Patients Name:
Date:
City in which the accident occurred:
Date of the accident:
Time of Day of the Accident
Street and Cross Street where the accident happened:
Conditions at the time of the accident:
(Bright Daylight, Overcast, Foggy, Rainy)

Please describe how the accident haopened in your own words

'tr Yes tr No
Were the police called to the scene?
Was an accident report filed by the police? E Yes El No
Were you cited for any violation by the police? tr Yes tr No
Is an attorney currently representing you? El Yes tl No
If Yes, Name and address and Phone:
At the time of the accident you were:

tr

Walking

u

Jogging

tr Standing Still

tr In a marked crosswalk. tI In a crosswalk with lighted Pedestrian
tr In an unmarked area of the street without a crosswalk.

Signs.

Type of Vehicle that hit you: tr Car tr SUV tr Pickup Truck El Motorcycle
tr Bicycle E Bus El Commercial Truck tr Other:
Approximate speed of the Vehicle that hit you:

If there is anything else pertinent to your accident or condition, please use
the other side of the paper.

PoFt Traumatic Symotom Ouestionaire
Instructions: Look at the symptoms located in the left hand column and make a + for mild
a ++ for moderate and a +++ for severe in the appropriate column to the right of the
symptom. It is impoftant for this to be filled out accurately with the time each symptom
stafted, and the severity of the symptom at the time frames asked about, including increases
in severity over time. If you don't have a symptom on the list please leave that row blank.
Began

immediately
after the
accident

Symptom list
(Check all that apply)

Began 24
hours to 7
days after the
accident

You have
had this
symptom
recently

You have had
this symptom
over a year
ago before
this iniurv.

Francisco

CA. 94121

Headache/Miqraine
Dizziness
Tinnitus (Ear Rinqinq)
Blurry Vision
Memorv Problems
Poor Concentration
Nausea or Vomitinq
Balance Problems
Loss of Coordination
Fatique
Loss of Smell
Pai n/DifficulW Swal lowinq
Jaw Pain/Soreness
Neck Pain/Achi no/Stiffness
Shoulder Pai n/Stiffness
Arm Pai n/Tinq lino/Numbness
Wrist/Hand/Pain/N umbness
Muscle Weakness Arms/Leqs
Uooer/Mid Back/Pain
Chest Pain or Bruisinq
Rib Caoe Pain/Bruisinq
Abdominal/Pelvic Pain
Low Back Pain/Soreness
Hio Pain/Bruisinq
Upoer Leq/Thiqh Pain
Leq Numbness/Tinqlinq
Pain Radiatinq Down Leqs
Lower Leq/Calf Pain
Knee Pain
Ankle Pain
Other:
Ed Camp

Chiropractic

4224 California Street Suit e

203

San

H. Edward Camp, D.C,t C.C.E.P., C,C.S,P., Q.M"E,

.- r'c (zudilileu
^.
rrreurLdr EVdil"td[ut, Appotrlteu
by the State of California Division of
Workers Compensation - Medibal Unit

5758 Geary Blvd #244
San Francisco, CA 94121
{41s) 927 2225

ii-rdeperrder:t Fledicai Evaluator

Appointed by the State of Califbrnia
t.D.D. Disability Insurance program

I hereby assign to H" Edward Camp D.C., C.C.S,P., C.C.E"P., e.M.E. all my right, title, and
interest in and to any and all health care and/or surgical benefits otherwise payable to me
for medical, chiropractic or physical therapy treatment rendered to me by the assignee as
described in the attaehed medical claim form' This disbursement to Dr" Camp is not
to exceed the amount of the billing presented hy his offiee, Any amount abore the
final billing amount is to be disBersed to rne direcfly.
My signature on this document is explicit and irrevscable and by this signature
r am instructing you to pay to the Doctor in full, all fees directly.

If an attorney is needed to enforce the rights granted by this dscument I understand that
I am responsible for any and all attorneys fees generated by said enforcement,

I

acknowledge that I am still responsible for paying the above referenced
Doctor if the relevant insurer, plan, or payor does not pay the physician in full
at their billed amount.
Policy Name: Policy Number;

Signed:

Date:

Witnessed:

Date:

If not signed

by the patient, please indicate relationship:
{ } Parent or guardian of minor patient (to the extent minor could not harre consented to
the care)
( ) Guardian or conservator of patient
i ) Beneficiary or personai representative of cjeceased patient
( ) Spouse or person financialfy responsible (where information solely for purpose of
processing application for dependant health care coverage)

Acknowledgment of Insurance Carrier:
Please sign and return d Copyr to the assignee

Date

Notice Of Lien Authorization to Pay Chiropractic Fees
H. Edward Camp D.C., C.C.E.P., C.C.S.P,, Q,M,E.
Office Address
4?24 California Street Suite 203
San Francisco, CA. 94118

Mailing Address
5758 Geary Blvd. #744
San Francisco, CA. 94121

Attolney Name and Address

Patient Name and Address

Date Of Injury:

Patienf File Number;

Patient Aqreement

I hearby authorize the above mentioned Chiropractor to furnish you my attorney,
with a fufl reporl of the Examination, Diagnosis, Prognosis, Treatment Records,
Radiographs or any other information resufting from the accident in which I was
involved. Initiafs:

r fufther authorize you and irrevocably dired you rny attorney, to pay

directly to the above mentioned Chiropractor such billings and fees as may
be due and owing to him for any treatment or seruices arising from this accident.
These man include but not be limited to examinations, treatment, x-rays,
deposition time, record reproduction and anything reasonably connected to the
services I am rendered by the Chiropractor. Initials:

I fully understand that I am directly and personally responsible for all
payment of bifling generated by his office. This agreement is made solefy
for the additional protection of the Doctor and in consideration for his waving
payment and I further understand that such payment in not contingent upon any
settlement, judgment or verdict by which
Initials:

I

may recover said fee.

I fufther agree to render payment to the Chiropractor should I receive payment
for serves rendered by him from other sources such as my regular health
insurance. Should I receive such funds and fail to do so, interest shall be payable
on the account from the date the services were rendered at the highest
allowable interest rate. initials:

I

ever discharge my Attorney, This agreement shall be honored
by my new attorney as inherent to the settlement and enforceable on
the case as if the new Attorney executed it. I also instruct the new Attorney to
provide the Chiropractor with a signed Lien within five days of my engaging him
sr her. if i diseontinue eare for any r4easoR or if i have no legal representation
at any time, I will pay all of said Chiropractic bills in full within thirty days.
Should

Initials:

I agree to be responsible for any legal fees, court costs, or collection
agency costs incurred which are necessary to enforce this agreement.

These fees will be added to the existing balance for the seruices rendered by the
Chiropractor. I also understand that in view of the protracted time for cases to
be tried, I wave any right to stature of limitations for colleciions.
Initiafs:
A,ttorFe,v.

Agreement

The undersigned being the Attorney of record for the above mentioned patient
does hereby agree to observe all the terms of the above Notice of Lien
Authorization to Pay Chiropractic Fees, and agrees to hold in truest such sums
from any payments, proceeds, dispositions, settlements or judgments necessary
to protect the Chiropractor mentioned above. Furthermore this iien is to be
treated on a pro rate basis with all other liens of equal stature. Council also
aggress to notify said Chiropractor of * the case is surrendered to the
patientlclient or transferred to another Attorney. The undersigned also
represents that they have explained fully the ramifications of the forgoing
ehiropraetie tien for Seruiees Rendered to their elient ineluding but not limited to
the irrevocabifity, its waver of the stature of fimitations and its provision for
direct payment to sald Chiropractor. Furthermore council agrees that after
receiving monies, to send payment within thirty days to the Chiropractor or be
charged an additional finance change at the highest rate allowed by law for
every month that the suit has been settled and the Chiropractor remains unpaid.
Council agrees to pay all legal feels and court costs should this fien necessitate
enforcement through the legal process.
Dated:

Physicians Signature:

Dated:

Patients Signature:

Dated:

Attorneys Signature:

Attorney, Please date, sign your name on this agreemenf and then promptly return this
form to said Chiropractors office after making a copy for your own records. Thank you !

