DENVILLE MEDICAL & SPORTS REHABILITATION CENTER
| 161 EAST MAIN STREET
DENVILLE, NJ 07834
TELEPHONE: (973) 627-7888
FAX: (973) 627-7040

Auto/Personal Injury Patient:

Please bring the following documents to your first visit:
(If copies need to be made, they can be done at our office)

1. A copy of your POLICE REPORT

2. A copy of your DECLARATION PAGE (first pége of auto policy)

3. A copy of your CAR INSURANCE CARD

4. A copy of your DRIVERS LICENSE

5. Your ATTORNEY’S name, address, phone and fax number (if
applicable) '

6. Your CLAIM NUMBER

7. The DATE OF ACCIDENT

8. Name and phone number of your INSURANCE ADJUSTER

A copy of your HEALTH INSURANCE CARD (front and back)



DENVILLE MEDICAL & SPORTS REHAB CENTER
161 EAST MAIN STREET
DENVILLE NJ 07834
PHONE: (973) 627-7888
FAX: (973) 627-7040

DOCTORS’ LEIN

To:

Re: Client:
Account #:
Provider:
Date of Loss:

Dear Sir or Madam:

1 hereby authorize and direct you, my attorney, to pay to the above providers such
sums as may be due and owing it for medical services rendered to me by said
medical care provider and to withhold such sums that are available from any
settlement, judgment or verdict as may be necessary to adequately protect said
provider. I hereby further give a lien on my case to said provider against any and
all available proceeds of which I am entitled from any settlement, judgment or '
verdict which may be paid to me as a result of the injuries for which I have been
treated or injuries in connection therewith.

1 fully anderstand that X am directly and fuily responsible to said provider for all
medical bills submitted by it for services rendered to me and that this agreement is
made solely for said provider’s additional protection and in consideration of its
awaiting payment. I further understand that such payment is not contingent on any
settlement, judgment or verdict by which I may eventually recover.

Patient Signature

The undersigned being attorney of record for the above patient does hereby agree to
observe all terms of the above and agrees to withhold such sums payable to my
client from any settlement, judgment or verdict as may be necessary to adequately
protect this medieal care provider.

Attorney Signature




APPLICATiON FOR BENEFITS———PERSONAL INJURY PROTECTION

s

MPORTAN-, 1. TOENABLE USTO DETERMINE IF YOU ARE ENTITLED TO BENEFRTS UNDER THE PERSONAL INJURY PROTECTICH LAW
vOU MUST COMPLETE AND SIGN THIS FORM.
2. YOU MUST ALSO SIGN THE ATTACHED AUTHORIZATION(S)
3. RETURN PROMETLY WITH ANY MEDICAL RILLS YOU HAVE RECEIVED 7O DATE.

DATE OUR POLICYHCLDER DATE OF ACCIDENT CLAIM NUMBER
T
YOUR NAME PHCNE NO:HONME BUSINESS
YOUR ADDRESS (NO., STREET, CITY OR TOWN, STATE AND ZIP CODE) : : DATE OF BIRTH SOCIAL SECURITY NO.
: ! [
DATE AND TIME OF ACCIDENT AM PLACE OF ACCIDENT {STREET, CITY OR TOWN AND STATE)
f t : . PM, :

- BRIEF TESCRIPTION OF ACCIDENT = =~ = - - e el el et e s e e s e

DO YOU OR ANY MEMBER OF YOURHOUSEHOLD ves()  WERE YOUTHE DRVER OF THE AUTOMOBILE? ves{ ) wno()
QWN AN AUTOMOBILE? : no{ ) WERE YOU A PASSENGER IN THE AUTOMOBILE? ves( ) no()
NAME OF INSURANCE COMPANY, WERE YOU A PEDESTRIAN? yes{ ) wno( )}
- WERE YOU A MEMBER OF AUTOMOBILE OWNER'S ves{ } no ()}

HOUSEHOLD?

AS A RESULT OF THIS ACCIDENT WERE YoU muuRen? ves { ) No { ) i YOUR ANSWER IS YES COMPLETE THE REST OF THIS FORM. IF NQ SIGN HERE AND RETURN THIS
FORM TO US. ‘

PATE:
DESCRIBE YOUR RUURY
WERE YOU TREATED BY A DOCTOR? DOGTOR'S NAME AND ADDRESS
YES{ JNG() '
¥ YOU WERE TREATED IN A HOSPITAL WERE YOU HOSPITAL'S NAME AND ADDRESS
anmeeamenT? () oureatieny { )
AMOUNT OF MEDICAL WILLYOU HAVE MORE MEDICAL AT TIME OF YOUR ACCIDENT WERE YOU IN THE COURSE OF
BiLLS TO DATE: § expenserves ( Yo {) vour evpLovMenT? vES { }na ()
DD YOU LOSE WAGES, OR SALARY AS A RESULT OF | I YES, AMOUNT WHAT 15 YOUR AVERAGE
your mJury? YES { ) na( ) LOSTTO DATE $ WEEKLY WAGE OR SALARY? §
FYOULOSTWAGES: -  DATE DISABILITY DATE YOU RETURNED
FROM WORK BEGAN ' TO WORK :
HAVEYGU RECEIVED OR ARE YOU ELIGIBLE FOR , ' F YES, AMOUNT
BENEFITS UNDER . ¥ES NOQ 3
(f} ANYWORKMEN'S COMPENSATION LAW? g 0O O o
@) EMPLOYEES TEMPORARY DISABILITY BENEFIT STATUTE? O O () PerweEK ) PER MONTH
{3 MEDICARE? O 0 ‘

LIST MAMES AND ADDRESSES OF YOUR EMPLOYER AND OTHER EMPLOYERS FOR ONE YEAR PRIOR TO ACCIDENT DATE AND GIVE GCCUPATION AND DATES CF EMPLOYMENT:

EMPLOYER AND ADDRESS OCCUPATION . FROM . TQ
EMPLOYER AND ADDRESS GCCUPATION ' FROM o
EVETOYER AND ADDRESS - TCCUPATION FROM T0

AS A RESULT OF YOUR INJURY HAVE YOU HAD ANY OTHER EXPENSES: YES { ) ND ( J IF YES, EXPLAIN ON REVERSE SIDE.

ANY PERSON WHO KNOWINGLY, AND WITH INTENT TO INJURE, DEFRAUD OR DECEIVE ANY INSURER, FILES A STATEMENT OF
CLAIM CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION 15 GUILTY OF A FELONY.

DATE:




- DG NOT BETACH
AUTHORIZATION FOR MEDICAL INFORMATION

e

THIS AUTHORIZATION OR PHOTOCOPY HEREOF, WILL AUTHORIZE YOU TO FURNISH ALL INFORMATION YOU MAY HAVE REGARDING
MY CONDITION WHILE UNDER YOUR OBSERVATION OR TREATMENT, INCLUDING THE HISTORY OBTAINED, X-RAY AND PHYSICAL
PINDINGS DIAGNOSIS AND PROGNOSIS. YOU ARE AUTHORIZED TO FROVIDE THIS INFORMATION N AGCORDANCE WITH THE

PERSONAL INJURY PROTECTION BENEFITS LAW,

DATE

-

DO NOT DETACH
AUTHORIZED FOR WAGE AND SALARY INFORMATION

.. THISAUTORIZATION OR PHOTOCOPY HEREOF, WILL AUTHORIZE YOU TQ FURNISH ALL INFORMATION YOU MAY HAVE REGARDING

MY WAGES PR SALARY WHILE EMPLOYED BY YOU. YOU ARE AUTHORIZED TO PROVIDE THIS INFORMATION IN ACCORDANCEWITH
THE PERSONAL iNJURY PROTECTION BENEFITS LAW, : ' .

DATE

SOCIAL SECURITY NUMBER

ANY PERSON WHO KNOWINGLY, AND WITH INTENT TO INJURE, DEFRAUD OR DECEIVE ANY INSURER, FILES A STATEMENT OF
CLAIM CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFCRMATION 1S GUILTY OF A FELONY.

Adiuster Copy
TO: David H. ironson, Esg



'PERSONAL INJURY/
'WGQKMEN’S COMPENSATION QUESTIONNAIRE

Date of Accident Time

NAME
Where did accident happen?
Describe the accident in your own words

Whnat was your position in car? 0 Driver [ Passenger If passenger, were you sitting in  E] Front [J Right Rear 3 Left Rear

Did your vehicle sirike other vehicle? [ Yes [INo Was your car struck by other vehicles? O Yes [ No

Was the impact from {1 the front? [ from the right side? (O from the left side? O from the rear?

Al the time of impact, were you [Jicoking straight ahead? [ looking right? LI looking feft?

Were both hands on steering wheet? [JYes {INoc  Wasyouriootonprake? [I¥es [INo  Were youbraced forimpact? flves [No

. Where.in.the car. were you. after the accident?,

Were you wearing seat betts? O ves [ No Did you strike anything in vehicle at time of impact? O ves [ No

i yes, specify: [ Steering Wheel [ Dashboard [ Windshleld [ Side Door [ Arm Rests [ Side Window [ Other
Please state part of body: [1Chest [ Chin [l Knee [JShouider D Hand [IHead 0O Other

Immediately following the accident, how did you feel?

Were you unconscious? [ Yes [0 No inadaze? [JYes O No Did you go to hospital? Bl Yes [JNo

if you went to hospital, when? At time of accident [0 Yes [ No Next day Yes O No

How did you ge! to hospital? Ambuiance 8 Yes [ No Private transportation O Yes [J No

Did the ambulance attendants place you in; Neck Collar U Yes [JNo Splints Dyes OONo Brace [JYes OO No

Name of Hospital
Atlended by Docler
If so, what was the diagnosis?
Were you admitted to the hospital? O'ves @ No How long did you stay?

Were you x-rayed at hospital? [ Yes [INo

Whal treatment was rendered?

What recommendations were made?  See own doctor 3Yes ONo See orthopedic doctor TYes TiNo Physical Therapy T Yes O Na

Have you seen any olher doctor as a result of this accident? [ Yes [INo

Doctor's Name

Is your pain constant? DYes O No Is the pain on and off? [l Yes [ No Sharp? [Oves £ No Dull? Eives [ No
Other

Is your pain worse when arising rom achair? [ves [INo tsitmade worsa by straining? [lYes DiNo Bycoughing OYes [ONa
By sneezing? [ Yes ONo By straining when moving your boweis? [1Yes [ HNo

Da you have any numbness or tingling in your arms? O Yes ONo Inyour hands? OYes LlNo tnyour fingers? ives UINo

In your iegs’? Jyes [INo In your feet? [lvyves O No in your toes? ves DONe
What is your most comfortable position?  Sitting [Yes [INe  Lying onyourrightside DvYes [INo Onyourleftside DYes BNo

Lying on your back CYes [INo Onvyourstemach [Yes [INo Standing [iYes ONo
, Is it diffieult for you to move around in bed? [ Yes [INo

Other
Does stretching and twisting worsen the pain? (I Yes [ No
Do any of the following relieve your pain? £l Heating Pad [ Hot Bath [0 Shower 1 lce Pack

Does a brace (if you have tried one) relieve the pain? [ ves [l No

Does a change in heel height worsen the pain? [OYes [OMo  Dovyoufeetbetter movingaround? £lYes [INo  Orresting? Oyes ONu

Do you have a firm mattress? (ves ONo Do your knees ache or hurt? O vYes LI No Do you have cramps in leg? [dvYes [ONo

Do you have cramps inarm? LlYes [ No have you had any change in your bowel habits? [ ves [ No
Have you lest any lime from work because of this accident? [l Yes [INo
To

Partially disabied from to

If yes, give dates of time lost.  From

Tolally disabled from {a]




'BEFORE TOUR ACCIDENT. estimate your tatal lifting etart ability:
1. Mow much weight? O Maximum ] Average

2. How far could you carry this weight? : Far how long a period of time?
3. Was this hlting done at work? [ Yes I Neo Or at home or eisewhera? [ Yes O No
4. How often did you carry this amoun! of weighi?

AFTER YOUR ACCIDENT, describe your total lifting ability:
1, How much weight can you now lift without experiencing pain, discomlort, or restriction of motion?

. Did you experience this pain, discomiort, or restriction ot motion before your accidemt? £ Yes I No

2

4. How far can you carry lhis weight? And for how long'a period of lime?
) .

5

. How often can you carry.this weight?
. Are you now limited in your lifting ability in some bady position that you were previously not? O Yes O No

If so, specily posilicn

6. What symptoms does lilting produce:

7. Haw long do these symptoms last?

Are you presently able to:

_ lbs. F Heavy v 1bs, Olight . Ibs, 0 sitting ibs.

LIFT O Very heavy

~WORK Ol Very heavy oo s - BrHeavy o —mua thge oo Ell;ighl—fw4bs;-mu-~~I:1Asming..w e AR

What positions can you work in with 2 MINIMUM DEMAND of physical effort? O Standing O walking [ Sitting

with Minimum Demand of physical eflort, what positions can you work in PART-TIME and {or how long?

o standing e Owatking L1 Sitting

With Minimum Demand af physical et{ort, can you work in a SITTING POSITION with some degree of walking or standmg activity? OYes CinNo
Do you feel that you cannol perform any physical work activity? [lYes [INo

Do you feel you cannot perform any mental work? L[] Yes [ No

Relale your BEFORE injury capacily (mark '8’} and your AFTER injury capacity (mark "A’} for performing activities!

1. Walking Mormal Limited Dilficult Pain
2. Standing Normal Limited Difficut . Pain
3. Sitting Normal Limited Difticult e Pain
4. Bending Normal Lirnited DG e e Pain
5. Stooping ‘Normaf U, Limited Dificuit — Pain
6. Lifting Normal ———— Limited Difficult Pain
7. Pushing NOTMa!l i Limiled Gitficult e Pain
8. Pulling Mormal Limited Ditfieul Pain
9. Climbing MNormal ___ —_— Limited Ditficult I Fain
10. Reaching Normal ... Limited Ditfieult oo Pain
t1. Gripping WNormal . Limited Cilticult o Pain
12. Kneeling Normal ce—— Limited Dt e Pain
13. Batance  Normal nwee Limited ' Difficult .. Pain
14. Fatigue  Normat . Limited Difficudt Pain

Qenerally speaking, is your inabiiity to perform these functions due 1o £l Pain  [] Weakness [ Structural limitations £l Nerves
Do you have normal sexual fynctions? [JYes O No . .
Are you abie to take care of your personal self, such as dressing, bathing, ete.7 O Yes D,No Ordo you require assistance?_‘:" Oves ONo

Do you leel your present condition is temporary? O yes f{1No Or permanemt? O Yes [INo

Date

Patien!'s Signature

EXPAND CHIROPAACTIC PRODUCTS FORM 2583
1-800-548-3678 COPYRIGHT DAVID SINGER, 1930




Patient Basic Information

Persanal Information:

LastName: . FirstNama: ' . { Middie Initial;
Addrass: City, State, Zip:

HomaPhone: - .1 Work Phone: ‘Sci:ia[ Seeurity No.;

Date of Birth: ) Date of Injury/Onset: -4
Dominant Hand: O Right O Left : | QO  Both

lnsurance information: - - ‘ . ‘
Pohcy Holder {lf different than patient) Faoiicy No.i»

lf this is an automobile accident, %o to the next page. If thzs is not an automoblle acci-
dent, please answer the gquestions below.

1. - Description of Acmdentﬂmuryldnset .

Enter a fufl description of the accident, injury or ansetin tha space below.

2. During and after accident details
Enterthe detalls of your;cﬁalﬂon‘dwing and after the accidentfonset.

1 - (c) 2000 Report Master, inc. All rights reserved.



utomebile Accident Descrigtion

i e

Please answer the questions below. [fyou do not knaw the-answerto any of the questions, do not znswer that question,

2. Your position In vehicle

Oid yau have a shoulder hamess on? YesE3LNe

1, Yourvehicle typs 3. Whatwas your vehicla doing at the fime ofthe accident?
QO car L Station Wagen Qorver O FrontPassenger | (Stopped atintersection C.lStcppedln trafile E.'J Stopped at fight
Clvan [ Piekup Truck C Left Rear Passénger {1 Making a fight um Q1 Making aleft tum £ Parking '
Olamge Truck  DBus € Right Rear Passenger (AProceeding alorg Uslowingdown  OAceelerating
Qther. ‘ Cther’ Other, "
4, Time/Speed/Damaga 3. Datails of Accident 8. Road conditions
Timeofaccident - | Visibiiity attima of aceident Road conditions attime ofaccident
Yourvehide's O proar [Fair O Goed Qiley Owet TSandy O Dak O Claanand dry
2 mph ’ . '
Theirvehide's ‘ Who hit wholwhat? Paolnt ofimpact
speed ‘ meh | O Yo hit other vehicle O Head-On Cllet Front U Right Frorit
| Damzgeto ygur.vahfcia.......,.‘. O Othervehicle hit youb. ..o 0 Read-End i LefRear . .|
O Mid & Mederate Yau hit..{abject)
O Tetaled - :
7. Body Positlon, ete.
Doeés your vehicia have headresta? Yes[IL No
Didyau see the accldentcoming: YosTIDINo What was the positlon of your headrest at the Hime of the Impact?
Were you hraced for the Impact? " YeskIINo 1 Bven with top of head {1 Even with bottam of head L] Middle of necid
Did you have a seat belton? YasTdNo What was the diractlen of your head at the ifme ofthe Impact?

Q Fadngstralghtforward O Tumedtothe right

1 Tumed o the left

‘8. Add:ﬁonalacr:!dem Infarmation

In the case of 2 moter vehidle accident, enteraayaddmonal !nformaﬂon here that is not covered by the abeve check offs,

‘9, During the accident:

10, AHter the accident:

Dld your hody strike lhelns:de of your vehicle? YesE]El_l\{a Chack off your symptems right after and afew daysfallowing:
if yes, describe; : O teadache [ Diziness L) Midbackpain Ul Cold hends
Did you lose consclousness during the injury? YasTNo Oy Neckpaln'© I Nausea . [lowbackpain (] Coldfest
| tFyes, for how long? i ' €] Neckstfines (1 Confusion [l Nervousness O Dlarthea
Yourvehicle's estimated damage? Q Fainting O rFatigus . [lossoftaste (] Depression
Damage to their vahicle:. Tl Mid - - [ Moderate [ Tolzled | T Ringinginears [ Tenson. - 3 Toe numbness Tl Amdous:
' Did police show up at the scene? YesLICINe {J tossof smell - (initabifty £} Constipalion U Chest Pain
* Was an accidentreport filed qut? Yeos[IliNo € Pain behind eyes (] Shorness afbreath Q3 Sleepingproblems
_— o Othiets:
11. Emargency Room? 12 TraatmentHistcry'
Whera did ycu goafterthe accident? Eli I any ather doctor{s) seen priortu yuurﬂrstvlsrt’m this office}
O Hame - OWork | O HospitaslER - T Private Dcx:tor 1. br. s Firstvistdate: /= /"
| How did you getthere? Spedalty,__= Xtaysdone?  YesTIONo,
Tl Drave seff - ClSomebody else DAmbutaﬂce D Police - Types of reaiments received: ) IR §
Were X-rays done? Yes(3No Waslab work dona? YesTiNo | How many reatments recaived? ____ Currentiy reating? YosIA[INs
Body paﬂs X-rayed? Did reatments benefityou? Yes 0o No
Whatiah work?, Lastvisidate! ___ / L.~ : ‘
The X-rays revealed: ' 2. Dr. Firstvisiidate: __ /..
Treatments:0] Cervical Collar L ice Other: Types of reatments recaived:
Medications: How many treatments received? . Cumently reating: Yes{1TINo
Fofow-upinstucions: Did reatnents benefityou? YesE1DNo
Lastvisitdates ___ /[ [
2

() 2060 Report Master, Ine, Al rights reserved.

QRightRear... .o

i



