ\ KeaOWK cRQdLWLRQV RU dLaJQRVeV ZKLcK aUe SUe-e[LVWLQJ, JLYeQ b\ aQRWKeU KeaOWK caUeb b b b b b b b b b b b b b b b b b b
SUacWLWLRQeU, RU aUe QRW UeOaWed WR WKe VSLQaO VWUXcWXUaO cRQdLWLRQV WUeaWed aW WKLV cOLQLc.b b

I aOVR cOeaUO\ XQdeUVWaQd WKaW LI I dR QRW IROORZ WKe dRcWRUŖV VSecLILc UecRPPeQdaWLRQV aW WKLV cOLQLc WKaW I ZLOO QRW UeceLYe WKeb b b b b b b b b b b b b b b b b b b b b b b
IXOO beQeILW IURP WKe SURJUaPV RIIeUed aQd WKaW LI I WeUPLQaWe P\ caUe SUePaWXUeO\ WKaW aOO IeeV LQcXUUed ZLOO be dXe aQd Sa\abOeb b b b b b b b b b b b b b b b b b b b b b b
aW WKaW WLPe. I aXWKRUL]e WKe aVVLJQPeQW RI aOO LQVXUaQce beQeILWV be dLUecWed WR WKe dRcWRU IRU aOO VeUYLceV UeQdeUed. I aOVRb b b b b b b b b b b b b b b b b b b b b b
XQdeUVWaQd aQ\ VXP RI PRQe\ SaLd XQdeU aVVLJQPeQW b\ aQ\ LQVXUaQce cRPSaQ\ VKaOO be cUedLWed WR P\ accRXQW, aQd I VKaOO beb b b b b b b b b b b b b b b b b b b b b b
SeUVRQaOO\ OLabOe IRU aQ\ aQd aOO RI WKe XQSaLd baOaQce WR WKe dRcWRU.bb

I, __________________________​, KaYe Uead RU KaYe Kad Uead WR Pe, WKe abRYe cRQVeQW. I KaYe aOVR Kad WKe RSSRUWXQLW\ WR aVNb b b b b b b b b b b b b b b b b b b b b
TXeVWLRQV abRXW WKLV cRQVeQW, aQd b\ VLJQLQJ beORZ I aJUee WR WKe abRYe QaPed SURcedXUeV. I LQWeQd WKLV cRQVeQW IRUP WR cRYeUb b b b b b b b b b b b b b b b b b b b b b



WKe eQWLUe cRXUVe RI WUeaWPeQW IRU P\ SUeVeQW cRQdLWLRQ aQd IRU aQ\ IXWXUe cRQdLWLRQ(V) IRU ZKLcK I VeeN WUeaWPeQW.bb

SLJQaWXUe_____________________________________ (II XQdeU 18 SaUeQWŖV VLJQaWXUe) DaWe________________bb
b

PUegnanc\ ReleaVe​:bb

TKLV LV WR ceUWLI\ WKaW WR WKe beVW RI P\ NQRZOedJe I aP QRW SUeJQaQW aQd WKe dRcWRU aQd KLV aVVRcLaWeV KaYe P\b
SeUPLVVLRQ WR SeUIRUP aQ [-Ua\ eYaOXaWLRQ. I KaYe beeQ adYLVed WKaW [-Ua\ caQ be Ka]aUdRXV WR aQ XQbRUQ cKLOd.bb

DaWe RI OaVW PeQVWUXaO c\cOe: ______________bb

SLJQaWXUe: _________________________ DaWe: __________________bb

CRnVenW WR X-Ua\​:bb

I KeUeb\ JUaQW ReVWRUaWLRQ HeaOWK CKLURSUacWLc SeUPLVVLRQ WR SeUIRUP aQ [-Ua\ eYaOXaWLRQ LI Qeeded. I XQdeUVWaQd  WKaWb
[-Ua\V aUe beLQJ SeUIRUPed WR ORcaWe YeUWebUaO VXbOX[aWLRQ aQd QRW WR dLaJQRVe RU WUeaW aQ\ RWKeU dLVeaVe RU cRQdLWLRQ.bb

SLJQaWXUe (SaUeQW RI PLQRU):________________________________________ DaWe: ___________________________b

CRnVenW WR EYalXaWe and AdjXVW a minRU child​:bb

I, _____________________________________, beLQJ WKe SaUeQW RU OeJaO JXaUdLaQ RI _________________________b
KaYe Uead aQd IXOO\ XQdeUVWaQd WKe abRYe WeUPV RI acceSWaQce aQd KeUeb\ JUaQW SeUPLVVLRQ IRU P\ cKLOd WR UeceLYe cKLURSUacWLcb
caUe.bb

SLJQaWXUe: _____________________________________ DaWe: __________________________bb

INSURANCE INFORMATIONbb

I cOeaUO\ XQdeUVWaQd WKaW aOO LQVXUaQce cRYeUaJe LV aQ aUUaQJePeQW beWZeeQ P\ LQVXUaQce caUULeU aQd Pe. II WKLV RIILce cKRRVeV WRb b b b b b b b b b b b b b b b b b b b b
bLOO aQ\ VeUYLceV WR P\ LQVXUaQce caUULeU WKaW WKe\ aUe SeUIRUPLQJ WKeVe VeUYLceV VWULcWO\ aV a cRQYeQLeQce IRU Pe. TKe dRcWRUŖVb b b b b b b b b b b b b b b b b b b b b
RIILce ZLOO SURYLde aQ\ QeceVVaU\ UeSRUW RU UeTXLUed LQIRUPaWLRQ WR aLd LQ LQVXUaQce UeLPbXUVePeQW RI VeUYLceV, bXW I XQdeUVWaQdb b b b b b b b b b b b b b b b b b b
WKaW LQVXUaQce caUULeUV Pa\ deQ\ aQ\ cOaLP aQd WKaW I aP XOWLPaWeO\ KeOd UeVSRQVLbOe IRU aQ\ XQSaLd baOaQceV​. AQ\ PRQLeVb b b b b b b b b b b b b b b b b b b b
UeceLYed ZLOO be cUedLWed WR P\ accRXQW. I ceUWLI\ WKaW WKLV RIILce YLVLW LV QRW UeOaWed WR aQ\ SeUVRQaO LQMXU\ RU ZRUNeUVb b b b b b b b b b b b b b b b b b b b b b
cRPSeQVaWLRQ caVe WKaW LV acWLYe RU WKaW KaV QRW beeQ cORVed aQd ILQaOL]ed.bb

SLJQaWXUe: ____________________________________ DaWe: _______________________b



Health Insurance Portability and Accountability Act  HIPAA¡ and Patient Consent 
Form 

 

I QJdeNOPaJd aJd haRe beeJ LNKRided SiPh Phe KLLKNPQJiPU PK NeRieS a ​NKPice Kf 
PNiRacU PNacPiceO ​PhaP LNKRideO a IKNe cKILlePe deOcNiLPiKJ Kf iJfKNIaPiKJ Kf 
iJfKNIaPiKJ QOeO aJd diOclKOQNeO� I QJdeNOPaJd PhaP I haRe Phe fKllKSiJg NighPO aJd 
LNiRilegeO�  

● The NighP PK NeRieS Phe JKPice LNiKN PK OigJiJg cKJOeJP 
● The NighP PK KbjecP PK Phe QOe Kf IU healPh iJfKNIaPiKJ fKN diNecPKNU LQNLKOeO� aJd 
● The NighP PK NeMQeOP NeOPNicPiKJO aO PK hKS IU healPh iJfKNIaPiKJ IaU be diOclKOed 

PK caNNU KQP PNeaPIeJP� LaUIeJP KN healPh caNe KLeNaPiKJO�  

Florida Insurance Commissioner  

YKQN chiNKLNacPKN aJd IeIbeNO Kf Phe LNacPice OPaff IaU Jeed PK diOclKOe UKQN JaIe� addNeOO� LhKJe 
JQIbeN� billiJg iJfKNIaPiKJ aJd UKQN cliJical NecKNdO PK Phe FL IJOQNaJce CKIIiOOiKJeN  FLIC¡� ThiO 
diOclKOQNe Sill be Iade if Se Jeed Phe FLIC�O aOOiOPaJce PK NeceiRe NeiIbQNOeIeJP fKN UKQN OeNRiceO KN� Se 
Jeed Phe FLIC�O aOOiOPaJce becaQOe Phe LaNPU NeOLKJOible fKN NeiIbQNOiJg UKQN OeNRiceO haO iILNKLeNlU 
LNKceOOed UKQN claiI� 

BU OigJiJg PhiO fKNI� UKQ aNe giRiJg QO aQPhKNiVaPiKJ PK OeJd Phe FLIC PhiO iJfKNIaPiKJ� YKQ aNe alOK giRiJg 
Phe FLIC aQPhKNiVaPiKJ PK Ne�diOclKOe UKQN iJfKNIaPiKJ PK Phe LaNPU NeOLKJOible fKN Phe LaUIeJP Kf UKQN 
OeNRiceO� Phe FLIC cKQJOel� aJd OPaPe KN fedeNal ageJcieO PhaP IaU be aOked PK iJPeNcede KJ UKQN behalf�  I 
heNebU giRe IU cKJOeJP fKN ReOPKNaPiKJ HealPh ChiNKLNacPic PK QOe aJd diOclKOe LNKPecPed healPh iJfKNIaPiKJ 
 PHI¡ abKQP Ie PK caNNU KQP PNeaPIeJP� LaUIeJP aJd healPhcaNe KLeNaPiKJO  TPO¡� 

Appointment Reminders and Health Care Information Authorization  

DN� MaNPiJgaJK aJd IeIbeNO Kf Phe OPaff IaU Jeed PK QOe UKQN JaIe� addNeOO� LhKJe JQIbeN� aJd UKQN 
cliJical NecKNdO PK cKJPacP UKQ SiPh aLLKiJPIeJP NeIiJdeNO� iJfKNIaPiKJ abKQP PNeaPIeJP alPeNJaPiReO KN 
KPheN healPh NelaPed iJfKNIaPiKJ PhaP IaU be Kf iJPeNeOP PK UKQ� If PhiO cKJPacP iO Iade bU LhKJe aJd UKQ aNe 
JKP aP hKIe� a IeOOage Sill be lefP KJ UKQN RKiceIail� 

BU OigJiJg PhiO fKNI� UKQ aNe giRiJg QO aQPhKNiVaPiKJ PK cKJPacP UKQ SiPh PheOe NeIiJdeNO aJd iJfKNIaPiKJ� 

 

­​­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­​­­                ­­​­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­
Patient Signature Date  

 

If JKP OigJed bU Phe LaPieJP� LleaOe iJdicaPe NelaPiKJOhiL� 

❏ PaNeJP�GQaNdiaJ  
❏ GQaNdiaJ KN cKJOeNRaPKN Kf aJ iJcKILePeJP LaPieJP  
❏ BeJeficiaNU KN LeNOKJal NeLNeOeJPaPiRe Kf deceaOed LaPieJP  

NaIe Kf PaPieJP� ­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ 



Health Information Notification/Communication Form​� 

The gKal Kf KQN Kffice iO PK eJable LaPieJPO PK gaiJ cKJPNKl Kf PheiN healPh� TK aPPaiJ PhiO Se belieRe                    
cKIIQJicaPiKJ iO Phe keU� PleaOe Nead Phe belKS aJd if UKQ haRe aJU MQeOPiKJO� LleaOe feel fNee PK                  
aOk KJe Kf KQN OPaff IeIbeNO� 

IJ KNdeN PK aOOiOP UKQ iJ NeceiRiJg KN OhaNiJg UKQN LNKPecPed healPh iJfKNIaPiKJ fNKI ReOPKNaPiKJ               
HealPh ChiNKLNacPic  RHC¡� LleaOe cKILlePe PhiO fKNI� I aQPhKNiVe Phe LeNOKJ O¡ liOPed belKS PK haRe               
acceOO PK aJU x all Kf IU healPh iJfKNIaPiKJ NelaPiRe PK IU chiNKLNacPic caNe aP �RHC�� �RHC� iO                  
LeNIiPPed PK OhaNe aJU chiNKLNacPic x Iedical iJfKNIaPiKJ fNKI IU PNeaPIeJP fileO iJclQdiJg PeOP              
NeOQlPO x iJfKNIaPiKJ diOclKOed dQNiJg IU RiOiPO� IJ Phe eReJP PhaP Se SKQld Jeed PK cKIIQJicaPe                
UKQN healPhcaNe iJfKNIaPiKJ� PK ShKI IaU Se dK OK� 

NAME                                            RELATIONSHIP     PHONE NUMBER 

­­­­­­­­­­­­­­­­­­­­­­­­­­­­­                 ­­­­­­­­­­­­­­­­­­­­­­­­­  ­­­­­­­­­­­­­­­­­­­­­­­­ 
­­­­­­­­­­­­­­­­­­­­­­­­­­­­­                 ­­­­­­­­­­­­­­­­­­­­­­­­  ­­­­­­­­­­­­­­­­­­­­­­­­­ 
­­­­­­­­­­­­­­­­­­­­­­­­­­­­­                 ­­­­­­­­­­­­­­­­­­­­­­­­­ ­­­­­­­­­­­­­­­­­­­­­­­­­ 

  

MaU Se Iail LKOPcaNdO KN leaRe IeOOageO KJ aJU aJOSeNiJg deRice� i�e� hKIe aJOSeNiJg IachiJeO 
KN RKiceIailO�   ​YeO ¢ £   NK ¢ £ 

MaU Se QOe UKQN JaIe KJ KQN ThaJk�YKQ RefeNNal bKaNd iJ ackJKSledgeIeJP Kf UKQN PNQOP iJ 
NefeNNiJg NelaPiReO x fNieJdO�  ​YeO ¢ £   NK ¢ £ 

MaU Se QOe UKQN JaIe x LicPQNeO KJ KQN OKcial Iedia accKQJPO x KQN SebOiPe LageO iJ 
ackJKSledgeIeJP Kf UKQN PNQOP iJ KQN OeNRiceO aJd iJ OhaNiJg highlighPO Kf KQN  
LNacPice eReJPO�  ​YeO ¢ £   NK ¢ £ 

MaU Se OeJd eIail aLLKiJPIeJP NeIiJdeNO� biNPhdaU x hKlidaU gNeePiJgO aJd JKPiceO Kf OLecial 
KffeNO� eReJPO� aNPicleO Kf healPh iJPeNeOPO aJd KQN IKJPhlU JeSOlePPeN PK Phe eIail UKQ haRe 
LNKRided� YKQ Sill haRe Phe KLPiKJ PK KLP KQP aP aJU PiIe�   ​YeO ¢ £   NK ¢ £ 

 

I� ​ ­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ ​� haRe Nead aJd fQllU QJdeNOPaJd Phe abKRe OPaPeIeJPO� 

AckJKSledgeIeJP 

I haRe beeJ giReJ Phe KLPiKJ PK NeRieS Phe JKPice Kf LNiRacU LNacPiceO  HIPAA¡ fKN �RHC� aJd haRe                  
beeJ LNKRided aJ KLLKNPQJiPU PK diOcQOO IU NighP PK LNiRacU� ULKJ NeMQeOP I Sill be giReJ a cKLU� I                   
QJdeNOPaJd aJd diNecP PhaP PhiO aQPhKNiVaPiKJ NeIaiJ iJ effecP QJPil NeRKked bU Ie iJ SNiPiJg� 

 

PNiJP NaIe� ​­­­­­­­­­­­­­­­­­­­­­­­­­­­​   SigJaPQNe� ​­­­­­­­­­­­­­­­­­­­­­­­­­­­­​  DaPe� ​­­­­­­­­­­­­­­­­­ 



RHVWRUDWLRQ HHDOWK CKLURSUDFWLF PD\PHQW PROLF\ 
RHC LV ଂNOTଂ DQ LQVXUDQFH EDVHG VHUYLFH SURYLGHU 

SERVICE IS RENDERED AND FEE IS COLLECTED EACH VISIT 
 

If \oX haYe health insXrance ​:  
BHFDXVH RI WKH GLYHUVLW\ LQ SODQ SROLFLHV DQG EHQHILWV, ZH UHFRPPHQG WKDW \RX FDOO \RXU FDUULHU WR                 
TXHVWLRQ \RXU SODQ¶V SROLF\ RQ EHQHILWV IRU FKLURSUDFWLF FDUH ³LQ QHWZRUN´ RU ³RXW RI QHWZRUN´,               
ZKLFKHYHU DSSOLHV. AV D FRXUWHV\ IRU \RXU SD\PHQW DV VHUYLFH LV UHQGHUHG, WKLV RIILFH ZLOO JHQHUDWH                
DQG PDLO LQVXUDQFH FODLPV IRU \RX; KRZHYHU, SD\PHQW IRU VHUYLFHV ZLOO EH FROOHFWHG DV UHQGHUHG XQWLO                
\RXU FDUULHU UHVSRQGV WR RXU FODLPV.  
If \oX haYe Medicare ​:  
YRX ZLOO EH UHVSRQVLEOH IRU WKH DQQXDO MHGLFDUH GHGXFWLEOH DV ZHOO DV WKH H[DP & [-UD\ IHH ZKLFK                  
MHGLFDUH ZLOO QRW SD\. RHC LV D SDUWLFLSDWLQJ SURYLGHU DQG WILL ACCEPT ASSIGNMENT GLUHFW IURP               
WKH TRADITIONAL MHGLFDUH SURJUDP RQO\. II \RXU VHFRQGDU\ FDUULHU LV D MHGLJDS SROLF\, ZH ZLOO               
VXEPLW WKH LQIRUPDWLRQ GLUHFWO\ WR WKHP. II \RX KDYH D VXSSOHPHQWDO SROLF\, ZH ZLOO PDNH FRSLHV RI                 
\RXU ³E[SODQDWLRQ RI BHQHILWV´ IRUPV IRU WUHDWPHQW LQ WKLV RIILFH RQO\ IRU UHLPEXUVHPHQW. YRXU FRSD\               
ZLOO EH FROOHFWHG. 
II \RX DUH HQUROOHG LQ RQH RI MHGLFDUH¶V HMO PODQV (HHDOWK FLUVW), ZH ଂFDQQRWଂ SURFHVV D FODLP IRU \RX. 
If \oX had an aXWo (oU oWheU) accidenWଂ:  ​WH ZLOO ELOO WKH UHVSRQVLEOH LQVXUDQFH FRPSDQ\ RQO\ 
AFTER ZH YHULI\ \RXU SROLF\ EHQHILWV DQG KDYH JXDUDQWHH RI SD\PHQW. II DQ DWWRUQH\ LV LQYROYHG, ZH 
ZLOO UHTXHVW D ³LHWWHU RI PURWHFWLRQ´. YRX ଂMUSTଂ VXSSO\ DQ AFFLGHQW RHSRUW, IQVXUDQFH FRPSDQ\ QDPH, 
AGGUHVV DQG PKRQH #, PIP CODLP #, AGMXVWHU¶V QDPH, & AWWRUQH\¶V QDPH, (LI KDQGOLQJ WKLV FDVHଂ).   
If \oX ZeUe hXUW aW ZoUkଂ: ​YRXU LQVXUDQFH FDUULHU MUST AUTHORIZE FDUH UHQGHUHG E\ FCC. WH ZLOO                 
ELOO WKH OLDEOH LQVXUDQFH FRPSDQ\ GLUHFWO\. YRX ZLOO EH UHVSRQVLEOH WR EULQJ LQ WKH QHFHVVDU\               
LQIRUPDWLRQ. (CRS\ RI IQMXU\ RHSRUW, VLJQHG AXWKRUL]DWLRQ WR TUHDW IRUP, IQVXUDQFH FRPSDQ\ QDPH,             
DGGUHVV DQG SKRQH #) 
  
 
 
 
 
 
FOR ALL INSURANCE PROCESSING BELOW MUST BE SIGNED 

LEGAL ASSIGNMENT OF BENEFITS AND RELEASE OF MEDICAL AND PLAN DOCUMENTS 
IQ FRQVLGHULQJ WKH DPRXQW RU PHGLFDO H[SHQVHV WR EH LQFXUUHG, I, WKH XQGHUVLJQHG, KDYH LQVXUDQFH DQG/RU HPSOR\HH KHDOWKFDUH EHQHILWV                   
FRYHUDJH DQG KHUHE\ DVVLJQ DW FOLQLF¶V UHTXHVW, DQG GLUHFWO\ FRQYH\ WR RHVWRUDWLRQ HHDOWK CKLURSUDFWLF DOO PHGLFDO EHQHILWV DQG/RU                  
LQVXUDQFH UHLPEXUVHPHQWV, LI DQ\, RWKHUZLVH SD\DEOH WR PH IRU VHUYLFHV UHQGHUHG IURP VXFK GRFWRU DQG FOLQLF. I XQGHUVWDQG WKDW I DP                     
ILQDQFLDOO\ UHVSRQVLEOH IRU DOO FKDUJHV UHJDUGOHVV RI DQ DSSOLFDEOH LQVXUDQFH RU EHQHILWV SD\PHQWV. I KHUHE\ DXWKRUL]H WKH GRFWRU WR                   
UHOHDVH DOO PHGLFDO LQIRUPDWLRQ QHFHVVDU\ WR SURFHVV WKLV FODLP. I KHUHE\ DXWKRUL]H P\ SODQ DGPLQLVWUDWRU RU ILGXFLDU\, LQVXUHU DQG, P\                    
DWWRUQH\ WR UHOHDVH WR VXFK GRFWRU DQG FOLQLF DQ\ DQG DOO SODQ GRFXPHQWV, LQVXUDQFH SROLF\ DQG /RU VHWWOHPHQW LQIRUPDWLRQ XSRQ ZULWWHQ                     
UHTXHVW IURP VXFK GRFWRU DQG FOLQLF LQ RUGHU WR FODLP VXFK PHGLFDO EHQHILWV, UHLPEXUVHPHQW RU DQ\ DSSOLFDEOH UHPHGLHV. I DXWKRUL]H WKH                     
XVH RI WKLV VLJQDWXUH RQ DOO P\ LQVXUDQFH DQG/RU HPSOR\HH KHDOWK EHQHILWV FODLPV VXEPLVVLRQV.  
I KHUHE\ FRQYH\ WR WKH DERYH QDPHG GRFWRU DQG FOLQLF WR WKH IXOO H[WHQW SHUPLVVLEOH XQGHU WKH ODZ DQG XQGHU WKH DSSOLFDEOH LQVXUDQFH                       
SROLFLHV DQG/RU HPSOR\HH KHDOWK FDUH SODQ DQ\ FODLP, FKRVH LQ DFWLRQ, RU RWKHU ULJKW I PD\ KDYH WR VXFK LQVXUDQFH DQG/RU HPSOR\HH                      
KHDOWK FDUH EHQHILWV FRYHUDJH XQGHU DQ\ DSSOLFDEOH LQVXUDQFH SROLFLHV DQG/RU HPSOR\HH KHDOWK FDUH SODQ ZLWK UHVSHFW WR PHGLFDO                  
H[SHQVHV LQFXUUHG DV D UHVXOW RI WKH PHGLFDO VHUYLFHV I UHFHLYHG IURP WKH GRFWRU DQG FOLQLF DQG WR WKH H[WHQW SHUPLVVLEOH XQGHU WKH ODZ                        
WR FODLP VXFK PHGLFDO EHQHILWV, LQVXUDQFH UHLPEXUVHPHQW DQG DQ\ DSSOLFDEOH UHPHGLHV. FXUWKHU, LQ UHVSRQVH WR DQ\ UHDVRQDEOH UHTXHVW                  
IRU FRRSHUDWLRQ, I DJUHH WR FRRSHUDWH ZLWK VXFK GRFWRU DQG FOLQLF LQ DQ\ DWWHPSWV E\ VXFK GRFWRU DQG FOLQLF WR SXUVXH VXFK FODLP FKRVH                        
LQ DFWLRQ RU ULJKW DJDLQVW P\ LQVXUHUV DQG/RU HPSOR\HH KHDOWK FDUH SODQ, LQFOXGLQJ, LI QHFHVVDU\, EULQJ VXLW ZLWK VXFK GRFWRU DQG FOLQLF                      
DJDLQVW VXFK LQVXUHUV DQG/RU HPSOR\HH KHDOWK FDUH SODQ LQ P\ QDPH EXW DW VXFK GRFWRU DQG FOLQLF¶V H[SHQVH. TKLV DVVLJQPHQW ZLOO                     
UHPDLQ LQ HIIHFW XQWLO UHYRNHG E\ PH LQ ZULWLQJ. A SKRWRFRS\ RI WKLV DVVLJQPHQW LV WR EH FRQVLGHUHG DV YDOLG DV WKH RULJLQDO. I KDYH UHDG                          
DQG IXOO\ XQGHUVWDQG WKLV DJUHHPHQW. 

 

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB        BBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
SLJQDWXUH RI IQVXUHG / GXDUGLDQ                                                                         DDWH 



cHrfi[$rrc
restorotion heolth

Auto Accident lnformation (lf Applicable)

Date of injury: Time: AM/PM State:

Describe in DETAIL how your injury occurred:

Where were you seated? tr Driver tr Front Passenger n Rear Left tr Rear right i Middle

Were you wearing a seatbelt? tr Yes tr No

Which way were you looking when you were hit? El Foward trBackwards D Right tr Left

Did you know you were going to be hit? tr Yes tr No

Did you brace for impad? tr Yes tr No

Did the airbag go ofi? tr Yes tr No

Did any body part hit the cat? EYes trNo

Did you lose consciousness? n Yes ! No

Make and model of your vehicle?
Were you stuck from... ! Behind tr Front tr Left side tr Right side
Approximate speed of YOUR vehicle was _ mph

The approximate damage to your vehicle. .. C Minimal tr Moderate tr Extensive fl Totaled

Amount of damage on your vehicle? $_
Was your vehicle towed from the scene? tr Yes tr No

Make and model of the other vehicle?
What part of the other vehicle did you hit? tr Behind tr Front D Leftside tr Rightside
Approximate speed of the OTHER vehicle was mph

Were police notified? ! Yes tr No Did the police file a report? DYes trNo
Was EMS notified? tr Yes tr No Were you transported? tr Yes tr No

Where did you go for care after the accident?

Other treatments since the accident?
Since the accident your symptoms are... D Better tr Worse E Same

Whereonthebody?-Whatpartofthecardidyouhit?-



cHrfiftf{rrc
restorotion heolth

Financial Disclosure Policv

As a result of the changes to the 2003 Florida No Fault Statute it is a

third degree felony for any provider to agree to waive a deductible or
to reduce or waive your co-pay (if applicable) as a routine business
practice. We therefore require payment of any balances due after all

attempts by us (including litigation) to collect from the Florida No Fault
coverage whose right to collect, you have assigned to us.

Please speak with our billing manager if you have any questions.

(Two exceptions are allowed by statute involving financial inability in
individual cases).

Patient's Signature Date



COMPLETING THIS FORM ACCURATELY ALLOWS US TO PROCESS YOUR PIP CLAIM FASTER
THE PATIENT/GUARDIAN IS RESPONSIBLE FOR PAYMENT IN FULL FOR ALL SERVICES

Circle what applies:
Did you inform YOUR insurance c¤nier of the accident?
Did you inform YOUR insurance canier of the injuries sustained?
Have you consulted an attorney?

Yes
Yes
Yes

No
No
No

The following information must be made available in order to process your claim immediatsly on your
behalf. Payment will be collected at time of each service until this information has been verified & your
insurance sends payment.

PIP Benefits
- Doductibles & copays will be collected at the time of each seNice.
- Any other carier involved lS NOT RESPONSIBLE to make payments directly to the health care

provider.
- Payments are reimbursed to you by the other insurance canier if & when the case is finalized.

Amount
100% or 80%
Yes or No

YOUR claim/ file # in this case?

Name & Address of YOUR lnsurance Company in this case?

Name & Phone Number of the adjuster assigned to YOUR INJURY case?

Name, Address, Phone # oi the Attorney handling your case?

Name of Contact Person for your Attomey

I HAVE READ & UNDERSTAND MY FINANCIAL RESPONSIBILITY FOR ALL YOUR SERVICES
RENDEREO

Print Name Signature Date

Automotive lnsurance Information

Do you have a PIP deductible?
Your benefits are payable at...
Do you carry Medpay?



orrfi${rrc
restorotion heo lth

Hotor Vehicle lnsurance (Your PIP information)
Owner of vehicle in which you were:
lnsurance Company Phone:

Claim #Policy #
Have you retained an attorney? fl Yes tr No

Name:

Third Party information (Other vehicle that struck yours)
Name: Phone:

lnsurance Company Phone:

Claim #

Authorization for Treatment

I hereby authorize the Doctor to treat my condition as he/she deems appropriate and furnish any
authorized request for information regarding treatment.The patient also agrees that he/she is
responsible for all bills incuned at the office. (The Doctor will not be held responsible for any
preexisting medically diagnosed conditions, nor for any medical diagnosis). The patient also
agrees that statements made in this questionnaire are true and conect.

Patient Signature:
Guardians Signature

Date:

Date:

Policy # _



cHrfi[$rrc
restorotion heo lth

Notice of lnitiation of Treatment

Claim Number:
Patient Name:

Practice/ Provider Name: Dr Dan Martingano D.C. PA. dba
Restoration Health Chiropractic

To Whom lt May Concern:

This document shall serve as our formal Notice of lnitiation of Treatment pursuant to Fla.Stat.
627.7326(5)(c). This notice is being sent, pursuant to Florida statutes, within 21 Days after the
facility's first examination or treatment of the above referenced claimant. Because this notice
has been timely provided, the law allows statements from this provider to include charges for
treatment or services rendered up to, but not more than, 75 days before the postmark date of
the statement sent.

Please take note and govern yourself accordingly.

Respectfully,

Account Manager

First Date of Service:



Orrtcn or Insunlnce Rrcularron
Bureau of Property & Casualty Forms and Rates

Standard Disclosure and Acknowledgement Form
Personal Injury Protection - Initial Treatment or Service Provided

The undersigned insured person (or guardian of such person) affirms:

l. The services or treatment set forth below were actually rendered. This means that those services have already been
provided.

2. I have the right and the duty to confirm that the services have already been provided.

3. I was not solicited by any person to seek any services from the medical provider of the services described above.

4. The medical provider has explained the services to me for which payment is being claimed.

5. If I notiff the insurer in writing of a billing error, I may be entitled to a portion of any reduction in the amounts paid
by my motor vehicle insurer. If entitled, my share would be at least 20Yo of the amount of the reduction, up to $500.

Insured Person (patient receiving treatment or services) or Guardian of lnsured Person;

Name lPflfr or TYPE) Signature Date

The undersigned licensed medical professional or medical director, if applicable, affirms the statement numbered I above
and also:

A. I have not solicited or caused the insured person, who was involved in a motor vehicle accident, to be solicited to
make a claim for Personal Injury Protection benefits.

B. The treatment or services rendered were explained to the insured person, or his or her guardian, sufficiently for that
person to sign this form with informed consent.

C. The accompanying statement or bill is properly completed in all material provisions and all relevant information has
been provided therein. This means that each request for information has been responded to truthfully, accurately, and in
a substantially complete manner.

D. The coding of procedures on the accompanying statement or bill is proper. This means that no service has been
upcoded, unbundled, or constitutes an invalid or not medically necessary diagnostic test as defined by Section
627.732(14) and (15), Florida Statutes or Section 627.736(5)(b)6, Florida Statutes.

Licensed Medical Professional Rendering TreafinentlServices or Medical Director, if applicable (Signanre by his/ her own
hand):

Name 6fRlruf or TYPE) Signature Date

Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of Claim or an
application containing any false, incomplete, or misleading information is guilty of a felony of the third degree per Section
817 Florida Statutes.

The original of this form must be furnished to the insurer pursuant to Section 627.736(4)(b), Florida Statutes and may
not be fumished. Failure to fumish this form result in of the claim.
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Florida PIP Law in a nutshell: lnformation You Need to Know

1. You must seek medical care for injuries resulting from an auto accident within 14 days of
the accident, or no PIP benefits will be paid

2. You must be diagnosed with an Emergency Medical Condition or EMC (See definition
below) in order to receive the 10,000 of PIP benefits that you are required to carry

3. lf you are not diagnosed with an emergency medical condition, your PIP benefits are
reduced to 2,500.

4. Only a medical doctor (MD), osteopathic physician (DO), dentist (DDS) or advanced
registered nurse practitioner (RNP), are allowed to make the emergency medical
condition (EMC) diagnosis, corroborating that the injury requires immediate medical
attention. lf you go to the emergency room, you will still have to see your primary care
physician or go to an urgent care center to receive the certification as the hospitals are
not issuing those.

5. Massage therapy and acupuncture are no longer covered under the new law.

What is an EMC?

"Emergency medical condition" means a medical condition manifesting itself by acute
symptoms of sufficient severity, which may include severe pain, such that the absence
of immediate medical attention could reasonably be expected to result in any of the following

(a) Serious jeopardy to patient health
(b) Serious impairment to bodily functions.
(c) Serious dysfunc-tion of any bodily organ or part.

Follow up Care:

After the initial visit to a medical provider within 14 days. The law provides for follow up
care. Follow-up services and care consistent with the underlying medical diagnosis
which may be provided, supervised, ordered, or prescribed only by a licensed physician
licensed under chapter 458 or chapter 459, a chiropractic physician licensed under
chapter 460, a dentist licensed under chapter 466, or, to the extent permitted by
applicable law and under the supervision of such physician, osteopathic physician,
chiropractic physician, or dentist, by a physician assistant licensed under chapter 458 or
chapter 459 or an advanced registered nurse practitioner licensed under chapter 4M.


