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White Rock
- Chiropractic

ACCIDENT INFORMATION

Patient Name;

Please circle one: _
Was this accident Auto Accident Work related Slip and Fall

Date of Accirdent:

Please describe how the accident Occurred:

If Auto Accident, please describe the following:

Weather conditions:

Time of day, Dark or light out:

Where were you seated in the vehicle:

Did any part of your body stiike anything in the vehicle? If, so What?

Did you visit the emergency room? If so Where?

Did you travel to the emergency room by ambulance?

Have you seen any other Doctor? If so who (nate and namber)




Dnd the airbags deploy?

Were you wearing a seatbelt?

Was there anyone else in the car with you?

Did the poﬁce respond to the scene? If so which Department?

Was your car drivable?

8

If you have an Attorney, please provide name and contact information:

At fanlt party Insurance info:

Name of at fault party:

Name of Insurance Company:

Contact name and telephone No. at Insurance Co.: -

Policy number and claim number:

Policy #

Claim #

If auto accident your insurance Info:

Tnsurance Carrer;

Policy No.:

Contact name and telephone No.:

Claim number:




‘bsﬁsf’;

i

-

- White Rock Chiropractic
10677 E. Northwest Hwy Ste. 100
Dallas TX, 75238

‘HIPAA Awareness F{);‘m

T have read or had the opportunity to read the “Notice of Privacy Practices” as required by the Health Irisurance
Portability & Accountability Act of 1996 ( HIPAA). 1 understand that I may have a copy or request to Iev;cW the infor-
matiot contained within these regulations at any time.

Patient signature Date

Consent io Treat

{ hereby request and consent to the performance of chiropractic and other chiropractic procedures, including vatious
modes of physical therapy aad dingnostic X-rays on me by Dr. Pavent or airy othier Jicesnised ductors who now or in the
futare may provide treatment to me. [ have hiad an opportunity to discuss with the doctor the nature and purpose of
chnnpracbc adjtistments and procedures. T understahd that results are not guaranteed, T understand and am informed hat,
as in the practice if medicine, in the practice of chiropractic there are some rigks to treatment I do not expect the doctor
to anticipate and explain all risks and complications, and 1 wish to rely on the doctor to excercise judgement in the course
of the procedures which the doctor feels atthe tine, based upon the facts thon known, is in my best interest. I have read
the above consent. I have also had an opportunity to ask questions about it’s conténts and by signing below Lagree to the
above named procedares. 1 intend this consent form to cover the entire conrse of treatment for my present condition and

any future condittons for which T seek {reatment.

Date 7

Patient signature

Cousent to Treat a Ninor

1 he:mby auth{mze 3)1‘ Lan}' Parent, i) C. and whomever hc may designate as assistanis to adm:mstcr chirop{actrc cae as

deermed necessary to my »
Relationship .

. Name of Child

Dated this_______ dayof -

Signed: (Parent or Guardian)

Witness:




.r/m-\
White Rock
- Chiropractic
10677 E. Northwest Hwy Ste. 100
Dallas, TX 75238

Telephone (214) 328-2225
Fax (214) 328-2227

I _,give permission to release my medical |
records to White Rock Chiropractic. ‘

| hereby authorize the use and/or disclosure of the following Pro

tocted Patient Healfh Information that perizins to me {check all that

apply):

__ ChartNotes ___Reports___ X-Rays __ Labwork

" As required by the Health Insurance Portability and Accountability Act of 1396, White Rock Chiropractic may nejther use nor
discloss your Protected Patient Health information except as provided in our Notice of Privacy Practices without your athorization.
Your signalure on this form indicates that you are giving permission for the use/disclosurefuse and disclosiire of Protected Patient
Health Information described herein. You may revoke hie authorization at any time by signing and dating the revocation section on
- your copy of this form and retuming it to this office, '

isclosure/use and disclosure is hereby authorized mat be re-disclosed fo

| understand that the Information for which use/d
for reasons beyond our contrelour control, | understand that |

additional parfies and, once re-disclosed, is no fonger protected
have the right to;

1. Revoke the authorization by sending wiitten notice to this ofice and that revocafion wil ot affect this office’s previous refiance

on the uses or discloser pursuant to this authorization. ,
2. Knowledge of any remunertion involved due to any marketing activity as allowed by this authorization, and as a result of a resutt

of this athorizatlon. )
3. Inspect a copy of Protected Patiant Health Information being used or disclosed under federal law.

4. Refuse to sign {his athorization.
5, Recelve 2 copy of this athorizafion,
8. Restrict what j8 disclosed with this authorization.

ocument, it will not condition my freatment payment, enrollment in a health plan, or

| also understand that if | do not sign this d
authorazation lo use or disclose Protected Patient Health Information:

eligibiity for benifits whether or not | provide

1 understand that White Rock Chiropractic may receive compensation for the ysefdisclosurefuse and disclosure that | have

athorized. ‘ .

Prnt your Name Sign your name

Address bOB

Addrass " Social Securly Number
Date

‘Telephone Namber




White Rock Chiropractic.
10677 E. Northwest Hwy. Ste 100 Dallas, TX 75238

Assignment of Benefits: Assignment of Cause of Action: Contractual Lien

The undersigned patient and for responsible party, in consideration of treatment rendered or to be rendered and for deferred
payment, irrevecably and exclusively assigns, grants and conveys, to Larry W, Parent, DC, alien and assignment of any and all
claims, causes of action, and right to any proceeds and /ot benefits, including any Personal Injury Protection proceeds and for
benefits that the patient may have against any other person, entity, and /or insurance company for reimbursement and/or
payment of the medical charges incurred with all the following rights, power, and authority:

RELEASE OF INFORMATION: You are authorized to release information concerning my condition and treatment to my
insurance company, attorney or insurance adjuster for purposes of processing my claim for benefits and payment for services

rendered to me.

IRREVOCABLE ASSIGNMENT OF RIGHTS: You are assigned the exclusive, irrevocable right to any cause of action that exists
in my favor against any insurance company for the terms of the palicy, including the exclusive, irrevacable right to receive
payment for such services, make demand in my name for payment, and prosecute and receive penalties, interest, court cost, or
other legally compensable amounts owned by an insurance company in accordance with Articte 21.55 of the Texas Insurance
Code to cooperate, provide information as needed, and appear as needed, wherever to assist in the prosecution of such claims

for benefits upon request.

DEMAND FOR PAYMENT: To any insurance company providing benefits of any kind to me/us for treatment rendered by the
physician/facility named above within 5 days follewing your receipft of such bill for sefvices to the extent of such bills are
payable under the terms of the policy. This demand specifically conforms to Sec. 542.057 of the Texas Insurance Code, and
Article 21.55 of the Texas [nsurance Code, providing for attorney fees, 18% penalty, court cost, and interest from judgment,
upon violation. 1 further instruct my carrier to make all checks payable to White Rock Chiropractic, and send to 10677 E.

Narthwest Hwy.,, Ste. 100 Pallas TX 75238, -

THIRD PARTY LIABILITY: If my injuries are the result of negligence from a third party, then I instruct the liability carrier to
issue a separate draft to pay in full all services rendered, payable directly to White Rock Chiropractic, and to send any and all

checks to to 10677 E. Northwest Hwy., Ste. 100 Dallas TX 75238,

STATUTE OF LIMITATIONS: Iwaive my rights to claim any statute of limitations regarding claims for services rendered or to
be rendered by the physician/facility named above, in addition te reasonable cost of coltection, including atterney fees and

court cost incurred.

LIMITED POWER OF ATTORNEY: 1 hereby grant to the physician/facility named above power to endorse my name upon any
checks, drafts, or other aegotiable instrument representing payment from any insirance company representing payment for

" treatment and healthcare rendered by the physician/facility named above. I agree that any insurance payment representing
an amount in excess of the charges for treatment rendered will be credited to my/our account or fofwarded to my/our

address upon request in writing to the physician/facility named above.

REJECTION IN WRITING: I hereby authorize the physician/clinic named above to establish a PIP or UM/UIM claim on my
behalf. | also instract my insurance carrier to provide uponrequest to the provider/clinic named above, any rejections in
writing as they apply to my lack of PIP or UM/UIM coverage. 1 allege that electronic signatures are not adequate proofof
rejection, and are invalid to establish rejection, and instruct my carrier to provide only copies ofmy original signature ’

regarding rejection as evidence of rejecton of PIP or UM/UIRM,

TERMINATION OF CARE: 1 hereby acknowledge and understand thatif I da notkeep appointments as recommended to me
by my caring.doctor at this clinic, he/shehas foll and complete right to terminate responsibility for my care and relinquish any
disability granted me within a reasonable period of time. If during the course ofmy care, my insurance company requires me
to take an examination from ay other doctar, 1 will notify this physician/facility immediately. [ understand the failure to do so°

may jeapardize my case.

Signature of Patient an:d/m' Responsible Parties:
1 declare under peitalty of perjury that the forgoing is true and correct [CPRC: Sec. 13 2.001(a)]

Date:

Print Name

Date:

Signature




White Rock Chirppractic

10677 E. Northwest Hwy, Suite 100

Dallas, TX 75238

Fee Schedule -

TREATMENT FEES:
95940 - - CMTSpmaI t2Reglons . $70.00
. 798941 CMT Splnal 3-4 Regions ) $85.00 -
. 08942 CMT Spinal 5 Reglons £100.00
58943 CMT Extra Spindl 1+ Reglons $70.00
97535 Activilles of Dally Living Instructlons $65.00
57112 palance / Coardination/ Muscle Re- Edl:cailan .580.00
97032 . Atzended Phototanic Stimulation " $55.00
97039 : Dry Hydrotherapy - . : $55.00
99211 . Office Visit / Telehezth Vislt $65.00
99212-25 Re-Exzm (Umited) $250.00
. 99233-25 " Re-Exam (Expanded) . $300.00
99214-25 - Re-Fxam {Detailed} $350.00
. 9921525 Re-Exam {Comprehensive) _$400.00
Ad556 Elecirodes $20.00
- A9273 lea Fack | - 520,00
97140-59 _Manual Therapy 1+ Regions {15 min each) $80.00
97124 Massage Therapy (15 min each) -~ 550.00
99202-25 fevi Fatient Exam [Expanded) $400.00
. 9320325 New Patlent Exam (Detailed} $450.00
99204-25 News Patient Exam (Comprehensive) $500.00
 99205-25 N&vs Patient Exam [Comprehensive / Complax] $550.00
- 93080 Speclal Reports [Narrative) $150.00
99080 ... ReportPreparatlon 520,00
97014 Elecliical Mu'scle Stimulation - " $55.00
97010 .. ‘ppiication of ice/ Heat Packs . $30.00
97012 - MechantcalTradmn $55.00
9'?1_10-59 ' . j’herapeutlc Exerclses $80.0D
. 57035 Ulteasound £55.00
“X-RAY FEES: -
| 72040 Cervical Spine  2-3 views $195.00 .
~ 72070 Thoracie Spina 2 views < $185.00
72100 Lufnbar Spine  2-3 vlews $185.00
72052 Cervlcal Spine  Davis Serles $300.00
72050 Cervical Spine S views - 526000
72020 Single Spinal View - B $60.00
©.071160 Rib Series Tviews $160.00
73030 - Shouvlder Serles 2 vievss - _ 516500
J. 73080 ElbowiSeries  2views .- T $140.00
- 73130 WristSerfes 3 views - $160.00
73130 Hand Series -3 views $140.00
73140 Flnger Serfes A viéws T $11000
" 73510 Hlp Secles = 2views $160.00
. 73s60 . Knee Serles  ~ 2views $135.00.
73610 “Ankle Series ~ 3vigws - $160.00 )
73620 - Foot Serles 2views $130.00
73660 TorSeries  2Views $110100
b The fees autlined above are representatwe of charges ’that may he incurret] for services at White Roc
prowded thafis not. reﬂected in the. llst ahove, you will be netlf;ed of such charge Ifyou have any-qu
any / ali ofthe above terms, p}ease have th# doctor exp!aln It to you .
|- PATIENT S¥GNATURE:}_j__;-_'._.__;'_‘__P_A_ﬁ_Q'_.;_~__A__- " DATE: -

k Ch]roprac’nc 13 service is
estions regarding th# meaning of -




