
SeNoy Plews Cnnornecrrc Cmuc
2697 SANDY Pr.{rNs RoAD, MAPJEmA cA 30066 | TZO-97l,-l1'b

PERSOT{AL II{JURY QUESTIONANAIRE

PHONE:NAME:

ADDRESS: CITY/SI-ATE/ZP:

EMPLOYER'S NAMVADDRESS:

YOUR AUTO INSURANCE CO: POUCY #
AGENI-S NAME: PHONE: (_)
NAME ON POUCY (if other than setf):_ MedPay? rr Yes LrNo irIdon'tknow

RESPONSIBLE PARTYS NAME/ADDRESS:

INSURANCE CO:

AGENT'S NAME:

POUCY # :

PHONE: (_)
POUCY HOLDER'S NAME (if different):

CLAIM ADJUSTER'S IIAME :

CLAIM #:
PHONE: ( )

ATTORNEY'S NAME:

ADDRESS:

PHONE: ( )
CITY/STATE/ZP:

IT{JURY IilFORMATION

NATURE OF ACCIDENT: r. r Auto (please bring @py of acddent report) tl Work-rehted u Other
DATE OF INURY: l_ I_TIME OF DAY IT OCCURED:

Please write a brief description of how your injury occuned:

Did you have any physical complainE BEFORE the accident? ! Yes I No If yes, please explain:

Describe how you felt:
. DURING the accident:
. IMMEDIATELY AFTER the accident:
o LATER THAT DAY:

o THE NEfl DAY:

What are your PRESENT cornplaints and symptorns?

Do you have any @ngenihl (from birth) Factors which relate to this problem? ij Yes E No If yes, please describe: 

-
Do you have any previous illnesses which relate to this case? ! Yes ii No If yes, please describe:

PERSoNAT IN.ruRy QUESnoNNAIRE I Page 1 of 3

AGE:_DATEOFBIRTH: / /_SE(: SS# - -

Were Ulere any wihess€s? L Yes I No Wifless Narnqs):



Have you ever been in/olved in an auto accic,ent befue this orle? tr yes tr ll,o If )res. phase irdude dates and types of
accidearts and injuries:

Werc you gi\ren Ernergency Medkal Care at Op aaident site? a Yes !, No

Did ),ou to the hcpilEl? [ Yes t] No If ]res, please give details:

Ha\€ you been ueaH by arnther doctor sin@ the accident? D Yes n No If yes, please proviJe docb/s narne. address and
ptpne number:

What type of treatrnent dkj you receive?

Are you experierEirE arry of the following SINCE the accident? (mark all that appy)

! Neck pain

! Shoulder pain

tr Chest pain

I Arm/elbow pain

tl Wrist/hand pain

il Back Pain

D Upper back pain

I Mid back pain

tr Low back pain

E Hip pain

n Knee pain

n Anklefoot pain

n Anxiety

C Depression

tr lritability
! Nervousness

! Blurry vision
! Eyes bothered by light
! Dizziness

Ll Ringin&/buzzin8 in ears

O toss of Balance

fj Loss of smell
D Loss ofTaste
! Breathing problems

O Shortness of breath
Ll Constipation

O Oiarrhea

i] Digestive problems

D Stomach upset
! Urinary difficulties
! Face flushed
6 Fainting
i Fatigue

! Fever

tr Head seems heavy
! Headaches

U Memory loss

l] sleeping problems

ll Sore throat

ll Tension

D Cold feet
tr Cold hands

li Cold sweats
! Numbness in fingers
tr Numbness in toes
tr Pins/needles in

arms/hands
tr Pins/needles in legsfeet
! Other:

Since the injury occund, are your syn@ms: ! Impro/irE rl C€ttirE worse 0 $e Sarne?

Please mark on the diagrams beloltr where you feel your pain, Use appropriate symbls represented below.

Numbness -- Pins & Needles oooo Buming )ooo( Aching **** Stabbirg llll

(

-.-l 7

(

\

t\\6
H*r,:

t:
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Have you l6t Urne from work AS A RESULT OF this acllent? ! Yes tl No If yes, please complete the fidlowing:

Type of employment:
Present salary:

Are you being compensated for lost work tinre? r-, Yes I I No If yes, what?

Do you notie arry adivity re*ictbns as a result of this injury? Lr Yes i-r No If yes, phase describe in detail:

Please describe any other pertinent infornration about your accident:

Are you pregnant? ! Yes r No rr l,lot applicable / Male

Have you ever seen a Chiroprador? ! Yes ! No

COMPLETE THIS SECTION IF THIS WAS AN AUTO ACCIDENT:

Were you the .-. ! Dri\€r ! Passenger / in the rlFront Seat L-l Back Seat?

How many people were in the vehide? 

- 

Were you wearing a seat belt? n Yes ! No

what direction were you headed? ll North ll South Ll Ea$ n west On what sEeet?

What direction was the other vehicle headed? ! North u South ll East ll West On what street?

From where were you struck? ll Behind u Front ! Leftside n Rightside

Approximate speed of YOUR car: 

-mph 

/ Approximate speed of OTHER car: 

- 

mph

Were you knocked unconscious? D Yes Ll No If yes, for how long?

Were the poliae notified? l] Yes il ll,o

Signature of htjent or ParenvcuardianPrinted Name of Patient Date
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Last dary v,orked:



@NFIDENTIAL
HEALIH INFORMATION

Please all0w our statf t0 photocopy your driver,s license and insurance details
All infonnati0n you supply is conlidential. We compty with all lederal pri\acy standards

Pleas€ print cleerly.

Haye you 80rl3l,ltsd a chimpraEtor telore?

Oto O yes

Sardy Pf ains Chirop€ctb
2697 Sandy PlairE Rd.

MarieIa, GA 3IXE6
Ph [r70) 971 _1356

Fax frrol5A-8569
wwuasa@aiEariro.cori

Today's oate (MiUOo/Yil yy)
Pdtienl llumber (6.c E d.r)

Whom may ae lhanl tot rerenio! you? WEn? ll so, r'lDm?

Rrcr
O ArrE ic kdh O Atalon l,Hilt O Asian O gt* or Atri€r ArE ican

O mtve mmiizr O Ohs Pao'tic tstards O oti's O r/\/hib

O ftdine to arm

Age
GendEr

O l,hte O lsrBie
E$niBily

O Hisparic or lalino

O Not Hispanic or Latino

O Octine to specrtyBidn Dale ([[iV0D/YYYY)

Your Lasl I'lame Your Social Securily tlumbel
Smotin0 S:trlG (agc 13 ard oy )
O naer e Smotq O foms Srn*a
O Curnrl trwy OaySrr*a O Cunern Sonr Oay gnorer

O Heavy $mkr O ri6 vrnte

sribl $tahE O t\4arrisd

OSingte O Divorced

O widovred O Sepanld Prelened Languaqe

Your tirsl llame You Middle ,aam? (or lnitial)

Address

City Stale/ftoYincE ZIPlPoslelCode

Home Phone Cell Phone SpGrseb ilame

EmailAddress Child's ilamr and Age

Emerqencl Confacl Emergenc, ConhEt's Phooe

Your 0ccupalion Child's ilame and Age

Yo!r Employer

Slal8/FmYince zlP/PostdlCode

Wo* Phone

fa, m Eonlacl you at rolt?
O yes O tlo

Prsltrled mslhod ol soolaEu

O Home Phone Ocdt Pnone

Owork PhorE O EnEil

oozl!g
mz
{

m

q
-

=-noT
=Ioz

Address

City

himary Care ProYider's llame

lns!rance Caniet PoliGt ll!mbor

lnsured's Last llame Sirrh oate (MlloD/YYrr) Who canies lhis poliry?

OSel, O Spouse O Parenl

lnsured s Firsl l{ame lnsured\ tliddle Name (or lnilial)

hsllred's Employer

Address

ECity Shte/PmYiocc ZlP/PosblCodt Employer's Phone

Child's xams and Age



nc.sa dclrtibe tour Prim.ry Compleid in ltc specc b€lor. lb! [lE Secondarr and tdditioml Gomplair [or.8 il ltct 3Dply.

ftll|nrt C nhH ScGoaOry cGrel.let ldaitoml Cdnhht
*E Eittsy sft$sntd Bulfled lIB t0 s.Etlare .I}Es€tfldayWSon 

trc EsnpEd m lo s€*taE n?aditiod s]npun tM trm$d rml0 seet(cae

lo{hy is:-- loday rs:_ today 6:_

tacatu
ft\/tErc do6 il hurt?)

Cich ltE area{s) [rl tlr
illllstrdln.
'{I lor aursnl ond(ion
1C lor cd'diliru owidlctd
a :re D6

ftl. aE Ul! ]!alt ol (i{ttrl carct!):

Qln arciturt cr inlury

O hbrt O Aro O $Er _

ll .l!fi! rlsrlt ol{& lr cHrl:
Qln aidan or inlury

O Yto* OAuoOft{_

l lfl&?rl rl d (rrtlr Glrsle):

OAn nidtrtt fi iniury

O vvdr O Aro O 0urr _

OA Hrsening lmtBm probicn

Ollriru€cir Ot*rEss O0tr_
OImrsgir€ toog+m probtrn

OA'| ltlEdir OYt rEls Oor'_
OA mr$rrng lstslem prod€m

OAr irkEs in: O t{dtrrss O oEr _

or$t 04hm did fqr liIs ndice yolr onrcflt onscl (V{hrfl dd you lir$ notice your currcot 0lB8l (lttEo did you iirsl nolrce your orrr$l
sfrptms?) q/n$ofi6?)

PriI bfl& ond Mlr Fu donelo dierr
tr ryUqTE?)

O huin rEdEfn O rotr,En

O orrteoruals O OtE(rf)

OttflE@lt'glEfr Oi&
Oftl6.dlEg Oxe
Ossry Ott*
Org

Bto mndut3 {tthd tap tu, turE b diele
fE s11lflon6?)

O k$irtnmfrin O logrllIe
O 0ertr-mnrc6 O Oxf.to
O tbrE@arErrtu Oie
Onyitrxrry Ote
Osrqy O*a
Oms

Prir bEf,trtc tlurd tBlD you done l0 elie!€
tE srrrwr6?)

O PEsuiran fl#in OlaIIurc
O otFremrutuo O orqrdb
O tbr:gt,EnG O l&ry
On+ura Otn
OsrFy OtH
Oos

1. WlEt eliE slrould Sardy PIaiN Ctiropractc knor abod your qmEnt condiliofl?

2. Hor dols ymr anai c8[dition iol3rlslt rltt I .:

lllort or catrs:

Recreational adiYilies:

HoE8iold rEpursiill{iea:

P!rsoml rclaliorBhiF:

3. Rdilr ol S}lbrE
Chlr0petic care hoa8s rfl fE iob0r8 d your n€rvq$ rysten, *tidr coofols and regoldes y0ur Ertirc body. Please &fun ltE cirde basi& any condition tiBl youlr
tLd 0. clrrm1y thn and inilial t0 tE riqtt.

..h..do'IrL.l

O Oosteooom:is

O O Kn€e Iniuri€s

l. bJ.ta.t
O OAuidy

c. kIoraaDd-
Ita llri
O O Hr$ ood

pressurc

t. n .ttuy
O O Asrm

!. oiGlitrt

O O AnoBii/Uilimb

t.saf
tllh
O O Eturedvrston

t. Sri

O O stin canra

tI l!. lE lh lha lh. tta lt lI Lr
O OAnhrilis O OScohosis O Ol&dpair O O Bd problrrrE O O Hip dis0rde6

O O F0ouantle pain O O Slnulder UobenE O O Elbolr/rrist pa,n O OT[,1] isuss O OPoflpogurc

xorr O

xoxr O
Patir[t namE

mrto

ooO lleidcheoO O Deoression

H";arlbuO O Food sercilivitiesO O ulcel

llri roxto
O NumhessoO O Pil6dtd

O O DrarrheaO Cor$ipaliono
ll. L- lt- lLr.
O O Los otsaetl O O Loss ol tasle

lI llri td lli
O ORingiog i,r ears O O iuarlng tos

O OnashO O |hir tossO O rccrsO O Psorlasis

ooO 8rub/ssflEO OAsEa

Diziness

lI lti
O O Lo*bhd

pr€s6ute

lL lh. lE lli
O O Hidr dde*ol O O Poor oDJrlir oo

O OtBhtI

O O Chronic ear
inhdiofl

O O Asre

tH th
O OErassi'e

bruising

lla l!.

A\irE

$ldllss
ol bndh

o
lht

O O Pruu{rmia Patiad Iunbor

Doctor! hitialr

S.nl, Plaim Chlm!fftb

w

iofiO

roiE O

*orr O

oo



(C*harafuW)
i. hd!.rh.
lU lhr. tH th
O O Thyrord,ssues O O lrryru.[E

i. GGrn .ri.., disordec

lia rii rE rh-
O OKrd,Eyslooes O O h,ertrtity

i.Mhilol
llth tH x',
O O Farnlino O Ot* Itido

lE llr.
O O Hypoqtycmia

O O Poor appel e

,or lErc lhd in lie prsl a tlarc ns*

7. &brrc
AEtqj dbtc lo r,fldicdidE?
rtb
O O nv" or,.cril

O O €,edirrO Beducllingo

i.dedim

lta th
O O ftosLte isi.*s

oo

oo

Itra lhi lEllD
O O S{otlei gtas O O Low energyF,queo

l5 116
O OP ts symploms

Weai(ntssooFalique

rurO

rEo

ruo
dlslunclion

lI ltia
O Osud(ho rsd{

oarn oss {ci*
Pasl P!l!o'r], fsDill ard Sca.l Hiiorr
Please rfrntity you pasl tEalth hisro,y, includr;g acd&nts, injuries, illn€sses and lredmnls. phase ctrnptele e&h s€dion lulty.

, t.lll .rrs: ChectSE ilkt€sses

lh. thoooooooo

oooooooooo"oooooooo
<UU
2aa
O lJ \-./ara\n
Foooo,oooooooooo,oo

oooo..oo

ADS

AlcdplM
Xleu€s
ArEiEle'6is
Cance!

Chijcfl por

oiah
EFleF,

GEr([rB
Gt8t[
Gon

lledl diseese

H€pA b
t[V P6itire

i&hh

Tuberculosis

5. otGr$o!3
Su,qid inac[YErtiolE, riidl rry or
rEy not lE,e in&ld ho6pibtidim.

O appff nnnvai

O qrpssurpy
O cze t
O Cosnaic surgery

O Ehiw srrpry: 

-

O rye su4ery

O ttysoaony
O ncffrah,
O spine

6. Ih.lrlorrs
Ched fE ones yotle r€iti'/ed in ttE
Pt{ ol arE rEcoiviflg Bnuttly.

&e lsI &r alrilsridm oa{}6rE
l.4 r4trrG. EqirE sBltE.i
rrE6l

le€rTrBnid

tllcer

0ttrr:

Errr T

O Q Aarqruure
O O miuaics
O O Binncunrotpitts

O O Elood tmnstusions

O O ctrandEray

O O ChimoGdic cac

O O DiiFis
O O tuta
O O Ho{mopaf'y

O O Horme replacnrgt

O O tnhd€,

O O i,t@ttrrdey
O O Ph6ical$Enpy

O O ltUius
o
o

To{tsilledory

Yas€d0ny

lleashs

luti&ScHGis
lfun$
Polio

tsBrrdlc brEr

S.ulthrr
Sadtyts r$iEd dsr6
Srch

E. lniu.i6
tlale you e\|er

O ttao a traauru or tr*en oorB O
O tgd a spm or ncrve disorer O
O 8ecl lq|odcd umorsciorE O
O &en injured inar accidEn O

Usd a crddr or otEr g$port

thed rpd oi B bEino
fi€reived a letm
rbd a b@ pierciQ

g- Frmiry Hkiort
Sofip hedh iss{t€s ae lEEdibry. Tdl S dy PlaN Chircprdtic abod UE ltafih ol rsr imrEdde bnity m{yhG.

Reltlirc llE (f lieir!) StatB 0f hlalli lllnelses llrrtda'l'l Ceula ol deafi
I*rl ltlEoooooooooooooo

oooooooooooooo

=tf

MdtEr

fa$tg

Sisler 1

Si$tr 2

&dEr 1

Brdher 2

10. Are tilre ait olier hsrEdit!ry healtlr isslla Ulat you bor abod?

Patie nalns

Patisrl llrmicr

O AJI dier systeflB neqdiE

Doctorl htisb

Srndf Plilios Ctlropr..dc

fl. Socirl llbhlf
Tell SrEy narB Chirmrdh aiot lqrl ftBm hafib dld Sess leids

J
3o
o
@

Alcotrol 16€ O hily
cofteusr Ooaily
Tomuse ODaily

Arrcisin9 OD6ily

Pain retioicrs O hiry

s0fidrir{6 Oh,ly
tltXer iriala ODaily

Otih*t tbtr

OIrE€Hy Hfl
Ottt*ty ttor

Oweefy rc*
Olegoy m,r

Ot'lbddy Hor

Oumty Hsr

Prdyd or nt flrlt('f
Job presurelt ess?

Fioania, paic?

Ybirutedr

erury fllin$s?

Res8diord du$?

OYes

OYes

OYes

O y€s

OY€5

OYrs

Otto
ONo

ONo

ONo

ONo

ONo

'l::t:: , ,:::j.::'::E!

0tpr 

-



12. lrtrt.s d lhlf Llrhe
ilor d06 tlis ca{ditioJr qfierdty inlerte wili yqrr li,e md aDility lo ,utdim?

L M,.r.a S. ra.d tad Ed Ehd
Sitiig

Risino ad oi chair

slaMr-ng

WtltrE

tyinqdorn+
Bendingorer#
Climbingdajn#
Usaruamruuld#
Gding in/oul o, ca#
Drivingacar#

Grocery $Dppirq

thlsdEld dprcs

UnrflSoixs+
tuadrirUocrtrldOOCO
ShorcdllguHhing#
Dresinqmysdt#
Lo,iEliE+
Gdlingtosl€ep#
SlayirQ6@+
Conce,rtnling+

Patienl name

Patlent Lunber

Lmking ovtr shoulder

Caringlor lamily #

l3,t{hrtts$!mriol3iIessoIitlIo5ltle?-l..flormd|3heedo}o{.E6.!eP'nbm?-H08s

15. What h $e Vpe .nd altmlinat! .e! ol yolr n.llr!s! .nd pillor? _ 15. !/t l b tolr FlM r&lgiry lci&o? _

f7. Orst'a? tor'lnia.l ldtg i.tik O Sfip bre*t'dsl OTm rneals a day O Three m€als a &y O Soa.ting bdween meils

1r- Wtal ro[ld be tie most significanl lting thal you could do lo in[role yosr heant?

trcrcising

Yad ro (

Xhododlrltl3t
'T0 sd d€Er oQecbaio,s. improt communicdims and tElp )ou get the btd resulls in ltE shfite$ amr{ 0, tim, ple6e rEad €adl $3ifif,fi drd initarl your aorecngrl.

19. ln addition lo he ma,n reason ,or your yisit torl.t, Ihal additloml hlrlth goals d0 ,0u havc?

I inslnct lte chircCrddor lo dclivGr the ca]! that, in hls 01 irr pmlessional ludgemenl, can bcsl help me in the

r8slordtion 0l my hcallh. I atso undclttsnd thal ltu chimpraslic Ea]! ollcIed in fllis FaElicE h hased on lhe tesl
ayailatlo eridens8 and designed Io reducc or corsct yedebral $tluElion. ChiruCraEli8 is a separdte and dislincl
healillg arl fom mldicim and does not proclaim lo curc any mlB?d disrase or enlily.

I may requlsl a copy ol the Priyary lblic, and undlrsiand il de$ribes hofl my pr]sonal heallh inlomalisn is
pmteclrd ald rEleassd 0n my behall lor seeking ]limbu]lemenl lmm ary inyolrEd lhird parlics.

I realiz8 lhal an X-ray eraminalion may De hszardous t0 an unbom child and I cedity hal t0
lhc ban ol my hoiledge I am nol pregnanl. oale 0l lasl menstral [eriod (ilil/DD/YYYY):

I grad permission lo br call€d t0 corFrm or rescildulc ar alpoiltme ed to !a sanl occasiooal carG, lenels,
emails or hralh inlomall(n lo me as an ertcnsion 0t my cere in this ollice.

I acltlouledge thal an, insura0ce I flay hars is an agl?emslrt tslleefl lie canicT and me aul tltrl I am rsseo6iDlr
l0r thc laymrnl o, rry coversd ot nol}GorcEd ssrriccs I recsiys.

To the ncsl d m, atilit , $e inlormtior I tlr8 $pplild b complcl! a tltfilul. I havc noi misrlpr6ent8d lhe
918SGnC8, saErily or Eruss ol my healli concem.

=

.a

ooclql lni0.ls

Sandl Plains Chitopndic

EPdturt (c! Gwdiarl) sgndurc Date (Mlr/tOD/./YYY)

hiit _

I



Seuoy HanNs Cunornecnc Curvlc
DR MICHAEL MALLoY I DR BRINT,AN MALLoY I DRJANfl LEwIs

2697 SANny hArNs RoAD, MARTErIA cA 30066 | T7O-97I -7gSS

ATTENDANCE POLICY

Appointments are made to set aside designaH b'me for the doctor to focus on each patienfs specific needs, If you, the
pat'lent, are late for your appoinfnenl you may have to wait for the next available opening or reschedule if there is no
other availability that day.

If you are not able to be at your scheduled appointment, please call the office as soon as po6sible to canceureschedule
the appointment. Sandy Plains Chiropractic Oink (SrcC) reserves the right to charge a fee for any no-shovno-call
appointments not cancelled/rescheduled at least 24 hours before the appointment Um€. A no-shovno-call fee is the
responsibility of the patient and is not billed to insurance.

FINANCIAL POLICY - PERSONAL INJURY

At SPCC, we are committed to providing you with the best possible care and helping you to receive maximum benefits for
your care. To achieve these goals, we will need your assistance and your understanding of our payment policy.

Please iniHal which payment opuon below you would like to use for your injury care:

- Send claims to ltlcdPay with patienfs auto insurance company. (This option is dependent upon patient's

coverage and maximum amount restrictions,) A signed Security Agreement form is required.

- Send chims to responsible parvs insurance oompany. Pauent will pay $150 fior the first visit, then $30 at
each visit, which will b€ applied toward the final bill. The pathnt will pay the bill in tull within ten (10) days of the
of the liability claim settlement date or 90 days after the last treatrnent, whichever comes first.

- Send claims to pauenfs reprcsenting attomey to obtain a security agreemenvlien. This option may require a

$30 fee at each visit which will be applied toward the final bill.

- Patiera will pay the amount due at each visit.

Please read and initlal below:

- SrcC does not file to major medical insurane for personal injury claims.

- If massage therapy/neuromuscular therapy is part of the healing process, the patient will pay half of the therapy
fee at time of servie. Cancellations must be received at least 24 hours prior to the appointment time. Failure to
follow this policy will result in the patient paying the full service fee.

If payment is due, it is expected when services are rendered, unless previous anangements are made. SPCC accepts
cash, checl! debit cards and credit cards (Visa, Mastercard, Discover, American Express). There will be a $25 fee for any
returned checks. We will file claims while you are under reactive care.

While the filing of claims is a courtesy we extend to our patients, all charges ancun€d ar€ ultimately and fully the
patient's responsibility. The patient will pay the bill in full within ten (10) days of the of the tiability claim seftlement
date or 90 days after the last treatrnent, whichever comes first.

By signing below, I consent to SrcCs Attendance Policy and Financial Policy as stated above and acknowledge that I
have been provided access to SPCC'S Notice of Privacy Practices.

Printed Name(s) of PatienvFamily

Signature of Patient or Parenvcuardian
___J___J_

Date

ANN PW Pl.doc



Sandy Plains Cll-uuropractic Clinic
2697 Sandy Plains Road, Marietta GA 30066 | 770-971-1355

Dr Michael Malloy I Dr Brendan Malloy I DrJanet Leu/is

DIRECT ASSIGNMENT OF BENEFITS & RIGHTS o PERSONAL INJURY

Provider: Patient Name: Date:

In consideration of Sandy Plains Chiropractic Clinic's (SPCC) undertaking to render care for me, I agree to the
following:

1. RELEASE OF IN FORMATION: You are authorized to release any information you deem appropriate
concerning my physical condition to any insurance company, attorney, or adjuster to process any claim for
reimbursement of charges incurred by me at your treatment facility.

2. RIGHT TO RECEM INFORMAION: I authorize my chiropractic provider authority to affix my necessary
signature as noted below to obtain medical information from any hospital, medical provider, etc, as it
relates to the care being provided by my chiropractic doctor.

3. RIGHT TO RECEIVE PAYMENT: I irrevocably authorize and asslgn to you, the chiropractic provider. the
right to receive direct payment from my attorney or any insurance company which may become obligated
to pay me any sums. The Patient(s) grant(s) to the Provider a Limited Power of Attorney to receive funds,
negotiate any drafts or checks, and execute any documents related to payment for services rendered to
me.

4. ASSIGNMENT OF RIGHT TO SUE: In the event that any insurance company or attorney obligated by
contractual agreement to make payment to me for your seruice charges refuses to make such payment
upon demand by you, I irrevocably hereby assign and transfer to you the cause of action that exists in my
favor against any such company or attorney and authorize you to execute said action either in my name or
your name as you otherwise resolve the said claim as you see fit. I understand that whaEver
amounts you do not collect from said insuranoe prooeeds or legal settlement (whether it be all
or part of what is due) shall be paid by me.

5. RIGHT TO LIEN: I also irrevocably assign to you, the chiropractic provider, and grant the right of lien
against any and all claims against any third party whose negligence may have caused my injury, including
their insurance, up to the amount of the bill for treatment, as it relates to my healthcare as provided by
SPCC. I also irrevocably Inshuct my attomey to pay this office in full for services rendered to me for my
accident-related injuries from any proceeds or settlements, claims, or judgement regarding said injuries.
My legal counsel or successor or any representative is to pay the doctor/clinic before distributing any
proceeds to me. I instruct said legal counsel or representative not to attempt to reduce by means of
negotiation my doctor's bill for services that have been provided to me for the accidenflinjury/illness,
which I have agreed to pay in full.

6. RIGHT TO INFORMATION: I irrevocably authorize my attomey or successor or legal representative,
insurer, or any other party regarding my care or case to release financial information about the proposed
settlement, settlement/verdict payments, or amounts owed included, but not limited to, other providers or
legal representatives, liens, billing amounts, and balances. I also instruct all representatives to include all
financial information from all facets of my case, including, but not limited to, third-party, uninsured
motorists, and underinsured motorists.

7, STATUTE OF UMITATIONS: I inevocably waive the statute of limitations regarding my docto/s right to
recover from me direcdy.
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8. I hereby acknowledge that I am receivino (or about to receive) health care services. and I am advised that
they are willing to wait for payment for these seryices, provided there continues to be a reasonable chance
that payment will be made either by insurance proceeds or out of the setdement of a liability claim. I
understand that if it is determined either (a) there is no insurance company obligated to pay for the
services, or if the insurance company involved refuses to acknowledge an assignment to the doctor(s) or
make other provisions for the protection of the interest of the doctor(s); or (b) if a liability claim exists and
my attorney refuses to agree to protect the interest of the doctor(s) or if I have not engaged the services
of an attorney, payment for services rendered by the above-named doctor(s) will be made on a cunent
basis and my account paid in full immediately. In any evenf I hereby promise to pay my bill in full within
ten (10) days from the date that my liability claim is settled or after the passage of three (3) months from
the date of my last treatment whichever comes first.

9. DEUNQUENT PAYMENT: If any payment for any services rendered under this agreement becomes
delinquent the patient or patienfs guardian shall be responsible for payment of any and all court costs,
attorney's fee, service of process fees, and any reasonable additional costs incuned in order to collect or
that are associated with collecting monies due on the patienfs account.

10. NO SURPRISE ACT: The chiropractic provider fees are derived from the Medical Fees in the United States
by the Physicians Medical Information Corporation. They have been geographically modified and are billed
at the 75th percentile. A good faith estimated cost for the items and services that would be furnished by
this provider or Facility plus the cost of any items or services reasonably expected to be provided in

conjunction with such items or services will be provided after my first visit. I fully and completely
understand that some or all amounts I pay might not count toward my health plant deductible, out-of-
pocket limit, or be covered. I am giving up some consumer billing protections under federal law. I may get
a bill for the full charge for these services or have to pay out-of-network cost-sharing under my health
plan. I irrevocably consent in accident cases to have balances applied toward liens or letters of protection

with my attorney. With my signature I acknowledge that I am consenting of my own free will and am not
being coerced or pressured.

11. I understand that this document is irrevocable and may not be rescinded, and that my attorney shall not
honor any such recession. I hereby instruct that in the event another attorney is subsututed in my case,
the new attomey honor this lien as inherit to the settlement, judgement, verdict, or any other disposition
of any litigation filed or contemplated on my behalf and enforceable upon the case as if it were executed
by him/her. I hereby direct my attorney, on-demand, to provide the status of such litigation to the provider
or his/her attomey engaged in any collection efforts. Furthermore, I direct my attomey to contact the
provider before disbursement of any funds to ascertain any outstanding balances due and owing.

Signed this _ day of

Signature of Patient or ParenVGuardian

Signature of Witness
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2697 SANDY Pr-{rNs RoAD, MATEmA cA 30066 | 770-971-1355

SECURITY AGREEMENT &
ASSIGNMENT OF AN INTEREST IN A PERSONAL IT{JURY CLAIM

TO n Attorney llnsurance Canier
Company:_
Address:

Phone:

FROM: Sandy Plains Chiropractic Clinic
2697 Sandy Plains Road
Marietta GA 30066
770-97L-L355 / Fax 770-509-8559
info@SandyPlai nsChiro.com

RE Patient's records and Security Agreement & Assignment of and Interest in a Personal Injury Claim

I do hereby authorize the Sandy Plains Chiropractic Clinic (SPCC) to furnish your my attorney/insurance carrier,
with a full report of case history, examination, diagnosis, treatment and prognosis of myself in regard to my
accident/ illness which occurred/ bega n on _l _l _.
I hereby give a lien to SPCC on any settlement and direct you, my attomey/insurance carrier, to pay directly to
said clinic such sums as may be due and owing them for service rendered to me, and to withhold such sums
from such settlement, claim, judgement or verdict as may be necessary to protect said clinic adequately. Prior
to dispersing any such fees, it is the responsibility of the payor to verify with this office all outstanding
balances.

I fully understand that I am direcdy and fully responsible to said clinic for all chiropractic bills submifted by
them for service rendered me, and that this agreement is made solely for said clinic's additional protection and
consideration of their awaiting payment. And I further understand that such payment is not contingent on any
settlement, claim, judgement or verdict by which I may eventually recover said fee. I also understand and
agree that I am responsible for any reasonable collections fees required to secure the clinict payment.

I further understand that there is likely to be an outstanding balance at the end of my treatments. This
balance may be due to uncovered expenses, such as orthopedic supplies and/or any medically necessry
treatment beyond that authorized by my health insurance coverage. I agree to make any/all co-payments as
per my health insurance contract.

Printed Name of Patient Signature of Patient or Parenvcuardian -J_J-D#

Attomey/Insura nce Cirrier,
Please sign, date and retum to SPCC immediately. Keep a cory for your records.

The undersigned being attorney of record or authorizd representative of insurance carrier for the above
patient does hereby acknowledge receipt of the above lien and does agree to honor the same to protect
adequately said above named clinic.

Printed Name of Auhorized Representati\€ Signature of Auhorized Represenbti\€
__J_J_
h



Sa:ndy Plains Chtopractic Clinic
2697 Sandy Plains Road, Marietta cA 30066 | 770-971-1355

INFORMED CONSENT TO CARE

You are the decision maker fior your healthcare. Part of our role is to provide you with information to assist you in making
informed choices. This process is often referred to as "informed conseny and involves your understanding and agreement
regarding the care that we recommend, the benefits and risk associated with the care, altematives and the potential effect
on your health if you choose not to receive the care.

We may @nduct some diagnostic or examination procedures. if indicated. Any examination or tests conducted will be
carefully performed but may be uncomfortable.

Chiropractic care centrally involves what is known as a chiropractic adjustrnent. There may be additional supportive
procedures or recommendations as well. When providing an adjustment we use our hands or an instrument to reposition
anatomical structures, such as vertebrae. Potential benefits of an adJustment include restoring normal joint motion, reducing
swelling and inflammation in a joint, reducing pain in the joint, and improving neurological functioning and overall welFbeing.

It is important that you understand, as with all healthcare approaches. results are not guaranteed, and there is no promise

to cure, As with all types of healthcare intervention, there are some risks to care, including but not limited to: muscle
spasms, aggravating and/or temporary increase in symptoms, hck of improvement of symptoms, burns and/or scarring from
electrical stimulation and from hot or cold therapies, including, but not limited to hot packs and ice, fractures (broken
bones), disc injuries, strokes, dislocations, strains, and sprains. With respect to strokes, there is a rare but serious condition
known as "arterial dissection" that typically is caused by a tear in the inner layer of the artery that may cause the
development of a thrombus (clot) with the potential to lead to a stroke. The best available rientific evidence supports the
understanding that chiropractic adjustment does not cause a dissection in a normal, health artery. Disease processes,
genetic disorders, medications, and vessel abnormalities may cause an artery to be more susceptible to dissection. Strokes
caused by arterial dissections have been associated with over 72 everyday activities such as sneezing, driving, and playing

tennis. Afterial dissections occur in 3-4 of every 100,000 people whether they are receiving healthcare or not. Patients who
experience this condition often, but not always, present to the medical doctor or chiropractor with neck pain and headache.

Unfortunately, a percentage of these patients will experience a stroke.

The reported associatlon between chiropractic visits and stroke is exceedingly rare and is estimated to be related in 1 in
1,000,000 to 2 in 1,000,000 cervical adjustrnents. tor comparison, the incidence of hospital admission attributed to aspirin
use from major GI events of the entire (upp,er and lower) GI tracts was 1,219 events per 1,000,000 personas per year and

risk of death has been estimated as 104 per 1,000,000 useB.

It is also important that you understand there are treatment options available for your condition other than chiropractic
procedures. Likely, you have tried many of these approaches already. These options may include but are not limited to: self-
administered carg over-the-counter pain reliwers, physical measure and rest, medical care with prescription drugs, physical

therapy. bracing, injections, and surgery, Lastly, you have the right to a second opinion and to secure other opinions about
your circumstances and heafthcare as you see fit.

I have read, or have had read to mq the above conent. I apptrciate that it is not possible to consider every possible

compliation to care. I have also had an opprtunity to ask qu$tions about tB content, and by signing blow, I agree wth
the curent or future rfiommendation to r&erye chiropradic are as is derd appropriate br my circumstance. I intend
this consnt to corer the enae @urse of care from all providers in this offre for my pr*ent conditbn and for any future
condition(s) for which I sek chiropractic care from this office.

Printed Name of Patient Signature of Patient Date

DaE

tt
Date

Signahrr€ of Parenvcuardian (if minor)Pdnted Name of Parenvcuardian (ii manor)

Signature of Witness

Revised 12/17/24
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2697 SANDY PLATNS RoAD, MARTETTA cA 30066 | 770-971-]1355

HIPPA NOTICE OF PRIVACY PRACTICES

We may use and disdose your PHI (private health informatjon) in response to a coua or administrative order if you
are involved in a lawsuit or similar proceeding. We may also disclose your PHI in response to a discovery request,
subpoena, or other lawful process by another party involved in the dispute.

We may use or disclose your PHI for workers compensation and similar programs.

We may use a sign-in sheet at the front desk and we may call you in to see the doctor by name.

We may contact you I mail or phone, at your residence, to remind you of appointrnents or to provide information
about treatment altematives. Unless you instruct us otfieMise, we may mail you a posbard reminding you to
make an appoinunent and we may leave a message for you on any answering dwice or with any person who
answers the phone at your residence.

You can make a reasonable request for us to use attemative methods of communicating with you in a confidential
manner. These request must be submitted in writing in a clear and concise fushion. We are not required to agree
to your request. However, if we do agree, we are bound by our agreement except when otherwise required by law,
in emergencies or when information is necessary b beat you.

Rights that vou have:
. You hare the right to request restrictions on some of the uses or disclosures described above. Except as

stated, we are not required to agree to such restrictions.
o You have the right to inspect and obbin copies of your medical Information. (A fue for the costs of copying,

mailing, labor and supplies associated with your request will be charged.)
. You have the right to request amendments to your medical information. Such requests must be in writing and

must state the reason for the requested amendment. We will notiff you as to whether we agree or disagree
with the requestd amendment. If we disagree with any requested amendment, we will further notify you of
your rights.

. You have the right to request an accounting of any disclosure we make of your medical information except for
disclosures we make to you, to carry out featrnent, payment or healthcare opemtions, as requested by your
writGn authorization, as permitted or required under 45 CFR 164.504 for emergency or notification purposes,
for national security or Intelligence purposes as permitted by law, or to conectional hcilities or law
enforcement ofncials as permitted by law.

. You have the right to receive a paper copy of this notice. To obbin a paper copy of this notice, please contact
our office manaqer.

. You have the right to file a complaint if you beliwe your privacy rights have been violated. You may file a
complaint with our practice or with the Secretary of the Departnent of Health and Human Services. All
complaints must be submitted in writing and addressed to this office at the above address. You will not be
penalized for filing a complaint.

This privacy policy is zubject to change as circumstances dictate. Any dranges will be effective upon the release of
a revised privacy policy, which will be made available to patients upon request.

Please sign and date below, acknowledging that you have read this policy and that you consent to the terms of our
privacy policy as stated in this notice.

Signature of fhtient or Parenvcuardian
__J_J_
mePrinted Name


