PATIENT FINANCIAL PROFILE

OUR OFFICE POLICY REGARDING PERSONAL INJURY INSURANCE

Dr. Randy Butler will be pleased to accept your personal injury insurance coverage as soon as your exact coverage
is verified by the responsible party. We will file the claim forms and assist in every way we can.

However, it must be understood that you are ultimately responsible for full payment of services rendered at Butler
Chiropractic Clinic. We do not imply that insurance will cover all expenses.

Office policy regarding Personal Injury Protection or Med Pay:

X | was injured in a motor vehicle accident and this claim is being submitted through my automobile
insurance company. In the event this claim is rejected by my insurance company, | understand that | am
liable for full payment of services rendered.

< | request that my automobile insurance company make the check(s) for billed services, payable to
Butler Chiropractic Clinc
1501 Cross Timbers Rd #200
Flower Mound, Texas 750258
Phone: 972-221-7533 Fax: 972-219-6901

MY INSURANCE COMPANY INFORMATION

Name: Claim No: DOA:
Address:
Claims Adjuster: Telephone: Fax:

If you understand and agree with the statements that are checked above, initial the lines next to the checked boxes
and sign the form here.

Print Full Name Signature Date

Office policy regarding Third Party Liability and/or Legal Counsel:

™
~

] | was injured as a result of a slip or fall at as a result of third party negligence.
X 1 will take full responsibility to insure ali outstanding debt for services rendered will be paid in full
within ten days from receipt of the settlement check.

X I will notify this office immediately if or when | retain the counsel of an attorney and | will instruct the
attorney to furnish Dr. Randy Butler with a letter of protection to protect Dr. Randy Butler’s interest.

< | completely understand that with or without an attorney | am responsible for all services rendered.

O | have retained the services of an attorney to handle matters involving this injury. | shall instruct my

attorney to furnish Dr. Randy Butler with a letter of protection to protect Dr. Randy Butler’s interest upon
settlement.

MY ATTORNEY INFORMATION .
Name: Telephone: Fax:

Address:

If you understand and agree with the statements that are checked above, initial the lines next to the checked boxes
and sign the form here.

Print Full Name Signature Date
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AUTOMOBILE A CCIDENT (QUESTIONNAIRE

PLEASE ANSWER ALL QUESTIONS COMPLETELY
Date

Patient No.

Sex . MaritalStatus ___ DateofBirth___________ Home Phone
Address City State Zip
Occupation
Who referred you to our office?
Social Sec. # Business Phone Company Name
Company Address
Please explain in detail how your accident happened?

Driver of other vehicle (if any) Date of Birth
Insurance Company Address Phone No:

Policy No.
Claim No.
Name of person who has made contact with you
Name of driver of vehicle in which you were injured (self or other)
Insurance Company Address Phone No:
Policy No.

Claim No.
Name of Person who has made contact with you

Have you retained an attorney? [ Yes 1 No (14 Not Yet
If so, his/her name, address & phone #
Give time and date present injury occurred aAM U PM / /

You were heading? [ North I South [ East [ Weston (street or highway)
Number of people in your vehicle
Were police notified? 1 Yes (0 No  Did head strike windshield or object? (1 Yes U No
Were you knocked unconscious 1 Yes [ No If so, for how long
You were struck from? Behind O Front {1 Left Side [ Right Side

You were? [ Driver ( Passenger [ Frontseat [ Back seat (1 Using seatbelts [ Other protective devices
Did you feel pain immediately after the accident? (] Yes [1No [ Later that day [ Nextday {1 When
Where did you feel pain immediately after the accident?
Where were you taken after the accident?
Was treatment given?
Was any doctor consulted after the accident? 0 Yes (1 No

If so, give doctor's name O DC, OO MD., 1 DO, 1 DDS.
Doctor's Diagnosis
What treatment was given?
How often did you see the doctor?
How long did you see the doctor?
Have you ever had any complaints in the involved area before? (1 Yes [ No
If so, what were the complaints?
Before the injury, were you capable of working on an equal basis with others your age? 1 Yes 3 No
Are your work activities restricted as a result of this accident? 1 Yes (1 No

Since the injury, are your symptoms [ Improving? [ Getting worse? [ The same?

1
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HEALTH QUESTIONNAIRE

PLEASE CHECK MARK EacH oF THE CoNDITIONS BELOW THAT YOU ARE CURRENTLY EXPERIENCING

Date:
Patient: No.:
MUSCULO SKELETAL GENITO-URINARY GASTRO-INTESTIONAL. CARDIO-VASCULAR
SYSTEM SYSTEM SYSTEM RESPIRATORY
(I Low back pain (1 Bladder trouble O Poor appetite (2 Chest pain
Q Mid back pain (1 Excessive urination (I Excessive hunger (2 Pain over heart
(3 Pain between shoulders O Scanty urination Q Difficult chewing Q Difficult breathing
O Neck pain Q Painful urination U Difficult swallowing QI Persistent cough
1 Arm problems Q Discolored urine (J Excessive thirst (1 Coughing phlegm
Q Leg problems U Nausea Q@ Coughing blood
Q Swollen joints FEMALE U Vomiting Blood & Rapid heartbeat
Q Painful joints o ¥ Abdominal pain QO Blood pressure problems
(2 Stiff joints Q Vaginal discharge O Diarrhea [ Heart problems
Q Sore muscles O Vaginal bleeding O Constipation (O Lung problems
(1 Weak muscles (I Vaginal pain O Black stool Q Varicose veins
O Walking problems QO Breast pain I Bloody stool
Q Spasms (J Lumps on the breast 8 E?mofrholl;ljs EYE, EAR, NOSE
1ver troubie AND THROAT
Ell gﬁgﬁ(fge?%r;?fn ARE YOU PREGNANT? (I Gall bladder problems QI Eye strain
QYES ONO O Weight trouble Q Eye inflammation
NERVOUS SYSTEM O Vision problems
(I Ear pain
SYMPTOM LOCALIZATION g gcl:mbrfl.i.ss ) O Ear noises
™ N SN ss of 1eeling O Ear discharge
{: ZR vy &3 Q Paralysis Q Hearing loss
AN N S/ RY U Dizziness O Nose pain
airh fv. .4 {1 A Q Fainting Q Nose bleeding
il i} | i ooy (I Headaches QO Nose discharge
AU Ay ) B Q Muscles jerking Q Difficult breathing through nose
7 ;, “‘/ ._,'? ,\\\ {,’?’ "““ t !,; AN "“ (I Convulsions J Sore gums
i NN LA ! ; N L“’ Q Forgetfulness Q Dental problems
b i Lo i U Confusion (1 Sore mouth
it f i f i i Q Depression I Sore throat
Y I z Pi R U Insomnia Q Hoarseness
Vi a 4 L { :; i‘ { HABITS 8 IS)ilrfEl:ult speech
‘ Woa A O Cigarettes
T N e LI All
MY ihk> Q1 Alcohol Abuse a Javs rlggin
T ___Tender Q Coffee or Tea
H__ Hypoesthesia Q Drug Abuse
a
Pain Index
Least 1 234567 8 9 10 Worst

Patient's Signature

®0 00 0000000000000 000 DONOTWRITE]*ELOWTHISLINE.O.......0.0....OO..O

Patient Accepted? O Yes U No  Doctor's Signature




BUTLER CHIROPRACTIC CLINIC 1501 CROSSTIMBERS RD 200 FLOWEK MIVUINUD 11 7 ovew

2012 ACCIDENT & MEDICATION & SURGERY UPDATE

NAME: DATE OF BIRTH:

E MAIL ADDRESS:

CELL: HOME: WORK:

CURRENT MEDICATIONS:

MAJOR SURGERIES:




