Ultimate Spine & Wellness

Account Number: Date:

Name: Birthday:

Address: Sex: [0 Male 0 Female

City: Social Security No.:

State: Zip Code: Marital Status: (OMarried [0Single CODivorced COWidowed

Primary Phone:

Do you wish to receive text appt alerts [J

Spouse Name:

Name of Emergency Contact:

Primary Care Physician:

Cell Phone: Race: COWhite [0 A. American O Asian CJAmerican Indian
Cell Service Provider: Ethnicity: [ Hispanic [0 Non- Hispanic

Email: Preferred Language:

Employer:

How did you hear about us?

Insurance:

Insurance Co.:

Subscribers Name:

Insured: Check One: [0 Self [0 Spouse [ Parent (1 Other:

Birthdate: Subscriber No.: Group#:
Effective Date: Deductible:

Is patient covered by additional insurance? [(JYes [0 No  Date:

Accident Information:
Is condition due to an accident? (J Yes [0 No Date:

Type of accident: [0 Auto [0 Work 1 Home 1 Other:
If Disabled From Work Please Give Dates:

Attorney Name (If applicable):

Attorney Address and Phone Number (If applicable):

Informed Consent to Chiropractic Treatment

The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in order to move your joints. You may feel a “click” or
“pop”, such as the noise when a knuckle is “cracked”, and you may feel movement of the joint. Various ancillary procedures, such as hot or cold packs,
electric muscle stimulation, therapeutic ultrasound or dry hydrotherapy may also be used.

Possible Risks: As with any health care procedure, complications are possible following a chiropractic manipulation. Complications could include fractures of
bone, muscular strain, ligamentous sprain, dislocations of joints, or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular injury or stroke could
occur upon severe injury to arteries of the neck. A minority of patients may notice stiffness or soreness after the first few days of treatment. The ancillary
procedures could produce skin irritation, burns or minor complications. The risks of complications due to chiropractic treatment have been described as “rare”,
about as often as complications are seen from the taking of a single aspirin tablet. The risk of cerebrovascular injury or stroke, has been estimated at one in
one million to one in twenty million, and can be even further reduced by screening procedures. The probability of adverse reaction due to ancillary procedures
is also considered “rare”. Other treatment options which could be considered may include the following:

Over-the-counter analgesics. The risks of these medications include irritation to stomach, liver and kidneys, and other side effects.
Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics.

Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable disease in a significant number of cases.
Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia.

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other degenerative changes. These changes can further
reduce skeletal mobility, and induce chronic pain cycles. It is quite probable that delay of treatment will complicate the condition and make future
rehabilitation more difficult.

Unusual risks: I have had the following unusual risks of my case explained to me.

I have read the explanation above of chiropractic treatment. I have had the opportunity to have any questions answered to my satisfaction. I have fully
evaluated the risks and benefits of undergoing treatment. I have freely decided to undergo the recommended treatment, and herby give my full consent to
treatment.

AUDIO / VIDEO CONSENT OYES 0O NO
I hereby give permission to Ultimate Spine & Wellness to use my image, likeness, and voice as recorded on audio or video without payment or any other
consideration. In addition, I give permission to discuss my case and outcomes with anonymity (all names, ages and genders will be changed).

By signing this release, I understand this permission signifies that photographic or video recordings of me may be electronically displayed and posted on a
website, published in print, used in documentary video, or shown in the public or private educational setting. My case may be discussed on the Ultimate Spine
& Wellness blog, YouTube channel or in office lectures/presentations.

Printed Name (If Minor please indicate parent name) Signature Date



Name:

Ultimate Spine and Wellness

Date:

Chief Complaint — List current problems:

PAIN

1 - NO PAIN

LEVEL 10— WORSE PAIN EVER
/10 HOW LONG:

INTENSITY: OMinimum [OMild OModerate CISevere

QUALITY OF PAIN: [OIBurning OAching ONumb [Radiating OSharp OShooting CStabbing OTight OThrobbing

Please mark area & type of

pain on the drawing

N- Numbness

WHAT MAKES IT BETTER? ONothing OChiropractic OHeat OIce [OMassage [OPain meds CSleep/Rest
PRESENT: O 0% [010% [020% [030% [O040% [0050% 060% 070% 080% [0090% [0100%
WHAT MAKES IT WORSE? [ISitting OStanding O Walking CBending OExercise

/10 HOW LONG:

INTENSITY: OMinimum [OMild OModerate CSevere
QUALITY OF PAIN: [0Burning OAching ONumb [Radiating OSharp OShooting OStabbing OTight OThrobbing
WHAT MAKES IT BETTER? ONothing OChiropractic OHeat OIce [OMassage [OPain meds CISleep/Rest
PRESENT: O 0% [010% [020% [030% [040% [050% 060% 0O070% 080% 0090% [0100%

WHAT MAKES IT WORSE? [ISitting OStanding O Walking CBending ClExercise

MEDICAL HISTORY: Please check all the following that apply to you:

T-Tingling
P- Pain
S- Stiffness

%,

Rignht Left Left

CONONE

[JBack Pain
CONeck Pain
OJaw Pain / TM]
[COChest Pain
CIHip Pain
JKnee Pain
[JFoot Pain
CIArm Pain
[JShoulder Pain
[JHand Pain
[JPain w/Cough/Sneeze
CONumbness
[1Dizziness
[(OHeadaches
[OHerniated Disc
[CIPoor Posture
[JScoliosis
[JSwollen Joints

CJADHD

CJAbnormal Weight
OJAlcohol/Drug depend
CJAllergies

CJAnemia

OJAnklyosing Spondylitis
LJAnxiety
[JArteriosclerosis
CArthritis

[JAsthma

CJAutism

[(IBakers cyst
[(IBarretts esophagus
[IBipolar

OCancer / Tumor
[IDepression
[(IDiabetes

CEpilepsy / Seizures

CJFibromyalgia
UJFrequent Urination
Ol Gastritis

CJOGERD

OGout

[OHearing Problems
COHeart Problems
CIHigh Blood Pressure
[CJHigh Cholesterol
[Irregular Heart Beat
OIrritable Bowl
[JKidney Stones
[JLoss of Memory
OLoss of Balance
ULupus

[OMenstrual Problems
[(OMood changes
OMultiple Sclerosis

OParkinson’s
Prostate problems
[JShortness of Breath
[dSinus Infection
[OSleep disturbance
[JOsteopenia
[JOsteoporosis
CJPacemaker
[JRheumatoid arthritis
[JSpinal cord injury
[JSpinal stenosis
[JStroke

OThyroid -- Hypo
OThyroid -- Hyper
OTuberculosis
[Ulcers

[JVaricose Veins

ALLERGIES: [ONone [Penicillin CAspirin [JCodeine (JSulfa CIOther:

PREVIOUS SURGERIES: O None O :

CURRENT MEDICATIONS:

FAMILY HISTORY: [JCancer Mother / Father / Child /Sibling
[JHeart Problems Mother / Father / Child/ Sibling

(IDiabetes Mother / Father / Child /Sibling
[JHigh Blood Pressure Mother / Father / Child / Sibling

[OOther

PAST INJURIES: OAuto OSports
SOCIAL HISTORY: [JAlcohol CISmoking
1. Pain Intensity
KD ] ]2 13 |4
! I I | !
No Mild Moderate Severe Worst
pain pain pain pain possible
. pain
2. Sleeping
lo | : |2 13 | 2
I 1 I | |
Perfect Mildly Moderately Greatly Totally
sleep disturbed disturbed disturbed disturbed
sleep sleep sleep sleep
3. Personal Care (washing, dressing, etc.)
Lo |1 12 | 3 | 4
I I 1
No Mild Moderate Moderate Severe
pain: pain: pain: need pain: need pain: need
no no to go slowly some 100%

restrictions restrictions

4. Travel (driving, etc.)

assistance assistance

}n |1 |2 ! 3 I 4
No Mild Moderate Moderate Severe
pain on pain on pain on pain on pain on

long trips long trips

5. Work

long trips

short trips short trips

Can do
usual work
plus unlimited

lo N 12 |3 |
| I 1 T 1
Can do Can do Can do Cannot
usual work: 50% of 25% of work
no extra usual usual
work work work

extra work

PATIENT SIGNATURE:

6. Recreation
o [

[JRecreational Drugs

|2

13 | 4

! 1
Can do Can do
all most
activities activities

7. Frequency of pain
o0

Can do
some
activities

1
Can do
a few
activities

Cannot
do any
activities

|t 12 |3 | =+
I ] 1 1
No Occasional Intermittent Frequent Constant
pain pain: pain: pain: pain:
25% 50% 75% 100%
of the day of the day of the day of the day
8. Lifting
|o |t 12 13 | =
NI() Increased Increased Increased Increased
pain with pain with pain with pain with pain with
heavy heavy moderate light any
weight weight weight weight weight
9. Walking
lo 11 |2 13 | 4
LI T 1
No pain; Increased Increased Increased Increased
any pain after pain after pain after pain with
distance 1 mile 1/2 mile 1/4 mile all
walking
10. Standing
lo |1 ] 2 13 | «
| o T 1 | 1
No pain Increased Increased Increased Increased
after pain pain pain pain with
several after several after after any
hours hours 1 hour 1/2 hour standing

DATE:

Right



Ultimate Spine & Wellness

Patient’s Name: Today’s Date:

Date of Accident:

Briefly describe the accident:

THE FOLLOWING QUESTIONS PERTAIN TO YOU AND THE VEHICLE YOU WERE IN:

Your Vehicle Type: Year:
O Car O Truck Make:
O Van O Bus Model:

[0 Motorcycle [ Other:

Your Position in the vehicle:

Driver

Passenger ------ Location -------- CLeft [IMiddle LIRight
Other [LIFront Passenger [JRear Passenger CIThird Row
Speed of Your vehicle: Why Vehicle was slowed orstopped:
[JStopped [OMoving Moderately O Traffic Signal OParking
OParked [(OMoving Fast [JPedestrian O Traffic
Slowing [(IMoving at approx. MPH [1Stop Sign [IBusy Intersection
Collision Type:

[IDriver Side Impact [THead On Collision

[JPassenger Side Impact [JRear Impact

OFront Impact [JPedestrian Impact

THE FOLLOWING QUESTIONS CONCERN THE OTHER VEHICLE INVOLVED IN THE ACCIDENT:

Other Vehicle Type: Year:

O Car O Truck Make:

O Van O Bus Model:

1 Motorcycle [ Other:

CONDITIONS AT THE TIME OF THE ACCIDENT:

Time of Day: Road Conditions: Visibility:
CIFull daylight CIDry CJExcellent
CODawn COODamp 0Good

ODusk CWet LIFair LIRain CIFair

[INight CISnow Ulce LIPoor

THE FOLLOWING QUESTIONS CONCERN THE MOMENT OF IMPACT OF THE ACCIDENT:
Were you...... Restraints:
CTotally unaware that the accident was impending [ISeat belt
[JAware that the accident was impending [IShoulder harness

[JAware that the accident was impending and braced for it [INo Restraints



THE FOLLOWING QUESTIONS CONCERN THE TIME PERIOD IMMEDIATELY FOLLOWING THE ACCIDENT

Did you lose consciousness?
UYes
UINo

Were you able to walk unaided?

OYes
CONo

In what areas did you feel pain?

Did you feel?

CIDizzy

[IDazed

CDisorientated

Where did you go?
CJDrove home

OWas driven home
ODrove to hospital
[(OWas driven to hospital

OWeak
CINervous
CONauseated

CODrove to work
OWas driven to work
Drove to school
[OWas driven to school

[(OTaken to hospital via ambulance

Name of hospital:

OHead Shoulder OLeft [ORight Hip
[INeck Arm OLeft [Right Thigh
CJUpper back Elbow CILeft [IRight Knee
[OMid back Wrist CLeft [Right Calf
JRibs Hand CLeft [Right Ankle
[IChest Fingers OLeft ORight Foot
CJAbdomen Buttock CLeft [Right Toes
CJLow back Pelvis

In what areas did you experience lacerations (cuts) or bruises?
OHead Shoulder OLeft [Right Hip
OONeck Arm OlLeft [ORight Thigh
CIUpper back Elbow OlLeft [ORight Knee
IMid back Wrist OLeft [CRight Calf
CJRibs Hand OLeft [ORight Ankle
CIChest Fingers OLeft [ORight Foot
[JAbdomen Buttock OLeft [CRight Toes
CJLow back Pelvis

At the hospital, what areas were x-rayed?

[IHead Shoulder OLeft [Right Hip
ONeck Arm CILeft [IRight Thigh
CJUpper back Elbow CILeft [CRight Knee
[OMid back Wrist CLeft [Right Calf
CJRibs Hand CLeft [Right Ankle
[Chest Fingers OlLeft ORight Foot
[JAbdomen Buttock CLeft [Right Toes
CJLow back Pelvis

Where did you experience pain on the day FOLLOWING the accident?

[OHead Shoulder
CONeck Arm
CUpper back Elbow
[OMid back Wrist
[JRibs Hand
[OChest Fingers
CJAbdomen Buttock

COLow back Pelvis

OLeft
OLeft
OLeft
OLeft
OLeft
OLeft
OLeft

CJRight
CJRight
JRight
CJRight
CJRight
CJRight
CJRight

Hip
Thigh
Knee
Calf
Ankle
Foot
Toes

CLeft
CLeft
CLeft
COLeft
OLeft
OLeft
OLeft

OLeft
OLeft
OLeft
OLeft
OLeft
OLeft
OLeft

OLeft
COLeft
COLeft
OLeft
OLeft
OLeft
OLeft

OLeft
OLeft
OLeft
OLeft
OLeft
OLeft
OLeft

CIRight
CIRight
CIRight
CIRight
CIRight
CIRight
CIRight

CRight
CRight
CRight
CRight
ORight
CRight
CRight

CJRight
JRight
JRight
CJRight
CJRight
JRight
CJRight

CJRight
JRight
JRight
CJRight
CJRight
CJRight
CJRight



Was the air bag deployed?
[JCar not equipped with air bag
CJAir bag deployed

CJAir bag not deployed

Position of YOUR head at time of impact?
[JFacing straight ahead

(Tilted forward

[JRotated to the left

[JRotated to the right

Damage to vehicle YOU were in:
OlIncurred minimal damage
OlIncurred moderate damage
OlIncurred severe damage

What position was YOUR headrestin?
JAbove head, high position

CJEven with head, middle position
[OBelow head, low position

Position of YOUR body at time of impact?
(IStraight

O Tilted forward

[CJRotated to the left

[JRotated to the right

AS A RESULT OF THE FORCE OF THE COLLISION, WHICH OBJECTS IN THE VEHICLE DID YOU BODY STRIKE?

[JWas totaled

Head

[ISteering wheel CJIRight door
[ODashboard OLeft door
COWindshield JRight window
CJArmrest OLeft window
[JHeadrest [JConsole

CJRear view mirror

CIFront seat

Left Arm

[JSteering wheel CJIRight door
CODashboard CLeft door
COWindshield JRight window
CArmrest OLeft window
OHeadrest OConsole

[CJRear view mirror

OFront seat

Left Leg

[ISteering wheel CJIRight door
[ODashboard CLeft door
COWindshield JRight window
CJArmrest OLeft window
[OHeadrest OConsole

CJRear view mirror

Patient Signature:

OFront seat

Torso

[ISteering wheel LJRight door
[ODashboard CLeft door
OWindshield JRight window
OJArmrest OLeft window
[JHeadrest [IConsole

CJRear view mirror

LIFront seat

Right Arm

[ISteering wheel LJRight door
[ODashboard CLeft door
OWindshield CJRight window
CArmrest CLeft window
OHeadrest Console

CORear view mirror

OFront seat

Right Leg

[ISteering wheel CJRight door
[ODashboard O Left door
OWindshield JRight window
CArmrest CLeft window
OHeadrest Console

CORear view mirror

Date:

OFront seat




Ultimate Spine & Wellness

Billed Services

Initial Visitand Exam $130
Re -Activation Exam $100
Re - Exam $70
Manipulation 1-2 $60
Manipulation 3-4 385
Manipulation 5 $115
Manipulation of Extremity $60
Electrical Stimulation $76
Massage Therapy 15 mins $20
Massage Therapy 30 mins $40
Massage Therapy 60 mins $75
Manual Therapy $119
Ultrasound Therapy 15 Mins $25...
Other:

Other:

CASH

Jamie A. Grainger, D.C.
1251 S Volusia Ave
Orange City, FL 32763
Phone: 386-668-6321
Fax; 386-775-1452

OFFICE FEE SCHEDULE

Non-Covered Services
Medicare Initial Visitand Exam
Medicare Re-Exam
Initial Medical Nutrition Assess.
Follow Up Nutrition Assessment
Infrared / Laser
Kinesiology Tape
Cupping Therapy
Decompression Therapy
School Physical
X-Ray Cervical - 3 views
X-Ray Thoracic
X-Ray Lumbar - 3 Views
X-Ray Extremities
Additional X-Ray View
Other:

$35
$25
$70
$35
$35
$7
$45
$200
$25
$225
$250
$250
$150
$100

OFFICE FINANCIAL POLICY

We accept cash, check, Visa, Master Card, Discover and American Express.

INSURANCE

Supplies
Hot / Cold Pack

Muscle Relaxer Formula 303
Cryoderm

Ciroflow Water Pillow
Cervical Pillow

Home Traction Cervical
Calming Magnesium Cream
MCHC

Turmeric

Support Adrenals
BioActive Nutritional

CW 0il

TrueEase

Nano Greens

Vitamin Med Weight Loss

$35
$20
$20
$60
$50
$45
$28
$18
$40
$40
$14
$60
$89
$40
$200

As a courtesy we will bill your insurance company for you. All co-pay amounts and deductibles are due at the time of
service. We encourage you to call your insurance company to confirm your coverage percentage and limits. Knowing
your insurance benefits is your responsibility. We will call your insurance company to verify coverage. What we are told
on the phone is not always the same as what they end up paying. You are responsible for any difference between the
billed allowable amount and what we receive from your insurance company.

MEDICARE

I am a Medicare provider. Medicare covers the chiropractic adjustment at 80%. Most supplemental plans pay
the remaining 20%. Medicare and the supplement do not cover the initial exam, re-exams and x-ray fee, this is

the patient’s responsibility.

AUTO ACCIDENT INSURANCE (PIP)

Your auto insurance covers your injuries at 100% up to the limits of your policy. Some policies cover 80%. The

remaining 20% will be collected from the patient.

WORKERS' COMP

Work related injuries must be pre-approved by your employer and insurance carrier. Most new cases need a

referral from the PCP.

CANCELLATIONS

We do not double book. Your appointment time is reserved for you. We appreciate a 24-hour notice on all canceled

appointments. We reserve the right to charge you $20 for all missed appointments.

Patient Signature:

Date:




ULTIMATE

SPINE & WELLNESS

Authorization to Release Medical Information k&%

MEDICAL RECORD NUMBER:
Patient Name PREFERRED METHOD OF REASON FOR RECORD
Alternate Name DELIVERY O Medical Care
Birthdate U Mail Q Benefits
Current Address 1 Fax (386) 775-1452 3 Litigation
) U Pick-up O Workers’ Comp
Daytime Phone #
U Secure Message* Q Individual Request

Email address *Email address required Q Other
| AUTHORIZE INFORMATION RELEASED FROM: PLEASE SEND MY RECORDS TO:

Ultimate Spine & Wellness
Name of Office Facility to Receive Information

(386) 668-6321
Telephone Fax Telephone

1251 S. Volusia Ave
Address Address

Orange City, FL 32763
City, State, Zip City, State, Zip

Type of Information to be Released rhere may be fees for providing copies.
O SPECIFIC INFORMATION ONLY, INCLUDING:

___PapResults ___Radiology Reports ____Immunizations ___ Operative Report Dates:
___Mammogram Reports ___History and Physical ___OB/GYNRecords __ Pathology Report Dates:
__Medications/Therapy ___Genetics/Amniocentesis ___ Other: __Ultrasound Report  Dates:
___lab ____Office Visits

U GENERAL MEDICAL RECORDS (FROM THE PAST TWO YEARS ONLY)

PROTECTED OR SENSITIVE INFORMATION. Certain information cannot be released without specific authorization. Please initial below if you

agree to release the following:

___lrecognize that the information disclosed may contain DRUG/ALCOHOL information that is protected by federal and state law. | specifically
consent to disclosure of such information.

___lrecognize that the information disclosed may contain MENTAL HEALTH information that is protected by federal and state law. | specifically
consent to disclosure of such information.

___lrecognize that the information disclosed may contain data regarding HIV/AIDS testing. | specifically consent to disclosure of such
information.

___lrecognize that the information disclosed may contain data regarding GENETIC TESTING. | specifically consent to disclosure of such
information.

PERMISSION TO FAX INFORMATION: | specifically consent to the faxing of my medical records. All faxed material will contain a confidentiality
statement, however, | understand confidentiality at the receiving end cannot be guaranteed. Initial:

| understand that | may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain health care services
or reimbursement for services. The only circumstance when refusal to sign means | will not receive health care services is if the health care services
are solely for the purpose of providing health information to someone else, and the authorization is necessary to make that disclosure. My refusal to
sign this authorization will not adversely affect my enrollment in a health plan or eligibility for health benefits unless the authorized information is
necessary to determine if | am eligible to enroll in the health plan.

| understand that | may revoke this authorization at any time (except to the extent that action has been taken relying upon it) by writing to
the HIPAA Privacy Officer at the Administrative office (see reverse). Once information is disclosed pursuant to this authorization, it may be re-
disclosed by the recipient without my knowledge or consent. However, federal or state law may restrict the re-disclosure of HIV/AIDS information,
mental health information, drug/alcohol conditions, or genetic information. If | revoke my authorization, the information described above may no
longer be used or disclosed for the purposes described in this authorization. Unless revoked earlier, this authorization will expire 180 days from the

date of signing or on (insert applicable date or event).
Signature of Patient or Patient’s Legal Representative Date
Print Patient’s Name or Name of Patient’s Legal Representative (if applicable) Relationship to Patient

Form #111 2016-03



L, ULTIMATE

SPINE & WELLNESS

ASSIGNMENT OF BENEFITS

| hereby assign from any and all automobile insurance policies which provide medical benefits or no-fault benefits,
all benefits, rights, title and interest to “Ultimate Spine & Wellness” as Assignee, for services rendered unto me
both by reason of accident and illness. This document is to act as a limited assignment of my rights and benefits to
the extent of the services provided by the Assignee and in no way should be construed as a delegation of any
duties or obligations under said automobile insurance policy by the Assignor to Assignee, or a delegation of any
conditions precedent under the above-referenced insurance policies.

ASSIGNMENT OF CAUSE OF ACTION

In the event my insurance company fails to pay Assignee the full amount due and owing to Assignee after notice is
given, | hereby assign and transfer to Assignee any and all causes of action in tort or contract and proceeds from
such causes of action, that | might have or that might exist in my favor against such insurance company and
authorize Assignee to prosecute said cause of action either in my name or Assignee’s name and further | authorize
Assignee to compromise, settle or otherwise resolve said claim or cause of action as they see fit.

DIRECTION OF PAYMENT

| hereby authorize said insurance company or attorney to pay directly to Assignee the amount of this and/or any
future bills for services rendered to me. | also agree to pay in a current manner any difference between the total
charges and the amount paid by the insurance company directly to Assignee. | further agree to pay any applicable
deductible or co-payment not covered by my insurance. In the event that | do not have insurance coverage, |
understand that | remain personally responsible for payment of services rendered. | hereby further give an
irrevocable lien to said Assignee against any and all insurance benefits named herein and any and all proceeds of
any settlement, judgment or verdict which may be paid to me as a result of the injuries or illness for which | have
been treated by the Assignee.

PIP LOG REQUEST

| hereby authorize my insurance company to release any information requested that is pertinent to my case to
Assignee. Pursuant to the applicable Florida Statutes, Florida case law, the subject policy of insurance and in
conjunction with this document. | hereby request a copy of the PIP log, Declaration Sheet and a copy of the
insurance policy, which reflects the policy limits available at the time of the accident to be provided to Assignee.

RESERVATION OF BENEFITS

Please be advised that | am here by placing you on notice that, pursuant to Florida law, should you deny, reduce or
fail to pay either a portion of or an entire bill submitted on my behalf from this Assignee. | am requesting that you
reserve, or hold aside, that same amount until this dispute isresolved.

RELEASE OF INFORMATION

| hereby authorize Assignee and / or her office to disclose / release any information concerning my injuries
protection by the Health Insurance Portability and Accountability Act to a requesting party with a properly
executed medical records release.

If any term of the Assignment of document or the application thereof to any person or circumstances shall be
determined invalid or unenforceable, the remainder of this Assignment shall not be affected thereby, and each
term and provision of this Assignment shall be valid and enforced to the fullest extent of the law.

PATIENT NAME SIGNATURE DATE

GUARDIAN NAME SIGNATURE DATE

DOCTOR NAME _SIGNATURE DATE




OFFICE OF INSURANCE REGULATION
Bureau of Property & Casualty Forms and Rates

Standard Disclosure and Acknowledgement Form
Personal Injury Protection - Initial Treatment or Service Provided

The undersigned insured person (or guardian of such person) affirms:

1. The services or treatment set forth below were actually rendered. This means that those services have already been
provided.
New Patient Consultation, examination, manual therapy, electrical stimulation,

laser therapy and mechanical traction, physical exercise, x-ray

I have the right and the duty to confirm that the services have already beenprovided.
| was not solicited by any person to seek any services from the medical provider of the services described above.
The medical provider has explained the services to me for which payment is beingclaimed.

If I notify the insurer in writing of a billing error, | may be entitled to a portion of any reduction in the amounts paid
y my motor vehicle insurer. If entitled, my share would be at least 20% of the amount of the reduction, up to $500.

go oA~ w N

Insured Person (patient receiving treatment or services) or Guardian of Insured Person:

Name (PRINT or TYPE) Signature Date

The undersigned licensed medical professional or medical director, if applicable, affirms the statement numbered 1 above
and also:

A. I have not solicited or caused the insured person, who was involved in a motor vehicle accident, to be solicitedto
make a claim for Personal Injury Protection benefits.

B. The treatment or services rendered were explained to the insured person, or his or her guardian, sufficiently for that
person to sign this form with informed consent.

C. The accompanying statement or bill is properly completed in all material provisions and all relevant information has
been provided therein. This means that each request for information has been responded to truthfully, accurately, and in
a substantially complete manner.

D. The coding of procedures on the accompanying statement or bill is proper. This means that no service has been
upcoded, unbundled, or constitutes an invalid or not medically necessary diagnostic test as defined by Section 627.732
(15) and (16), Florida Statutes or Section 627.736(5)(b)6, Florida Statutes.

Licensed Medical Professional Rendering Treatment/Services or Medical Director, if applicable (Signature by his/ her own
hand):

Jamie A. Grainger, D.C.

Name (PRINT or TYPE) Signature Date

Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of Claim or an
application containing any false, incomplete, or misleading information is guilty of a felony of the third degree per Section
817.234(1)(b), Florida Statutes.

Note: The original of this form must be furnished to the insurer pursuant to Section 627.736(4)(b), Florida Statutes and may
not be electronically furnished. Failure to furnish this form may result in non-payment of the claim.

OIR-B1-1571
Pub. 1/2004
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