DENVILLE MEDICAL & SPORTS REHABILITATION CENTER
161 East Main Street
Denville, New Jersey 07834

L Telephone: (973) 627-0910
Fax: (973) 627-7040

WORKERS’ COMPENSATION AUTHORIZATION

CLAIM # DATE

EMPLOYER:

ADDRESS:

EMPOYEE:_

DATE OF ACCIDENT:

INSURANCE CARRIER:

ADDRESS:

PHONE#

BY PHONE: (date) TALKED WITH:

has consulted the Clinic for examination and
treatment. Please sign and return to the Clinic this written authorization for
treatment.

Signature of Employer Title



FINANCIAL AGREEMENT
WORKER’S COMPENSATION

&,

We would like to take a moment to welcome you to our office and to assure you that you will be receiving the very
best medical/chiropractic care available to you for your work-related injury or illness. )
Payment Arrangemenis :

Because you are being treated for a work related condition, we would like for you to understand how you case
will be handled by our office The first thing that you need to know is that the insurance carrier for your employ-
er, by law, is fully responsible for payment of your care in our office. When a person is treated for a condition
which is solely the result of an industrial aceident or employment-related incident, your workers’ compensation
insurance will pay for treatment which restores your health to a pre-injury status or to a permanent and station-
ary condition. 5

Notification of Employer

When you have suffered a work-related injury or iliness, the law requires that you notify your employer within 30
days of your injury. If you do not report your injury as required, you may be responsible to pay for the charges
incurred in our office. 1

Prior Symptoms

If you are currently experiencing symptoms et problems that you suffered prior to you work-related injury, these '
may be considered “contributory factors” to your present condition. We will evaluate these symptoms to deter-
mine if, and to what extent, these factors are related to your present condition. Once this has been defermined,
we will notify your worker’s compensation insurance carrier to apportion or allocate some part of your care to
treatment of those symptoms.

Your Responsibilities

This office specializes in the treatment of Workers’ Compensation patients, so it is very important for you to fol-
low our recommendations and to keep your scheduled appointments with this office in order to achieve maxi-
mum benefits for you condition. The Workers' Compensation laws states that if you choose not to receive the
care that is necessary for treatment of you condition, your Workers’ Compensation benefits will be discontinued
and you case will be closed.

Termination of Care :
When your condition has reached a “pre-injury status,” or is determined to be “permanent and stationary,” we
will notify you and your Workers' Compensatton insurance carrier, and close your Workers’ Compensation case

in our office,

We thank you for the opportunity to serve you and welcome any questions that you may haye concern-
ing your case.

[ have read and agreed to the above,

Patients Signature Date

T ®o035
To order call (800) 582-7101



TO:

RE: Client:
‘ Account#
Provider:
Date of Loss: |

. Dear Sir/Madam:

1 hereby authorize and direct you, my attorney, to pay 1o 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.

I fully understand that I am directly and fully 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. 1
further understarnd 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 the terms of the above and agrees to withhold such sums payable to my client
from any settlement, judgement or verdict as may be ner~ s1dequately protect this
medical care provider. ‘ ' '

Aftorney Signature




PERSONAL INJURY/ ; | W
WORKMEN'S COMPENSATION QUESTIONNAIRE

NAME- Date of Accident — Time
Where did accident happen? " ’“'i'.'
. B . T §
Describe the accident in your own words : =~
What was your position in car? [ Driver [J Passenger H passenger, were you sitting in I3 Front [0 Right Rear [ Left Rear
Did your vehicle strike other vehicle? [JYes [INo Was your car struck by other vehicles? OYes ONo

Was the impact from [ the front? [ from the right side? [ from the left side? [3 from the rear?

At the time of impact, were you [J leoking straight ahead? [ looking right? £ jooking left?

Were both haads on steering wheel? OYes INo  Wasyourfoctonbrake? [JYes CONo  Wereyoubracedforimpact? ElYes [INo

Where in the car were:you after the accident?

Were you wearing seat belts? [l Yes I No Did you strike anything in vehicle at time of impact? O vYes U Neo

i yes, specify:  [J Steering Wheel [l Dashboard [ Windshield [ Side Door O Ares Rests [ Side Window T3 Other
Piease state part of body: [ Chest [0 Chin [ Knee [ Shoulder O Hand [ClHead O Other

Immediately foliowing the accident, how did you feel?

Were you unconscious? [ Yes O No ina daze? L[Eves [ONo Did you go to hospital? ElYes [INo

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

How did you get to hospital? Ambulance O Yes [0 No Private transportation O Yes O No

Did the ambulance attendants place you in: Neck Cotlar D Yes O No Sphints Llves I MNo Brace [lvYes {lNo

Name of Hospital

Attended by Doclor Were you x-rayed at hospitai? [l Yes [ No

I so, what was the diagnosis?
Were you admitted to the hospital? O Yes O No How iong did you sray?__

What treatment was rendered?

What recommendations were made?  See own doctor Oves ONo - See crthopedic docter Oves O No Physical Therapy OYes ONo

Have you seen any other doctor as a result of this accident? O Yes U No

Doctor's Name

is your pain constant? O Yes [l No Is the pain on and off? [IYes [ No Sharp? O Yes ONo ‘Dull? Oyes ONo
Qther .

[s your pain worse when arising romachair? OYes ONo isitmade worse by straining? [ves [INo Bycoughing [Yes [iNo
By sneezing? 1 Yes 0O No By straining when moving your bowels? O Yes LiNo

Do you have any nurmbness or tingling in your arms? [ Yes [ONo “inyourhands? [ves ONo Inyourfingers? ElYes [INo

n your legs? O Yes [INo In your teet? [IYes LlNo In your toes? O Yes LINo

What is your most comiortable position?  Sitting Hlyes [ONo  Lying onyour right side OYes {ONo Onyourleftside [dYes [INe

Lying on your back [} Yes DO No On yourstomach B Yes D No Standing™ O Yes [ No

Other I3 it difficuit for you to move around in bed? L Yes O No

Does stratching and wisting worsen the pain? £l Yes [ No
Do any of the foliowing relieve your pain? [J Heating Pad [ Hot Batn [ Shower L ice Pack

Does a brace {if you have tried one) relieve the pain? [ Yes O No

Does a change in heel heightworsen the pain? flYes (UNo Doyoufeelbelter moving around?
ONo Do your kaeesache or huri? T Yes [INo Do you have cramps in leg? [1Yes

Ives ONo Orresting? [yes ONo

Do you have a firm matiress? [ Yes [ No

Do you have cramps in arm? [ Yes [l No have you had any change in your bowel habits? [ Yes O No

Have you lost any time from work because of this accident? O ves Bl No
To

Partially disabled from to

If yes, give dates of time lost.  From

Totally disabled from W (v




E}EFORE-YOUR ACCIDENT. estimate your total 1Hting effort ability:
1. How much weight? [J Maximum O Average
2. How far could you carry this weight? For how long a period of time?

3. Was this kHing done at wark? Ll Yes U Ne Or at home or eisewhere? [ Yes [INo

4, How often did you carry this amount of weight?

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

. Did you experience this pain. discomfort, or restriction_of motion belore your accident? £l yves {INo %

]

. How far can you carry this weight? __. And for how long a period of time?

. How often can you carry. this weight?

2
3
4
5. Are you now limited in your Hifling ability in some body pesition that you were previously not? [Yes B No'

It s0, specify position

o

. What sympioms does lifting preduce:

7. How long do these symploms last?

Are you presently able to: C
LIFT 3 Very heavy _Ibs, [ Heavy Ibs. O Light e 1S, Ositing___ . ths.
WORK £ Very heavy . 1bs. O Heavy o Ibs. Ought . tbs. ST T F—— |

wWhat positions can you work in with a MINIMUM DEMAND of physicat effort?  [J Standing [ walking LI Sitting
With Minimum Demand of physical effort, what positions can you work in PART-TIME and for how long?

ClStanging Owalking .. 1 Siting
With Minienurn Demand of physical effort, can you work in a3 SITTING POSITION with some degree of walking or standing activity? BYes ONo

Do you {eel that you cannol perform any physical work activity? dyes ONe
Do you feet you cannot perform any mental work? I Yes [ No
Relate your BEFORE injury capacily {mark '8} and your AFTER injury capacity {mark "A’} for performing activities:

1. Walking Normal e e Limited Difficuit Pair
2. Standing Normal Limited Difficult Pain
3. Sitting NOITIAE s Limited i Ditfieult Pain
4, Bendinig  NOFM2D oo Limited __ i Difficult i Pain
5. Stooping Normal . Limited wio——— Ditficult Pain
&. Lifting Norrmai ] Limited DEtfe Ut Pain
7. Pushing Normal Lienited Ditficult Pain
8. Pulling MNorma! Limited — Ditticuit Pain
8. Climbing  Normal e Limiled Dificutt Pain
10. Reaching Normal Limited DHflcUN e Pain
11, Gripping MNormal . Limited Ditficult Pain
12. Kneeting Normal Limited Difficuit Pain
13. Balance  Normal Limited —‘ Difficult Pain
14. Fatigue MNormal ] Limited Diflicult Pain

Generally speaking, is your inability to pertorm these tunctions due to 0 Pain [ Weakness O Structural iimitations [ Nerves

Do you have normat sexual functions? [ Yes [J No T

Areyou able 1o take care of your personal self, such as dressing, bathing, etc.? Yes - EiN‘o Ordoyourequireassistance? DOYes UNo

Do you feel your present condition is temporary? [yes DO No Or permanent? “DOYes DNo

Date

Patient’s Signature
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Personal Information:

LastName: FirstName: T Middte Initial;
Address: . City, State, Zip: A ‘ \ﬁ . ‘
Home Phone: A ' .. | Work Phone: ’ ' Sacial Security No.:
Daté of Birth; " . g Data of in.juryiOnsat ‘ 4
| Dominant Hand: j=3 Righ_t. .o Left O~ Botn

insurance Information:

Falicy Holder {‘rf different than patzent) Palicy No.::

* If this is an automobife'accident, %o ’to the nexi page. lf thxs is rm*t an aui‘omob:!e acci-
dent, please answer the questions elow. .

1.  Description of Accident/Injury/Onset -
Enter 2 full description of the accidert, injury or ansetin the space below.

2 Dunng and aﬂ:er acc:dent detaxis
| Erterthe detals cfyour mndiﬁon dlring and afferthe accidentionset,

: G 5000 Report Master, Inc. All fights reserved.




Auiomobile Accident Deseription

Please answer the questions befow. Ifyou donot know the answerto any of the quesfions, do net answer that question.

Dld you have a seat belton?

Did you have a sholider hamess on? YestiliNo

1. Yourvehicle typs 2. Yaur pasition in vehicle 3. Whatwas your vehicle doing atthe fime of the zeeident?

T car Tl Station Wagon O orver T Front Passenger 1 (3Stopped atintersec_{ion E:lStcpped intrafic [T Stopped at gt
Oven O Pickup Truck .1 Lesht Rear Passengar {3 Making a right turm | Makmga leftium 3 Parking '
Utarge Truck DBus O Right Rear Passenger UiProceeding along Q Stowmg down DAccelerating
Other. Other, Other, .

4, Time/Spead/Damage 5, Details of Accidert 6. Road conditions

Time of aceident__ Visibiitty at ime of accident Read conditions atfime of accident

Yourvehicie's ClPoor OFar [lGoed | Oley [Owet USandy U Dak O Cleananddry

speed: mph i '

Theirvehide's : Whe hitwhefwhal? Point ofimpact '

speed:. o mph | Q3 Youhitothervehicle O Head-On L1l eft Front 0 Right Front
Damags to your vehicle (3 Other vehicle hit you {1 Read-Eod i Lot Rear [ Right Rear

0 vid £l Moderate You hit...{object)

[l Totaled - L

7. Body Position, etc,
‘ Doesyour vehicle have headrests? YesOlNo

Did you see the accident coming: YesTILING What was the positfon afyour headrest at the time ofthe Impact?
Were you braced for the impact? " YesTIDINe [0 Even with top of head {1 Even with bottorn of head [ Middle ofneck
YesldINa YWhatwas the direction of your head atthe time ofthe Impact?

{1 Fadngstraightforward Ll Tumedtothe right
{J Tumed 1o the laft

“8. Add‘rﬂmai acudem mfarmzzﬁon ;
In the case of a motor vehide acx::deng, enterany addrhnnal information here that Is notcovered by the above check m‘rs

‘9, Duing the accident:

10. ARterthe accldent:

Did your bedy stike the inside of yourvehlde'? YesLILINo Check off your symptems right after and afew days following:
if yes, describe; : : QHeadache [ Dizziness O Midbackpain U Coid hends
Dic you lose canscicusness durmgthe mjury‘? YesU[No (J Meckpain' © O Nausea " Dlowbackpgin O Caldfeet
| iryes, forhowlong? [ Neckstifies O Confusion  CiNervousness O Diarthea
“Yourvehicle's estimated damage? (1 Fainting 1 Fatigue Olossoftaste 1 Depression
Darmage to their vetiete:, (I Mid ~ .0 Moderate 0 Totaled | Ll Ringing in sars O vension, - O Toénumbness T Anxigus:
' Did police show up at the scene? Yesi3ONo Otessofsmel Oimitabfity U Constipaton O Chest Pain
* Wasan acdident report flled out? Yes[ALENo 01 Pain behind eyes [} Bhoriness of b:eath EI Sieepmg problems
C 3 T Otfiers;
11.Emergency Room? 12, Traatment HMory' -
Whera dld you go after the accident? ) Fill in any other doctor{s) seen prinrtc yourfirst visitto this ofﬂcei
OHame - Owork O Hosp'n‘al ER " [ Private’ Dcctor 1. 0r, i Firstvisitdate: - [~ 1.
Howdldyougetthere? Specialty = Xraysdone?  YesUILINo,
0 Drove seif - Ul Somekody else E]Amblﬂance CE Police - Types of reatments received: ‘ -
Were X-rays done? Yes LCNe Was tabworkdone? YesUI No | How many isatments received? ____, Cumrently treating? YasLILINe
Bedy parts X-rayed? Did freatments benefityou?  YesE1UINo
What lab work?, Lastvisidate! ./ [ ’ ‘
The Xrays revesled; 2. Dr. : Firstvsitdater /1
Treatments:[J Cervicat Collar (J ice Other: Types of reatmenis recelved; : ‘
Medicatons: ‘ How many treatments received? __ Currentlyreating: Yest3UINo
Follow-up instructions: Did treatments benefit you?  Yes{3TINo
‘ Lostvisttdate: ~ __ /. 4 ..
{c) 2060 Report Mastez, Ing. All rights reserved. 2



