      Grosman Chiropractic, Inc.

Mark A. Grosman, D.C.

20300 Ventura Blvd., #245

Woodland Hills, CA 91364

Tel (818) 704-5121 ~ Fax (818) 704-5847

PATIENT INTAKE FORM

General Information

Patient Name:___________________________________    Date:___________________

Address:________________________City:_______________State:_______Zip:_______

Sex: M____ F____

Date of Birth:___________
Soc. Sec. #:______________

Home Phone:(____)__________  Work Phone:(___)__________ Cell:(___)___________

Occupation:_________________________

Employer:_____________________

Referred By:________________________

Complaint History










Pain Scale

1. Describe your current complaint: 

     (1 – 10) 10 being worst


1._______________________________________ 

1.______


2._______________________________________

2.______


3._______________________________________

3.______

2. How long have you had this complaint? _____________________________

3. Symptoms are Worse in:  ___ Morning  ___Afternoon ___ Evening

4. How would you describe the pain?

__Sharp
__Soreness
__Throbbing
__Tingling
__Dull
  __Stiffness

__Spasm
__Burning
__Ache
__Weakness
__Numbness

5. How often is your pain present?

__Constant(81-100%)
__Frequent(51-80%)
__Occasional(26-50%) __Intermittent(25% or less)

6. Since your problem began is the pain:

__Getting better
__Getting worse
__Staying the same

7. How did your problem begin?
__Auto accident
__Work injury
   __Other type of accident 

__Gradual

__Sudden
   

8. What makes your problem better?

__Nothing
 __Walking
__Standing
 __Sitting 

__Moving/Exercise   __Lying down
__Other_______________________


9. What makes your problem worse?

__Nothing   __Walking    __Standing   __Sitting  

__Moving/Exercise     __Lying down
__Other_______________________

__Bending  ___Reaching __Coughing __Straining at Stool __Sneezing

10. Are you currently taking any medications for this problem or for any other conditions?

__Yes
__No
List:____________________________________________

______________________________________________________________________________________________________________________________

Past or Present Symptoms, Conditions or Habits

Symptom
         Past     Present

Symptom
         Past    Present

Neck Pain

__
__

High Blood Pressure
__
__

Shoulder Pain

__
__

Heart Condition
__
__

Arm/Elbow Pain
__
__

Respiratory Cond.
__
__

Hand Pain

__
__

Digestive Problems
__
__

Upper Back Pain
__
__

Kidney/Bladder
__
__

Lower Back Pain
__
__

Menstrual Problems
__
__

Hip Pain

__
__

Loss of Balance
__
__

Knee Pain

__
__

Sinus Condition
__
__

Ankle/Foot Pain
__
__

Allergies/Asthma
__
__

Jaw Pain

__
__

Cancer


__
__

Swelling/Stiffness
__
__

Stroke


__
__

Headaches

__
__

Weight Gain/Loss
__
__

Dizziness

__
__

Skin Condition
__
__

Fainting Spells
__
__

Arthritis

__
__

Convulsions

__
__

Diabetes

__
__

Prolonged fatigue
__
__

Prostate Condition
__
__

Pregnancy

__
__

Surgical Procedure
__
__

Comments:_____________________________________________________________________________________________________________________________________

Signature:_____________________

Date:_______________

Grosman Chiropractic, Inc.

_____________________________________________________________________________________
Mark A. Grosman, DC

20300 Ventura Blvd. ~ Suite 245 ~ Woodland Hills, CA 91364

Phone (818) 704-5121 ~ Fax (818) 704-5847

ASSIGNMENT AND INSTRUCTION FOR DIRECT PAYMENT TO DOCTOR

PRIVATE AND GROUP ACCIDENT AND HEALTH INSURANCE
Patient Name:________________________________________

I hereby instruct and direct the ________________ Insurance Company to pay by check made out and mailed directly to:







Grosman Chiropractic, Inc.








20300 Ventura Blvd., #245








Woodland Hills, CA 91364






or

If my current policy prohibits direct payment to doctor, then I hereby also instruct and direct you to make out the check to me and mail it as follows:







Grosman Chiropractic, Inc.








20300 Ventura Blvd., #245








Woodland Hills, CA 91364

the professional or medical expense benefits allowable, and otherwise payable to me under my current insurance policy as payment toward the total charges for professional services rendered. THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not exceed my indebtedness to the above mentioned assignee, and I have agreed to pay, in a current manner, any balance of said professional service charges over and above this insurance payment.

A photocopy of this assignment shall be considered as effective and valid as the original.

I also authorize the release of any information pertinent to my case to any insurance company, adjuster, or attorney involved in this case.

Date _________________________ 

Signature ___________________________

Grosman Chiropractic, Inc.
Mark A. Grosman, DC

20300 Ventura Blvd. ~ Suite 245 ~ Woodland Hills, CA 91364

Phone (818) 704-5121 Fax (818) 704-5847

NOTICE OF DOCTOR’S LIEN

I do hereby authorize Grosman Chiropractic, Inc. to furnish you, my attorney, with a full report of his examination, diagnosis, treatment, prognosis, etc., of myself in regard to the accident in which I was recently involved.

I hereby authorize and direct you, my attorney, to pay directly to said doctor such sums as may be due and owing him for medical service rendered me by reason of this accident that are due his office and to withhold such sums from any settlement, judgment or verdict as may be necessary to adequately protect said doctor. And I hereby further give a Lien on my case to said doctor against any and all proceeds of my settlement, judgment or verdict which may be paid to you, my attorney or myself, as the result of the injuries in connection therewith.

I fully understand that I am directly and fully responsible to said doctor for all medical bills submitted by him for service rendered me and that this agreement is made solely for said doctor’s additional protection and in consideration of his awaiting payment. And I further understand that such payment is not contingent on any settlement, judgment or verdict by which I may eventually recover said fee.

Please acknowledge this letter by signing below and returning to the doctor’s office. I have been advised that if my attorney does not wish to cooperate in protecting the doctor’s interest, the doctor will not await payment but may declare the entire balance due and payable. Patient further agrees that in the event this lien is litigated, patient agrees that the prevailing party will be awarded attorney fees and costs. In the event the sum disputed exceeds the jurisdiction of Small Claims Court, patient agrees to accept binding resolution through the American Arbitration Association.

Date__________________ Patient’s Signature__________________________________




     Patient’s Name_____________________________________

The undersigned being attorney of record for the above patient does hereby agree to observe all the terms of the above and agrees to withhold such sums from any settlement, judgment, or verdict as may be necessary to adequately protect said doctor above named. Attorney further agrees that in the event this lien is litigated, attorney agrees that the prevailing party will be awarded attorney fees and costs. In the event the sum disputed exceeds the jurisdiction of Small Claims Court, attorney agrees to accept binding resolution through the American Arbitration Association.

Date___________________ Attorney’s Signature________________________________

Please date, sign and return one copy to doctor’s office and keep one copy for your records.

Grosman Chiropractic, Inc.

Mark A. Grosman, D.C.
20300 Ventura Blvd., #245

Woodland Hills, CA 91364

(818) 704-5121

Fax (818) 704-5847

Auto Accident Form
Name:______________________________
Date:________ Date of Accident ________

Location of Accident:_____________________________________________________

Description of Accident: __________________________________________________

Name of other Doctors or Hospitals seen for this accident: ______________________

________________________________________________________________________
Name of Your Auto Insurance:______________________________

Phone Number:________________________

Policy Number:________________________

Claim Number:________________________

Name of Other Party’s Insurance: _______________________________

Phone Number:__________________________

Claim Number:__________________________

Name of Other Person:____________________

Attorney’s Name:_______________________________ Phone Number:___________

Address:________________________________________________________________
RESCISSION OF ATTORNEY ASSIGNMENT OF BENEFITS

PATIENT: ______________________________________________________________

DATE OF BIRTH: ________________________________________________________

INSURED: ______________________________________________________________

DATE OF INJURY: ______________________________________________________

CLAIM#/POLICY#: ______________________________________________________

I, ______________________, being the insured on this policy, specifically direct you, my insurance company, to rescind and cancel any assignment given to you by any third party including my attorney, EXCEPT to my physician listed below:

Grosman Chiropractic, Inc.

Mark A. Grosman, D.C.

20300 Ventura Blvd., #245

Woodland Hills, CA 91364

Tel: (818) 704-5121

Fax: (818) 704-5847

As the owner and beneficiary of this policy, I further direct that reimbursement for ALL services be paid DIRECTLY to my physician, the provider of services, under the terms of my contract with this company. NO other third party, including my attorney, should receive payment of my medical bills received from the provider above for the remainder of this claim.

Thank you for your cooperation in this matter.

_____________________________________________________           _____________

Patient/Insured Signature






Date

