
Location of accident (City & State) Time of the accident

Were you wearing a seat belt Yes No Was your vehicle totaled Yes No

Did you go the hospital by ambulance Yes No Were the police called Yes No

Were you aware of the pending accident Yes No Did you lose consciousness Yes No

Describe the accident

Anxiety/fear of being in car Headaches Loss/diminished hearing

Back pain Hip pain Nausea

Blurred vision Jaw pain Neck pain

Clicking in jaw Leg/knee pain Numbness/tingling in arms/legs

Dizziness Loss of balance Ringing in ears

Eating/chewing diffculties Loss of memory Shoulder pain

Bathing/Showering Lifting Sleeping

Bending Personal grooming/hygine Social events

Cooking Playing with children Standing

Dressing Reading Sports

Eating Riding in the car Telephone

Holidays Sexual relations Vacation

House cleaning Shaving Watching TV

Ironing Shopping Working on computer/internet

Laundry Sitting Yard work

Please state how long/much you can do the following activities before the onset of pain &

Bending Minutes /10 Pain Sleeping Minutes /10 Pain
Computer/Typing Minutes /10 Pain Standing Minutes /10 Pain
Lifting Pounds /10 Pain Telephone Minutes /10 Pain
Sitting Minutes /10 Pain What is your pain today? /10 Pain

Please list any physicians or medical facilities that you have seen regarding this accident:

Name Phone

Do have any allerigies to medication?
Medications
Reactions

Are you currently taking any prescriptions or over-the-counter medications?
Medications Strength Dosing

Rate your pain  on a scale of 0-10 with 10 being highest:

Accident Information

Current Symptoms
Please check if you have experienced any of the following conditions since the accident:

Please mark the activities that you have not been able to do normally:
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		Center of HealthTM

		2612 E. Barnett Rd. Medford, Oregon 97504

		541-773-3191    Fax 541-779-5647

		Patient Intake and Consent Form

		Last Name																																Today's Date

		First Name																								MI								Home Phone

		Address																																Work Phone

		PO Box																																Cell Phone

		City												State										Zip										Date of Birth

																																		Age										Sex				M		F

		Responsible Party																																Soc. Sec#

		Address																																Marital Status										S		M		D		W

																																		Height										Weight

		City												State										Zip										E-Mail

		Home Phone																		SS#														Accident Related												Yes				No

		Relationship to Patient:												Spouse						Parent				Child				Other						If Accident:								Work				Auto				Other

		Employer																																Date of Accident										__________________

		Address																																Occupation

		City												State										Zip										May we call at your work?																Y		N

		Referred by:								Phone Book														Patient				(Name)

												Other

		Your Auto Insurance																																Claim #

		Address																																Phone #

		City												State										Zip										If Different:						Owner:

		Policy Holder																																Owner's Address:

		Claim Adjuster

		Other Party Insurance																																Claim #

		Address																																Phone #

		City												State										Zip										Phone #

		Policy Holder																																Date of Birth

		Claim Adjuster																																SS# of Insured

		Emergency Contact																																Daytime Phone #

		CONSENT TO TREATMENT: I consent to treatment and related services at CENTER OF HEALTH.

		AUTHORIZATION OF PAYMENT: I hereby assign all benefits directly to CENTER OF HEALTH and also authorize release of any medical records																																																(Please Initial)

		necessary to process medical claims. I understand fully that in the event my insurance company or financially responsible party does not pay for the

		services I receive, I will be financially responsible for payment. I understand that insurance policies are a contract between myself and  the insurance

		company and that I am personally responsible for all services/products that I receive.

		CANCEL/NO SHOW POLICY: I understand that CENTER OF HEALTH requires a 24 hour notice for all cancelled appointments.  Failure to cancel																																																(Please Initial)

		appointments prior to 24 hours will result in a $50.00 charge to my account. Insurance will not cover this fee.

		ACCOUNT COLLECTION: I understand that CENTER OF HEALTH will make every to effort for payment arrangements for balances owed.																																																(Please Initial)

		Failure to make payments as agreed will result in the account being sent to a collection agency for collection proceedings. This will effect my

		credit score. CENTER OF HEALTH reserves the right to charge 12% APR on all unpaid balances.

																																																		(Please Initial)

		NOTICE OF PRIVACY: I acknowledge receipt to Notice of Privacy Practices.

																																																		(Please Initial)

		I certify that all information provided herein is true and correct.																																				Today's Date

		Patient/Guardian Signature





back page

		Accident Information

		Location of accident (City & State)																														Time of the accident

		Were you wearing a seat belt																				Yes						No				Was your vehicle totaled														Yes				No

		Did you go the hospital by ambulance																				Yes						No				Were the police called														Yes				No

		Were you aware of the pending accident																				Yes						No				Did you lose consciousness														Yes				No

		Describe the accident

		Current Symptoms

				Please check if you have experienced any of the following conditions since the accident:

						Anxiety/fear of being in car																Headaches																Loss/diminished hearing

						Back pain																Hip pain																Nausea

						Blurred vision																Jaw pain																Neck pain

						Clicking in jaw																Leg/knee pain																Numbness/tingling in arms/legs

						Dizziness																Loss of balance																Ringing in ears

						Eating/chewing diffculties																Loss of memory																Shoulder pain

				Please mark the activities that you have not been able to do normally:

						Bathing/Showering																Lifting																Sleeping

						Bending																Personal grooming/hygine																Social events

						Cooking																Playing with children																Standing

						Dressing																Reading																Sports

						Eating																Riding in the car																Telephone

						Holidays																Sexual relations																Vacation

						House cleaning																Shaving																Watching TV

						Ironing																Shopping																Working on computer/internet

						Laundry																Sitting																Yard work

				Please state how long/much you can do the following activities before the onset of pain &

				Rate your pain  on a scale of 0-10 with 10 being highest:

				Bending														Minutes						/10		Pain				Sleeping										Minutes						/10		Pain

				Computer/Typing														Minutes						/10		Pain				Standing										Minutes						/10		Pain

				Lifting														Pounds						/10		Pain				Telephone										Minutes						/10		Pain

				Sitting														Minutes						/10		Pain				What is your pain today?																/10		Pain

				Please list any physicians or medical facilities that you have seen regarding this accident:

				Name																																Phone

				Do have any allerigies to medication?

				Medications

				Reactions

				Are you currently taking any prescriptions or over-the-counter medications?

				Medications																Strength								Dosing





