Dudley Chiropractic and Acupuncture
301 S. Broad St.  Mooresville, NC. 28115  ph 704-663-2010  fax 704-660-9292


Name________________________________________________________ Today’s Date__________________ Date of Accident_____________________

Address______________________________________________________________________ City_________________ State_______ ZIP_____________

Email Address_______________________________________________Cell#_______________________________ Cell Carrier (ie. AT&T)____________ 

Birth Date____________________ Gender      □ F       □ M          Marital Status ____________    Wt _______  Ht ________  

How did you hear about our office? □ Doctor   □ Friend  □ Google  □ Yelp    □ Family   □ Attorney    Name:_______________________________________


Time of Accident_________ AM / PM   Street/City/Location of Accident____________________________________________________________________

Road Conditions at Time of Accident:
 ○ Wet
   ○ Dry
○ Icy    ○ Other_______________________________________________________

What type of car were you in?  Year____________ Make_________________________________ Model_________________________________________

How many occupants were in your vehicle?______________ Who owns the vehicle you were in?_______________________________________________

Were you the:
○ Driver
   ○ Front Seat Passenger
○ Back Seat Passenger
○ Pedestrian     
The vehicle you were in was heading:          ○ North
○ South      ○ East
○ West
at approximately ______________ miles per hour
Your vehicle was:        ○ Slowing down
○ Gaining speed
   ○ Traveling steadily
○ Stopped
If your vehicle was stopped, was your foot on the brake?
○ Yes      ○ No


Were there other vehicles involved?
○ Yes
○ No
What type of car? Year_______ Make__________________ Model______________________
The other vehicle was heading:
○ North
○ South
○ East
○ West               at approximately _________ miles per hour
The other vehicle was:
○ Slowing down
   ○ Gaining speed
○ Traveling steadily         ○ Stopped
Did your car strike the others involved?
○ Yes
○ No
Did the other car strike yours?
○ Yes     ○ No
If your car was struck, was it from:
○Behind   ○Front   ○Left Side
○Right Side
        What was the damage to the car you were in? $_____________
Which of the following car parts were broken during the collision?
○ Windshield
○ Steering Wheel
○ Right/Left Side Window
○ Front Seat  ○ Back Seat
○ Other_________________________________
Were you aware of the approaching collision prior to impact?
○ Yes
○ No



How far was the top of your head from the top of the headrest?___________________________________________________________________________

Were you wearing:   ○ Shoulder and Lap Belt    ○ Lap Belt Only    ○ No Seatbelt

Was the trunk of your body facing forward at the time of impact?    ○ Yes    ○ No  Was your head?   ○ Yes    ○ No

If not, which direction was it turned and by how much?_________________________________________________________________________________

Did any of your body parts strike any part of the vehicle?    ○ Yes      ○ No  If yes, please specify:______________________________________________

______________________________________________________________________________________________________________________________

Did you feel any popping, tearing, ripping, or hear any noise in your neck or back?  ○ Yes  ○ No

Did the accident render you unconscious?
○ Yes
  ○ No  If yes, for how long?____________________________________________________
Did the police come to the accident scene?
○ Yes
○ No

Were traffic citations issued to:      ○ You       ○ The driver of your car         ○ The driver of the other car

Please describe, in your own words, how the accident happened:__________________________________________________________________________

______________________________________________________________________________________________________________________________

Were you able to get out of the car and walk unaided?  ○ Yes   ○ No 

 Were you able to move all parts of your body?                 ○ Yes   ○ No
  Please explain:____________________________________________________

______________________________________________________________________________________________________________________________

Did you seek immediate medical attention?    ○ Yes   ○ No      How did you get there?   ○ I drove    ○ Someone else drove me    ○ Ambulance
Dudley Chiropractic and Acupuncture
301 S. Broad St.  Mooresville, NC. 28115  ph 704-663-2010  fax 704-660-9292

First Doctor/Hospital/Clinic seen:____________________________________________________________        Were you examined?   ○ Yes   ○ No
Were x-rays taken?   ○ Yes   ○ No               Date first seen________________________________ Date last seen_________________________________

What kind of treatment was given to you?___________________________________________________________________________________________

What benefits did you receive from this treatment?____________________________________________________________________________________

Second Doctor/Hospital/Clinic seen:___________________________________________________________     Were you examined?   ○Yes   ○ No 
Were x-rays taken?   ○ Yes   ○ No          Date first seen___________________________________ Date last seen________________________________

What kind of treatment was given to you?___________________________________________________________________________________________

What benefits did you receive from this treatment?____________________________________________________________________________________



									Front			Back
Where Do You Feel Pain?

Please circle all areas of pain or discomfort.					right		left	     left		right	

DOCTOR NOTES








What Kind of Pain?

	stabbing


	burning


	numbness


	pins & needles


X	aching


Overall intensity of complaint:  □ Minimal  □ Slight  □ Moderate  □ Severe

What aggravates the problem?__________________________________________________________________________________________________

What relieves the problem?____________________________________________________________________________________________________

Please list any other questions or concerns you would like addressed:___________________________________________________________________
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Please specifically describe how you physically felt:

	Immediately after accident___________________________________________________________________________________________________ 


	Later that day_____________________________________________________________________________________________________________ 


	During the next few days____________________________________________________________________________________________________ 


Please describe your condition when it was at its worst by checking one of the following:

Frequency:   ○ Constant (100% of the time)       ○Frequent (75%)          ○Intermittent (50%)   
	   ○Occasional (25%)      ○ Minimal  (mild nuisance but no affect on activity)                                                    
Intensity:	   ○ Slight (tolerable with some impairment to activity) 
   ○  Moderate (tolerable with marked impairment of activity) 
   ○  Severe (intolerable and cannot perform any activities) 
	Dudley Chiropractic and Acupuncture
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Check any symptoms that have been apparent since the accident:


○ Headaches
○ Tension
○ Dizziness
○ Depression
○ Neck Pain
○ Pain in Shoulders
○ Head Seems Heavy
○ Loss of Memory
○ Stiff Neck
○ Irritability
○ Pain in Arms
○ Cold Feet/Hands
○ Sleeping Problems
○ Chest Pain
○ Pain in Legs
○ Upset Stomach
○ Mid-Back Pain
○ Diarrhea/Constipation
○ Numb Fingers/Toes
○ Fever
○ Low Back Pain
○ Ringing in Ears
○ Pain behind Eyes
○ Restlessness
○ Shortness of Breath
○ Loss of Balance
○ Anxiety
○ Difficulty Concentrating
○ Nervousness
○ Fainting
○ Fatigue
○ Other____________________

Briefly explain any past falls, injuries, accidents, and operations, including areas injured and dates:______________________________________________

______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

Did you have any physical complaints just before the accident?   ○ Yes     ○ No

If yes, please describe in detail and explain any changes since the accident:_________________________________________________________________

______________________________________________________________________________________________________________________________

Prior to this accident, have you ever had symptoms similar to those you are experiencing now?   ○ Yes     ○ No

If yes, please explain:____________________________________________________________________________________________________________

Relative to where you were just before this injury, how much have you recovered so far?______________________________________________________

Is there any part of your daily routine that you are unable to do?   ○ Yes    ○ No

If yes, please specify:__________________________________________________________________________________________________________

Please list those that are painful to do:_____________________________________________________________________________________________

Please list those that are difficult to do:____________________________________________________________________________________________

Have you missed any time from work since the accident?    ○ Yes     ○ No    ○ Unable to work since accident

Full-time off work from
______/______/__________ to ______/______/__________
Part-time off work from
______/______/__________ to ______/______/__________
Light duty from
______/______/__________ to ______/______/__________

Occupation___________________________________ Employer________________________________________ Phone__________________________

Your Automobile Insurance Company

Name_____________________________________________________________________ Claim #_______________________________________
__
Adjuster’s Name____________________________________________________________ Phone________________________________________

Do you have Med Pay on your policy that would cover you in the event of an accident such as this?    ○ Yes    ○ No      Amount$______________

The Responsible Party’s Insurance Company

Name_____________________________________________________________________ Claim #_______________________________________

Adjuster’s Name____________________________________________________________ Phone_________________________________________
__
Insured’s Name______________________________________________ Driver’s Name_______++________________________________________

Do you have an attorney on this case?    ○ Yes    ○ No     If No, would you like Dr Dudley to give you a few recommendations?  ○Yes     ○ No

Name_______________________________________________________ Firm Name__________________________________________________

Address______________________________________________________________________ Phone______________________________________



__________________________________________________________	_________________________________________________________
PATIENT SIGNATURE	DATE
Dudley Chiropractic and Acupuncture
301 S. Broad St.  Mooresville, NC. 28115  ph 704-663-2010  fax 704-660-9292


Dear Personal Injury Patient,

Personal injury cases are unique in that, in most cases, someone other than yourself is at fault and should ultimately pay your medical expenses.

In our years of working with personal injury cases, we have found the following financial policies to be necessary to protect the patient and our bill for services.

It is preferred that you use the Med Pay coverage on your own automobile policy, even when the accident was not your fault. Med Pay coverage was designed for the very purpose of paying your medical bills regardless of who is at fault. Your company will be reimbursed by the person or insurance company covering the person at fault. Using the Med Pay portion of your own policy will not adversely affect your premium. Med Pay coverage may include payment for lost wages, medical bills, loss of service, home care, and other accident-related expenses. The outstanding benefit is one of the least expensive options on your insurance policy. It ensures that your bills will be paid on time and immediately, eliminating the need for you to make payments on your bills or interest charges on your account. 

All third party automobile insurance carriers will only pay a claim after care has been completed and settlement is agreed upon (sometimes as long as 11⁄2 to 2 years). If you have no one to protect your interests, they may decide to pay only part of your medical expenses (often claiming that only part of your care is “medically necessary” or “accident related”). For this reason, we recommend that you retain an Attorney as soon as possible.  If you would like help in this process, we would be happy to give you some names of Attorneys we have worked with in the past and would recommend.  Most attorneys will discuss your case with you at no charge. Their fee is usually contingent upon settlement of your case. In other words, their fee will be taken from any settlement you receive. 


If you do not have Med Pay as part of your automobile insurance coverage, we will bill the “at fault” party’s insurance carrier. If you have retained an attorney, we will bill them, who will in turn forward all bills to the third party insurance carrier at the time of settlement. If you choose to, you can make arrangements to pay cash for any treatment you receive in this office. Receipts will be issued, and you will be reimbursed by the responsible party’s insurance carrier at the time of settlement. Should you choose not to pay as you go, there will be a 1% monthly interest charge applied to your balance each month until settlement is reached and payment is made by the insurance company. The insurance company and your attorney will be notified of these charges. If you choose not to retain an attorney, and you do not have Med Pay on your policy, you will need to make arrangements to pay cash for your treatment. An additional option to you in North Carolina is to send these bills to your Health Insurance for partial payment while you are waiting for a settlement to be reached. The amount that they pay will be subtracted from the total amount you owe us, leaving more of the settlement that will be paid to you.

If you have already retained an attorney that we do not have prior experience with, please tell the doctor or contact our insurance specialist as soon as possible and we will contact your attorney further to discuss your case.

We understand the challenges you face as a personal injury patient, and appreciate that it can seem intimidating, and we will endeavor to provide the best care possible during your recovery.


Sincerely,

Dr. John Dudley, and Staff

Please sign and date below, thereby acknowledging that you have read and understand the terms above.




PATIENT SIGNATURE		                                          DATE
Dudley Chiropractic and Acupuncture
301 S. Broad St.  Mooresville, NC. 28115  ph 704-663-2010  fax 704-660-9292


OUR PATIENT / YOUR CLIENT____________________________________________________ DATE OF INJURY_____________________________

Patient’s Attorney_____________________________________________________________________________________________________________

Insurance Company_______________________________________________________________________________________________


RE: HEALTH REPORTS AND DOCTOR’S LIEN

I hereby authorize Dr. John Dudley, to furnish you, my attorney and/or insurance company, with a full report of his examination, diagnosis, treatment, prognosis, etc., of myself in regard to the accident in which I was involved.

I hereby authorize and direct you, my attorney and/or insurance company, to pay directly to Dr. John Dudley, such sums as may be due and owed to him for professional services rendered me both by reason of this accident and by reason of any other bills* that are due to his office, and to withhold such sums from any settlement, judgment, or verdict as may be necessary to adequately protect said doctor. I hereby further give a lien on my case to Dr. John Dudley, against any and all proceeds of any settlement, judgment, or verdict which may be paid to you, my attorney and/or insurance company, or myself as the result of the injuries for which I have been treated or injuries in connection therewith.

If my insurance policy carries a Med Pay rider, I hereby authorize that the charges incurred for my treatment in Dr Dudley’s
office be paid to Dr. Dudley from this Med Pay policy as his bills are submitted.  If for any reason, Med Pay sends these
payments to you, my Attorney and/or insurance company, I authorize and direct you, my Attorney and/or insurance company, to pay these payments directly to Dr. John Dudley as soon as legally allowed by North Carolina statute (10 days), and not wait until a settlement, judgment, or verdict is reached, unless other arrangements have been agreed to.

I fully understand that I am directly and fully responsible to said doctor for all professional bills submitted by him for services rendered me and that this agreement is made solely for said doctor’s additional protection and in consideration of his awaiting payment. I do also understand that, since payment will not be received until the time of settlement, my account will be charged a 1% monthly interest charge*, which is also to be withheld from any settlement, judgment, or verdict and paid to Dr. John Dudley, either at the same time all treatment is paid, or by a separate payment. I further understand that such payment is not contingent on any settlement, judgment, or verdict by which I may eventually recover said fee. This lien shall be irrevocable until such time that all of the doctor’s bills have been paid in full.


________________________________________	    ________________________________________
PATIENT SIGNATURE

DATE



PRINT NAME

DATE OF ACCIDENT

The undersigned being the attorney of record and/or representatives of the insurance company of record for the above patient does hereby agree to observe all the terms of the above Lien and agrees to withhold such sums from any settlement, judgment, or verdict as may be necessary to adequately protect the said doctor named above, including forwarding on any payments received from MedPay for any treatments to said patient in Dr John Dudley’s office, as soon as is legally allowed under North Carolina statute (10 days).


_________________________________________________________	_________________________________________________________
ATTORNEY SIGNATURE	DATE

________________________________________	________________________________________
INSURANCE ADJUSTOR SIGNATURE	DATE


________________________________________	________________________________________
INSURANCE ADJUSTOR SIGNATURE	DATE

Attorney/Insurance Company Representative:: Please sign, date, and return to Dudley Chiropractic & Acupuncture 301 S. Broad St. Mooresville, NC. 28115, or fax to 704-660-9292 Thank You. 

