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Friend/Family/Current Patient (Name): ____________________________

 

 

Subscriber Name: __________________________ _____________________________________________________________

Birth Date: ________________ Phone: ____________________ Relationship to Patient: ________________________________

Address: ____________________________________________ City: ________________ State: _______ Zip: ______________

                                    Insurance Co. Name: __________________ ID #: ____________________ Group #: ________________ 

                                            Name: ____________________________________ ID #: ______________________________ 

Is patient covered by additional/secondary insurance?  

Insurance Co. Name: _____________________________________ ID #: ___________________ Group #: _________________ 

Subscriber Name: _______________________ Birth Date: ________________ Relationship to Patient: ____________________ 

Assignment and Release 
On behalf of yourself and any patient whom you are the parent or legal guardian you 1 certify that the information on this form is 
accurate and up-to-date, 2) consent to treatment by NTXC&RC, 3) assign to NTXC&RC, any health care insurance or reimbursement 
benefits to which you are entitled for the care provided by NTXC&RC, authorize their payment directly to NTXC&RC, and authorize 
the use of your signature for this limited purpose, 4) agree to be primarily responsible for all charges owed to NTXC&RC (other than 
those included in any pre-paid offer), including attorney fees, court costs, and other expenses of collection, 5) consent to NTXC&RC 
releasing any “protected health information,” as defined by federal HIPAA regulations, for the purposes allowed by law, and 6) acknowledge 
receipt of NTXC&RC’s Notice of Privacy Practices. 

Patient/Legal Guardian Name (Printed): ____________________________________________ Date: _____________________ 

Patient/Legal Guardian Signature: _____________________________________Relationship to Patient: ___________________ 

Patient Information 

Payment/ Insurance Information 

Legal Name: (Last) _________________________ (First) _________________________ (MI) ___    Birth Date: _______________ 

Biological Sex: Pronouns: ________________________________________________ 

Ethnicity:  Race: ___________________________________________________

Email: ________________________________Primary Phone: _____________________   Home  Cell  Work 

Address: ___________________________________________________ City: _______________________________________ 

State: ___________________ Zip: ___________   Single  Married  Partnered  Divorced  Widowed

Social Security #: __________________________ Patient Employer: _______________________________________________ 

Occupation: ______________________________ Address: _____________________________ Phone: ___________________ 

In case of emergency, contact: __________________________ Relationship: _______________ Phone: ___________________ 

Who is primary guardian/caretaker? ______________________Relationship: _______________ Phone: ___________________ 

How did you hear about our office? (Please select):   Doctor/Health care provider: _________________________________ 
 Insurance Portal  Family  Friend  Online (Google, etc.)  Close to home/work

 Other: _____________________________

 Self-Pay

 Health Insurer 

 Government Program 

 Yes  No 

 Health Insurance  Work Comp (WC)  Personal Injury (PI)

 MOTOR VEHICLE ACCIDENT INTAKE (ALL INFORMATION YOU GIVE IS CONFIDENTIAL) 

Motor Vehicle Accident Intake Form : Version 1.0

729 W Bedford Euless Rd, STE 204 
Hurst, TX 76053
P: 817.952.3160  
F: 817.952.3161
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 MOTOR VEHICLE ACCIDENT INTAKE (ALL INFORMATION YOU GIVE IS CONFIDENTIAL) 

What direction where you traveling?  

What city and state did the accident occur in? ______________________________________________________________

 Circle where the point of impact was: 

Driver side                Passenger Side 

     Front      Back           Back     Front 

Type of Accident:      

What did the vehicle do immediately after the accident? ______________________________________________________ 

Where were you seated? ________________________________________________  

Did you see the accident coming?                                    Did you brace for the impact?     

Type, year & model of your car: _________________________ Type, year & model of other car: _____________________ 

At the time of the accident your vehicle was…?                                    

At the time of the accident the other vehicle was…?  

How fast was your vehicle moving? _________ mph    How fast was the other vehicle moving? __________ mph 

After the crash, what happened to your vehicle?  

As a result of the accident, were you: 

 Rendered unconscious  In shock  Dazed  Other: __________________________

Head Position during the accident: (mark all that apply)

 Head straight forward  Head turned left  Head turned right  Head facing upward  Head facing toward

 Other: __________________________________________________________________________________________

Torso/Body Position during the accident:
 Torso straight ahead  Torso to left  Torso to right  Torso extended  Torso flexed

 Torso flexed w/ right rotation  Torso extended w/ right rotation  Torso flexed w/ left rotation  Torso extended w/ left rotation

 Other: __________________________________________________________________________________________

 Date of Accident: ______________________________ Time: _______________     AM  PM 

How many vehicles were involved in the accident? _________ Approximate damage to your car: $ ___________________ 

What was the location (street) of the accident? ________________________________________________________ 

 Head-on  Broad side  Rear-end  Front Impact 

 Yes  No  No Yes 

 North  Northwest  Northeast  South  Southwest  Southeast  West  East

 Slowing down  Stopped  Gaining speed  Moving at a steady speed

 Slowing down  Stopped  Gaining speed  Moving at a steady speed

 Kept going straight  Kept going straight hitting a car in front  Spun around

 Was hit by another vehicle  Spun around and hit a stationary object  Hit a stationary object  Other: _____________________________
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Hand Position during the accident: 
 Left hand - steering wheel  Right hand – steering wheel  Both hands – steering wheel  Left hand – dashboard

 Right hand - dashboard  Both hands - dashboard  Hands resting by side  Hands on ceiling

 Other: __________________________________________________________________________________________

Did your head hit any of the following?

 windshield  steering wheel  side door  dashboard  ceiling

 car frame  another passenger  seat  window  None

 Other: __________________________________________________________________________________________

Did your face hit any of the following?

 windshield  steering wheel  side door  dashboard  ceiling

 car frame  another passenger  seat  window  None

 Other: __________________________________________________________________________________________

Did your shoulders hit any of the following?

 windshield  steering wheel  side door  dashboard  ceiling

 car frame  another passenger  seat  window  None

 Other: __________________________________________________________________________________________

Did you neck hit any of the following?

 windshield  steering wheel  side door  dashboard  ceiling

 car frame  another passenger  seat  window  None

 Other: __________________________________________________________________________________________

Did your chest hit any of the following?

 windshield  steering wheel  side door  dashboard  ceiling

 car frame  another passenger  seat  window  None

 Other: __________________________________________________________________________________________

Did your hips hit any of the following?

 windshield  steering wheel  side door  dashboard  ceiling

 car frame  another passenger  seat  window  None

 Other: __________________________________________________________________________________________

Did your knees hit any of the following?

 windshield  steering wheel  side door  dashboard  ceiling

 car frame  another passenger  seat  window  None

 Other: __________________________________________________________________________________________

Did your feet hit any of the following?

 windshield  steering wheel  side door  dashboard  ceiling

 car frame  another passenger  seat  window  None

 Other: __________________________________________________________________________________________
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What kind of headrests were in your vehicle? 

 Movable fixed head restraints  Fixed, non-movable head restraints  No head restraints

Where was the headrest position? 

 At top of back of head  Middle height of back of head  Lower portion of back of head

 Level with back of head  Level with the shoulder blades  Not applicable

Did you have your seatbelt on? 

 Wearing shoulder strap seat belt  Wearing lap belt seat belt  In baby car seat

 In booster seat  Not wearing seat belt  Can’t remember if wearing seat belt

Did you slide out of your seat belt? 

 Slid out of seatbelt  Partially slid out of seat belt  Remained in seat belt

What was damaged on your vehicle? (Mark all that apply) 

 windshield  steering wheel  dashboard  seat frame  side window  rear window

 mirror  knee bolster  rear bumper  front bumper  trunk  front left door

 front right door  back left door  back right door  completely totaled  None

 Other: _____________________________________________________________________________________

Choose the items dented inward during accident: (Mark all that apply) 

 Floorboard  Side door  Dashboard  None

 Other: _____________________________________________________________________________________

Choose the doors that would not open as a result of the accident: (Mark all that apply) 

 Front left door  Front right door  Rear left door  Rear right door  None

 Other: ______________________________________________________________________________________

Have you been to any doctor and/or hospital as a result of the accident? 

If yes, when you go?

How did you get there?

 ambulance  friend drove  helicopter  police car  drove self  walked

 Other: __________________________________________________________________________________________

Name of Hospital/Facility and attending doctor (1): 

__________________________________________________________________________________________________ 

Were you hospitalized overnight?                               Was pain medication prescribed?  

Were muscle relaxers prescribed?         Did you receive stitches for any cuts?

Did you receive any of the following?

 Cervical collar  Back brace  Cervical collar &back brace  None

 Other: __________________________________________________________________________________________

Were X-rays taken?                       If yes, what body part? ______________________________________________ 

Was an MRI performed?                          If yes, what body part? ____________________________________________ 

Did you receive any special imaging?                       If yes, what type and area? _______________________________ 

 Immediately after the accident  The next day  +2 days
 Yes

 Yes  Yes 

 No

 No  No 

 Yes  No

 Yes  No  Yes  No

 Yes  No 

 Yes  No 
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Please indicate the symptoms that are a result of this accident: 

 Neck pain  Chest Pain  Neck Stiffness  Dizziness

 Facial Pain  Low back Pain  Back Stiffness  Light Sensitivity

 Jaw Pain  Hip Pain  Tension  Ringing in Ears

 Shoulder Pain  Leg Pain  Numbness/Tingling  Memory Loss

 Arm Pain  Knee Pain  Headache(s)  Shortness of Breath

 Elbow Pain  Ankle/Foot Pain  Blurred Vision  Irritability

 Hand Pain  Muscles Soreness  Nausea  Depression/Anxiety

 Midback Pain  Muscle Spasms  Loss of Balance  Fatigue

 Other: _____________________________________________________________________________________

How much does the pain interfere with you work? 

 Not at all  A little bit  Moderately  Substantially  Extremely

How much does the pain interfere with your social activities? 

 Not at all  A little bit  Moderately  Substantially  Extremely

What other provider have you seen for your injuries? (Mark all that apply)

 Another chiropractor  ER doctor  Massage therapist  Neurologist

 Orthopedist  Physical therapist  Primary care physician  No one

 Other: _________________________________________________________________________________________

Do you consider your injuries to be severe? 

What concerns you the most about your injuries?

 They could be serious  They aren’t going away  Affecting leisure activities  Affecting work

 It’s getting worse  Affecting sleep  Affecting mental outlook  Affecting relationships

 Other: _________________________________________________________________________________________

Occupation: ______________________________________ Employer: ________________________________________

Work Duties: ______________________________________________________________________________________

How would you rate your overall health? 

What kind of regular exercise do you perform? 

Insurance company: _________________________________________________________________________________

Adjuster’s Name: _________________________________________ Phone Number: _____________________________

Claim number: _________________________________

Other Person’s Insurance Company: _____________________________________________________________________

Adjuster’s Name: _________________________________________ Claim Number: _____________________________

I, the undersigned, hereby agree that the above information is true and in no way fabricated. I understand that if

any of my medical or account information has changed that I must inform the front desk personnel. Please remember

you are ultimately responsible for your account.

Patient’s and/or Legal Guardian’s Signature: ______________________________________________________________

Date: ______________________________ 

 Yes  Yes, at times  No

 Excellent  Very good  Good  Fair  Poor

 Strenuous  Moderate  Light  None
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Pharmacy Name: ___________________________________________ Phone Number: ________________________________ 

Street Address: ____________________________________________ City/State/Zip: _________________________________ 
Please do not wait until your last pill to call for a refill. There is a 24-48 hour turn around for prescription refills. If you have not seen the physician 

in six (6) months, the prescription will be denied. If prescription is considered a controlled substance, you are required by law to be physically seen in 
office once every three (3) months for prescriptions to be authorized (more frequent visits may be requested at provider’s discretion).  

 

Reason for today’s visit: ___________________________________________________________________________________ 

Please describe the condition: _______________________________________________________________________________ 

 Since it began, how has the condition changed?  

Rate the severity of your pain          …at its worst: (least pain) 0 1 2 3 4 5 6 7 8 9 10 (severe pain) 

  (Please circle) …at its least:    (least pain) 0 1 2 3 4 5 6 7 8 9 10 (severe pain) 

…at present moment:       (least pain) 0 1 2 3 4 5 6 7 8 9 10 (severe pain) 

How often do you have the pain?  

When is your pain at its worst?  

Does the pain travel from one location to another?  

If yes, from where to where? _________________________________________________ 

What make the condition worse? ______________________________________________ 

What make the condition better? ______________________________________________ 

Use the diagram to your right to indicate the location and type of pain you are  
experiencing. Mark the drawing with the following letters that best describe your 
symptoms: 

• “N” = numbness • “S” = stabbing • “B” = burning

• “P” = pins and needles • “A” = aching • “T” = Throbbing

Interference with Daily Living (Mark all of the following activities that your condition interferes with) 

¨ Nothing ¨ Driving ¨ Personal Grooming ¨ Sleep

¨ Walking ¨ Climb Stairs ¨ Standing ¨ Lift Children

¨ Read/Concentrate ¨ Housework ¨ Yardwork ¨ Relationships

¨ Extended Computer Use ¨ Intercourse ¨ Leisure Activities ¨ Sports Activities

¨ Work duties: (circle one) minimally / moderately / severely ¨ Other: __________________________________

Preferred Pharmacy 

Primary Complaint 

¨ Improving ¨ Worsening ¨ Staying the same 

¨ Constantly ¨ Comes and goes ¨ Infrequently ¨ Daily ¨ Weekly ¨ Monthly

¨ Mornings ¨ During the day ¨ Evenings ¨ Middle of the night

¨ Yes ¨ No 
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Name of primary care doctor: _____________________________________ 

Date of Last:        Physical Exam: ___________ Blood Test: ___________ Urine Test: ___________  

Menstrual Period (LMP): ___________ Spinal X-ray: ___________ MRI, CT-Scan, Bone Scan: ___________ 

Please indicate whether you have experienced any of the following and complete information below: 

¨ NONE of the problems listed ¨ Celiac Disease ¨ Hepatitis ¨ Pulmonary Embolism

¨ AIDS/HIV ¨ Chicken Pox ¨ Hernia ¨ Pinched Nerve

¨ Allergies ¨ Clotting Disorder ¨ Herniated Disc ¨ Pneumonia

¨ Anxiety ¨ Congestive Heart Failure ¨ High Blood Pressure ¨ Prostate Problems

¨ Appendicitis ¨ Depression ¨ Kidney Disease

¨ Arterial Fibrillation ¨ Diabetes ¨ Liver Disease

¨ Arthritis Conditions ¨ Drug/Alcohol Abuse ¨ Migraines

¨ Asthma ¨ Eating Disorder ¨ Mononucleosis

¨ Autoimmune Disorder ¨ Emphysema ¨ Multiple Sclerosis

¨ Bleeding Disorder ¨ Epilepsy/Seizure Disorder ¨ Organ Injury

¨ Bronchitis ¨ Osteoporosis

¨ Cancer ¨ Pacemaker

¨ Psychiatric Care

¨ Rheum. Arthritis

¨ STD/STI

¨ Stroke

¨ Thyroid Disease

¨ Tuberculosis

¨ Tumors, Growths

¨ Cardiac Arrest

¨ GERD

¨ Headaches   Other: __________________

¨ Heart Disease ¨ Parkinson’s

Are your pregnant?                               If yes, how many weeks? _________ Name of OBGYN: _________________________ 

Please indicate if you have allergies to any of the following: 

¨ NONE/ No known allergies ¨ Adhesive Tape ¨ Anesthesia ¨ Aspirin ¨ Codeine

¨ Dairy Products ¨ Iodine/Shellfish/Contrast ¨ Latex ¨ Morphine ¨ Penicillin

¨ Other: __________________________________________________________________________________________

Have you ever been allergy tested?                                       Are you interested in allergy testing?     

Have you ever…   …been hospitalized?                                   When and why? _____________________________________ 

         …had a fracture/dislocation?                                    When and why? _____________________________________ 

  …had any major illnesses?                                       When and why? _____________________________________ 

Surgical History: Please indicate any surgical procedures you have had in the past (include date, type, and any pertinent details) 

Abdominal Surgery Joint Surgery Spine/Back Surgery 

¨ Gallbladder Removal ____________ ¨ Shoulder ________________ ¨ Discectomy (levels) _________________

¨ Appendectomy _________________ ¨ Hip ____________________ ¨ Laminectomy ______________________

¨ Other ________________________ ¨ Knee ___________________ ¨ Spinal Fusion (levels) ________________

Heart Surgery Female Surgeries Other Common Surgeries

¨ Valve Replacement _____________ ¨ Cesarean Section ________ ¨ Hernia Repair _______________________

¨ Aneurysm Repair _______________ ¨ Hysterectomy ____________ ¨ Thyroidectomy ______________________

¨ Angioplasty ___________________ ¨ Laparoscopy ____________ ¨ Hemorrhoid Surgery _________________

¨ Other ________________________ ¨ Ovarian ________________ ¨ Tonsillectomy ______________________

¨ Other __________________ ¨ Vascular stent _______________________

Cosmetic/Surgery Type Not listed: ___________________________________________________________________________ 

¨ None ¨ Interested in establishing care

Past Medical History 

¨ Yes ¨ No

¨ Yes ¨ No ¨ Yes ¨ No 

¨ Yes ¨ No 

¨ Yes 

¨ Yes 

¨ No 

¨ No 
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Please list any medications, supplements, or over-the-counter substance you are currently taking: 

PLEASE PRINT LEGIBLY – NO CURSIVE 

Medication/Supplement Dosage/Frequency Reason/Health Concern Prescribing Doctor 

Medications and Supplements 



North Texas Clinic and Rehabilitation Center 

CONSENT TO TREAT 

I agree to be treated by Russell Skinner, MD, Vaughn Brozek, DC, FNP-C, or ______________________________________ for 

the injury/condition I have consulted hem/her for. I consent and authorize testing and treatment as ordered by my doctor and/or 

their associates. I further authorize the provider’s assistant(s) and staff to carry out their instructions with respect to the 

procedures and treatment ordered. I understand that the provider(s) will develop an individualized treatment plan for my care, 

and in order to recover in the shortest possible time this treatment plan must be followed. 

I hereby further agree to maintain and cooperate with the above-named provider’s recommendations for the care of 

this injury/condition. In the event of excessive missed appointments without notification or authorization of the above-

named providers, it will be assumed that I have reach a point of stabilization and that I am dismissing myself from their care. 

In this event, I authorize the providers to notify my insurance carrier, legal representation, and/or employer that I am no longer 

being treated and I have released myself from care. I acknowledge that no guarantees or warranties have been made with me to 

respect to treatment to be provided at this office. I understand that all supplies, medical devices, and other goods sold or 

furnished to me by the clinic are sold or furnished on an “AS IS” basis and North Texas Family Care, PLLC disclaims any 

expressed or implied warranties with respect to them. 

Patient Signature: _____________________________________________________ Date: _________________________ 

Patient Printed Name: __________________________________________________ 

Legal Guardian/Representative if Under age eighteen (18): __________________________________________________ 

Reviewed By: _____________________________________________________ Date: _________________________ 

North Texas Clinic and Rehabilitation Center

729 W Bedford Euless Rd, STE 204 

Hurst, TX 76053 
P: 817.952.3160  F: 817.952.3161 



 HIPAA COMPLIANCE PATIENT CONSENT FORM 

Our Notice of Privacy Practices provides information about how we may use or disclose protected health 

information. 

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your 

signature that you have reviewed our Notice of Privacy Practices before signing this consent. 

The terms of the Notice of Privacy Practices may change. If this happens, you will be notified and asked at your 

next visit to review the changes and complete an updated HIPAA Compliance Consent Form.  

You have the right to restrict how your protected health information is used and disclosed for treatment, payment, 

or health care operations. We are not required to agree with this restriction, but if we do, we shall honor this 

agreement. The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of 

the information for treatment, payment, or health care operations. 

By signing this form, you consent to our use and disclosure of your protected health care information and 

potentially anonymous usage in publication. You have the right to revoke this consent in writing, signed by you. 

However, such a revocation shall not be retroactive. 

By signing this form, I understand that: 

▪ Protected health information may be disclosed or used for treatment, payment, or health care operations.

▪ The practice reserves the right to change the privacy policy as allowed by law.

▪ The patient has the right to restrict the use of the information, but the practice does not have to agree to

those restrictions.

▪ The patient has the right to revoke this consent in writing at any time and all disclosure will cease upon

receipt of the revocation.

▪ The practice may condition receipt of treatment upon execution of this consent.

May we contact you by phone, email, or text for appointment confirmations? 

May we leave a message on your voicemail at home or on your cell phone?  

May we discuss your medical condition(s) with a family member or authorized person?  

If yes, please list below the name(s) and relationship(s) of any persons that we may 

discuss your medical condition(s) with:  

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Patient Name (Printed): ____________________________ Date of Birth: _______________________________ 

Patient/Legal Guardian Signature: ___________________________________ Date: ______________________ 



ASSIGNEMENT OF PROCEEDS, CONTRACTUAL LIEN, AND AUTHORIZATION 

AGREEMENT

I hereby direct any and all insurance carriers, attorneys, agencies, companies, individuals, and/or other legal entities (“payers”) which may elect to be 

obligated to par me for any reason, to pay directly to, and exclusively in the name of North Texas Family Care, PLLC (“NTXC&RC”), in the amount 

of the full charges incurred by me at NTXC&RC, past or future, including but not limited to, charges for treatment, narrative reports, depositions, 

testimony, and any other charges incurred by me at NTXC&RC (“my charges”). I future grant a contractual lien to NTXC&RC with respect to my 

charges, however I understand that nothing in this agreement shall be construed as an election by NTXC&RC to claim protection under any statutory 

lien law. For the purposes of this Agreement, proceeds shall include, but shall not be limited to, proceeds in from any settlement, judgement, or verdict, 

as well as proceeds relating to the following: insurance coverage, lost wage benefits, lost health, disability, worker’s compensation, medical payment 

benefits, personal injury protection, lost wage benefits, lost services, no fault benefits, uninsured and/or underinsured motorist coverage, liability 

coverage, and malpractice coverage. 

If I retain an attorney(s) to represent me in this matter, I will direct each attorney to issue a letter of protection (LOP) to NTXC&RC regarding my 

charges. Upon issuance, I agree that such letter(s) of protection cannot be revoked or modified without the expressed written consent of NTXC&RC. I 

further direct and NTXC&RC requests, that each attorney provide immediate notice to NTXC&RC regarding any funds received by said attorney(s), 

relating to my accident, and promptly pay NTXC&RC out of said funds and to provide a full accounting to NTXC&RC upon request. 

I hereby authorize and direct NTXC&RC to file claims with my health insurance carrier. I understand that in the event my charges submitted in their 

full amount to any other form of insurance or source of payment (Ex. Personal Injury Protection, Liability, Med Pay, Attorney(s), etc.), I hereby 

authorize and direct NTXC&RC to collect any write-offs or discounts issues by my health insurance out of the proceeds from any other insurance or 

source of payment. 

I hereby direct all payers to release to NTXC&RC any pertinent information regarding any coverage I may have included, but not limited to, the amount 

of the coverage, the amount paid thus far, and the amount of any outstanding claims. I authorize NTXC&RC to release any information regarding my 

treatment or that may be pertinent to my case(s) to all payers as defined above to facilitate collection under the agreement. I hereby direct NTXC&RC 

to file a copy of this agreement together with any applicable charges, with any and/or all payers regardless of whether a claim has been established 

with said payers. I hereby authorize NTXC&RC to endorse and/or sign my name on any and all checks listing me as the payee, which are presented to 

NTXC&RC for payment on an account relating to me, my spouse and/or any of my dependents. I further authorize NTXC&RC to apply any credit 

balances or charges incurred by me or any other outstanding charges still owed by me, my spouse, and/or any of my dependents, regardless of whether 

those other charges are related to my condition. 

I understand that I remain personally responsible and liable for the total amount(s) due to NTXC&RC for their services rendered to me. This agreement 

does not constitute any consideration for NTXC&RC, as its option, may demand payment immediately upon rendering services to me. If NTXC&RC 

must take action to collect an outstanding balance on my account, I will be responsible for the payment(s) and will reimburse NTXC&RC for all costs 

of such collection efforts including, but not limited to, all court costs and all attorney fees. 

This Agreement shall not be modified or revoke without mutual written consent of NTXC&RC and myself. I hereby revoke any previously signed 

authorizations, whether executed at NTXC&RC, to the extent that the terms of those authorizations conflict with the terms of this agreement. 

I agree that each and every provision of this Agreement is reasonably necessary for the protection of the right and interests of NTXC&RC, however, 

should any provision of this Agreement be found invalid, illegal, unenforceable, or for any reason cease to be binding upon any part hereto, all other 

portions and provision of this Agreement shall, nevertheless, remain in full force and effect. 

Executed On (Date): ______________________________    Date Signed: ______________________________________ 

Patient Name (Printed): _____________________________________________ Patient Signature: ________________________________________ 

Patient Representative/Legal Guardian (Printed): ________________________________________________ 

Patient Representative/Legal Guardian Signature: ________________________________________________ 



Personal Injury Verification Form

EATTY E Ptp Erraparry

Name:

Chief Complaint:

SS#: DOI: 1 /

Attorney Name:

Attomey Address:

Phone: Fax

Insurance Name:

Insurance Address:

Fax:

Is this the address for submitting claims? (If no, what is the address for claims?) ! Ves nUo

Who is the Insured?:

Adjuster: Ext:

Phone: Fax:

PIP amount: S Amount used: $

Comments:

Verified by: Spoke to: Date/Time:

Phone:



 
 

                   
          

 
 

 
 

 
 

   

 
    

      

        

      

       

        

     
  

    

  
 

    

   
 

  
    

  
 

    

      

 
  

 
    

   
 

       
 

 
 

 
   

 
  

 
  

       

       

      

      

       

      

        

      

 
  

 
    

  
 

       

 
 
 

   

------------------------------------------------------------------------------------------------------------------------------------------------------------------

Patient Health Questionnaire and General Anxiety Disorder 
(PHQ-9 and GAD-7) 

Date_______________ Patient Name:________________________________ Date of Birth: ______________ 

Over the last 2 weeks, how often have you been bothered by any of the following problems? 
Please circle your answers. 

PHQ-9 
Not at 

all 
Several 

days 
More than half 

the days 
Nearly 

every day 

1. Little interest or pleasure in doing things. 0 1 2 3 

2. Feeling down, depressed, or hopeless. 0 1 2 3 

3. Trouble falling or staying asleep, or sleeping too much. 0 1 2 3 

4. Feeling tired or having little energy. 0 1 2 3 

5. Poor appetite or overeating. 0 1 2 3 

6. Feeling bad about yourself – or that you are a failure or have let 
yourself or your family down. 

0 1 2 3 

7. Trouble concentrating on things, such as reading the 
newspaper or watching television. 

0 1 2 3 

8. Moving or speaking so slowly that other people could have 
noticed. Or the opposite – being so fidgety or restless that you 
have been moving around a lot more than usual. 

0 1 2 3 

9. Thoughts that you would be better off dead, or of hurting 
yourself in some way. 

0 1 2 3 

Add the score for each column 

Total Score (add your column scores): ______________ 

If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or 
get along with other people? (Circle one) 

Not difficult at all Somewhat difficult Very Difficult Extremely Difficult 

Over the last 2 weeks, how often have you been bothered by any of the following problems? 
Please circle your answers. 

GAD-7 
Not at all 

sure 
Several 

days 
Over half 
the days 

Nearly 
every day 

1. Feeling nervous, anxious, or on edge. 0 1 2 3 

2. Not being able to stop or control worrying. 0 1 2 3 

3. Worrying too much about different things. 0 1 2 3 

4. Trouble relaxing. 0 1 2 3 

5. Being so restless that it’s hard to sit still. 0 1 2 3 

6. Becoming easily annoyed or irritable. 0 1 2 3 

7. Feeling afraid as if something awful might happen. 0 1 2 3 

Add the score for each column 

Total Score (add your column scores): ______________ 

If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or 
get along with other people? (Circle one) 

Not difficult at all Somewhat difficult Very Difficult Extremely Difficult 
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