S

J NEXUS

S SpineﬁSport

52935 Mound Rd. Shelby Twp., M1 48316

Info@NexusSpineSport.com

C:586-232-1055 F:586-232-1058 Date:

NexusSpineSport.com

Patient #

Automobile Accident History

| Email May we send you our online newsletter? | yes | no

Last First Middle Initial Birth Date Age

Address City ST Zip

Phone (H) w) (C)

Occupation Employer

Spouse’s Name Business/Employer Spouse Phone:

Who is your primary care physician? Address:

Phone: Date of last physicallexam? With Whom?

Date of Accident: Time of Accident: am/pm Daylight ~Dawn " Dusk [ Dark
Road conditions at the time of the accident: ~'Wet (Dry Snow (lce ' Other

Was the accident on the job? [Yes ~No Where you in a company vehicle? = Yes _No

Where were you seated in the vehicle? Driver [Passenger ' Rear-seat ' Other

Were you aware of the approaching collision prior to impact, or did it catch you by surprise? ' Aware [ Surprise
Did you lose consciousness upon impact? ' Yes INo Did you experience a flash of light or explosion in your head? Yes

Did the police come to the accident scene? ' Yes No Is there a police report? Yes No

Did you go to the hospital? ( Yes [ No When? " Immediately ~__ hourslater —__dayslater Which hospital?

" How did you get to the hospital? How long did you stay in the hospital?

What did the hospital do for your injuries? (collars, splints, x-rays, medication etc.)

What areas were x-rayed? What was their diagnosis?

What did they recommend for follow-up care?

Was any other doctor consuited after your accident? “IYes “No If yes, please complete information below.

Dr. Specialty? Date first seen:
~Type of treatment: Treatment frequency: How long did you treat?
Dr. Specialty? Date first seen:

Type of treatment: Treatment frequency: How long did you treat?

| Were you wearing a seatbelt? _Yes _No If yes, did you receive any injury or bruise from the seat belt? _Yes _No
| Did your head hit the head rest during the accident? [\Yes _No If adjustable, was the position of the head rest altered? _Yes _No

| Was the seat adjustment altered by the accident? _Yes _No Was the seat broken by the accident? _Yes _No

Did the air-bag deploy? _Yes "No If yes, did it strike you? _Yes _No If yes, where?

| Which way was your head pointing at the point of impact? _Straight _Right _Left Body? ['Straight CRight Left

Where were your hands? _One on the wheel _Both on the wheel _Not Applicable

Were you wearing a hat or glasses at the time of impact? ([ Yes ( No If so, were they still on after the accident? [ Yes [ No




NN

List the year, méke and model of the car you were in: YEAR: MAKE: MODEL:

Was your car stopped at the time of impact? (Yes _No If yes, was the driver's foot on the brake? _Yes _No If no, estimate the speed of
the vehicle you were in: mph

If your vehicle was moving at the time of impact, was it: Slowing down Gaining speed  Steady speed

th the ear, mae an model of the other car: YEAR: MAKE: MODEL:
Was the other car moving at the time of impact? (Yes "No If yes, what was the approximate speed of the vehicle :
OSlowing down  “Gaining speed  “Steady speed

mph
At the time of impact, was the other car:

Please describe, to the best of your knowledge, what happened during this accident.

You may draw the accident here

Dr}r th automlle you In: Name of their auto insurance:

Policy #:. Claim #:

Auto insurance phone #: Name of insurance adjuster:
Driver of the other vehicle: Name of their auto insurance:
Policy #: Claimi#:

Auto insurance phone #: Name of insurance adjuster:

At the time of the accident, did you become or experience any of the following? Confused _Disoriented LLight headed _Dizzy
NNauseated [Blurred vision _Ringing/Buzzingin ears _Loss of balance _Other:

Do you still have any of those symptoms? _Yes _INo If yes, which ones?

O Headaches/Migraines | OO Neck Pain O Upper Back Pain O Shoulder Pain O Midback Pain

O Low Back Pain O Depression O Buzzing In Ears O Arm/Leg Pain O Jaw Pain/Clicking

O Dizziness O Fatigue O Loss of Memory O Cold Hands/Feet O Numbness/Tingling

O Loss of Smell 0 Irritability O Digestive Problems O Joint Pain/Stiffness O Menstrual Problems

O Pinched Nerve O Loss of Sleep O Loss of Balance O Chest Pain O Light Bothers Eyes

O Fever [ Nervousness O Vision Problems O Urinary Problems O Sleeping Problems

O Paralysis O Tension O Fainting O Pins/Needles Feeling | O Stomach Upset

0 Difficulty Swallowing | O Sciatica O Sinus Pain O Sore Muscles O Head Feels To Heavy

O Other:




1* Body Part: ’llease rnéfiiareas of pain on the ﬁgurf below

Date symptom first appeared: {

How often do you experience these symptoms?  Constant 100% [ Frequent 75%
Intermittent 50% " 'Occasional 25% | Rare 10%

What makes symptom increase?

What makes symptom decrease?
Type of pain? “'Sharp Dull Aching “1Bum " Throb " Numb ' Other

| Please rate the intensity of your symptoms (0 being no symptoms, 10 being extreme) " Y

000010002000300040005000600070008000900010

|
|

| Type of pain? _Sharp _Dull “Aching _Bum _Throb _Numb _Other

Where does pain radiate to? X

7P‘I;ase mark areas of pain on the figures bel
2* Body Part: — Pl = - llt
Date symptom first appeared: i ‘_}' L |

How often do you experience these symptoms? ~Constant 100% Frequent 75% ¢ \
Intermittent 50%  1Occasional 25% Rare 10% Mot

What makes symptom increase?

What makes symptom decrease?

Please rate the intensity of your symptoms (0 being no symptoms, 10 being extreme)
000010002000300040005000600070008000900010

Where does pain radiate to? X
N LA 4
Pl i
3* Body Part: L ease m/a‘fif\amas of pain on the ﬁgurﬁf below

Date symptom first appeared: i

How often do you experience these symptoms? ' Constant 100% [ Frequent 75% \
Clntermittent 50%  /Occasional 25% | Rare 10% IS |

What makes symptom increase?

What makes symptom decrease? AR \ R

Type of pain? _Sharp “Dull “Aching “Bum _Throb _Numb _Other wh ) W

Please rate the intensity of your symptoms (0 being no symptoms, 10 being extreme) ) hit e
000010002000300040005000600070008000900010 '

Where does pain radiate to?




Job involves: [iSitting _Standing
Physical activity at work: _Sedentary  _Light manual labor ~_Manual labor _Heavy manual labor
Have you missed any time from work due to the accident? _Yes _No Ifyes, how many days? Dates:

Be
3k

How long? _Lifting How much? _Bending _Twisting _Tuming Stooping

Are your work activities restricted as a result of this accident? _Yes _No If yes, please explain.

Do any of your work activities aggravate your present main complaints? [ Yes _No [f yes, please explain.

Do you smoke? “yes “no If yes, how many packs per week?

Do you consume alcohol? ~yes “no If yes, how many drinks per week?
Do you consume caffeine? “yes “no If yes, how many drinks per day?
Do you exercise? “yes “no If yes, how many times per week and what type?

Have you ever smoked in the past? Cyes no When did you quit?

| Do you have a high stress level? “yes “no  If yes, list reasons:

Please list any medications or vitamins you are currently taking (including dosage).

Frequency: Dosage: What is this for?
‘ . Frequency: Dosage: What is this for?
Frequency: Dosage: What is this for?
“ Frequency: Dosage: What is this for?

At this time, to the best of my knowledge, | am not pregnant, and | consent to radiographic pictures if necessary.

Patient Signature Date

Patient Signature Date

I understand the information contained within this form and guarantee this form was completed correctly and to the best of my knowledge.

Zl‘\’, NEXUS
V. Spine&Sport



ASSIGNMENT, LIEN, AUTHORIZATION OF INSURANCE BENEFITS AND POWER OF
ATTORNEY

Name of Patient: Date of Accident:

I hereby authorize and direct any insurance company and/or my attorney to pay directly Nexus Spine & Sport such
sums as may be due and owing the office for services rendered to me, both by reason of accident or illness, and by
reason of any other bills that are due this office, and to withhold such sums from any disability benefits, or any other
insurance benefits obligated to reimburse me or from any settlement, judgment or verdict on my behalf as may be
necessary to adequately protect said Office

I hereby further give a lien to said Office against any and all insurance benefits that I may be entitled to and any and
all proceeds for any settlement, judgment or verdict which may be paid to me as a result of the injuries or illness for
which I have been treated by said Office. This is to act as an assignment of my rights and benefits to the extent of
the Office’s services provided.

I hereby assign all of my interest and rights to PIP benefits, which shall include, but not be limited to the right to file
a PIP suit or seek arbitration for PIP benefits relative to treatment by said Office. I hereby assign and transfer to this
Office any and all causes of action that I might have or that might exist in my favor against any insurance carrier
that may be liable for payment of PIP benefits, and authorize this Office to prosecute said cause of action either in
my name or in the Office’s name and further I authorize this Office to compromise, settle or otherwise resolve said
claim or cause of action as thy see fit. Further, in the event that the within assignment is not consented to by an
insurer or in any other manner is held invalid by any party, arbitrator or any other person, I hereby give this Office
the power of attorney to bring any arbitration proceeding or suit in my name on my behalf as if I had filed such
action myself. I further agree to fully cooperate with regard to prosecuting such action or proceeding.

I understand that I remain personally responsible for the total amounts due the Office for services, subject to
Michigan. I further understand and agree that this Assignment, Lien, and Authorization does not constitute any
consideration for the Office to await payments and they may demand payments from me immediately upon
rendering services at their option. I further understand and agree should I receive any payments made on my behalf
from any insurance company I will endorse the check over to Nexus Spine & Sport within 30 days of my receipt of
same and fully understand that failure to do so will result in collections procedures against me.

I authorize this Office to release any information pertinent to my case to any insurance company, adjuster, or
attomey to facilitate collection under this Assignment, Lien, and Authorization, so long as the request is submitted
in writing. I agree that the above mentioned Office is hereby given Power of Attorney to endorse/sign my name on
any and all checks for payment of my doctor’s bill. I further authorize any insurance company and any other
physicians who have treated me for this accident to provide this Office with any documentation needed, with regard
to the payment of my bills.

Date: Patient Signature:




To:

Re: Medical Reports and Doctor’s Lien

I authorized the above doctor and/or their authorized representatives to furnish my attorney, any attorney or
attomeys who subsequentialy are either associated with the said attorney or substituted in their place, with a full
report of my examination, diagnosis, treatment, prognosis, itemized bill of charges incurred, etc. in regard to the
accident in which I was involved on , and hold the above doctor free and harmless
from any liability in such transfer of information.

Out of the proceeds of the settlement and/or judgment in my claim for personal injuries, I hereby assign, set over
and transfer to the above doctor such monies due and owing to him or the group for medical, chiropractic, x-rays,
physical therapy, supplies and/or laboratory fees rendered to me, either by reason of the above accident or otherwise.
I further give to the above doctor a lien on any and all funds received by me or in my behalf in association with the
settlement or satisfaction of judgment arising from claims presented on my behalf.

I fully understand that I am directly responsible to said doctors/group for all medical bills submitted by them for
services rendered to me. I further understand that such payment is not contingent on any settlement, judgment or
verdict by which I may eventually receive said fee. In the event legal action shall be brought in order to enforce this
lien, then the prevailing party shall be entitled to reasonable costs and attorney fees in addition to any judgment
rendered. It is acknowledged by the undersigned that this assignment and lien is further consideration for the
services rendered by the above doctor in addition to the obligation to pay for the medical services.

Patient’s personal injury claim medical payments are hereby assigned and will be paid directly from the insurance
company to Nexus Spine & Sport.

Attorney agrees to notify the doctors immediately of the name and contacting information of any attorney
substituted in his or her place.

PRINT PATIENT NAME DATE

SIGNATURE OF PATIENT

SIGNATURE OF PARENT/GUARDIAN



ACKNOWLEDGEMENT OF ASSIGNMENT AND LIEN BY ATTORNEY

The undersigned being the attorney of record on his own behalf and on behalf of any other attorney or attorneys who
are associated with the undersigned or who are substituted in his stead for the above patient, does hereby
acknowledge receipt of a copy of the assignment and lien, and said attorney acknowledges that he/she obligates
themselves to the terms of the assignment and lien in consideration for the rendering of medical services to their client
by the above doctor and rendering of a report and bill to said attorney. In the event legal action shall be brought in
order to enforce this lien, then the prevailing party shall be entitled to reasonable costs and attorney fees in addition to
any judgment rendered. A photographic reproduction of this authorization may be used in place of the original. No
charges or alterations of the monies billed herein will be accepted unless confirmed in writing by the doctor. Please
date, sign and return on copy as soon as possible to the above referenced medical provider of service in order that
treatment can continue on the herein contained lien basis.

ATTORNEY'’S SIGNATURE DATE



