PERSONAL INJURY PATIENT INFORMATION

REFERRED BY: . DATE

PATIENT'S NAME: __.__DRIVERS LIC #: SEX: M F
ADDRESS: ss# " DOB

CITY: , ~ STATE: ZIPCODE .

PHONE#: MARITAL STATUS: M S D W SEP
EMAIL: | L _OCCUPATION:

PRIMARY HEALTH INSURANCE COMPANY:

ADDRESS: ' " PHONE: ({ )
CITY: __ _ ‘ STATE:______ ZIP: ,
INSURED NAME: . RELATIONSHIP: POLICY/ ID#:

AUTO INSURANCE COMPANY:

ADDRESS:  PHONE: { )

CITY: , STATE._______ ZIP:_

INSURED NAME: _ _ RELATIONSHIP: __CLAIM #:
MEDPAY: YES: NO: ' MEDPAY LIMIT: $

THIRD PARTY INSURANCE COMPANY:

ADDRESS: PHONE: { )

CITY: __ : STATE: ZIP:

INSURED NAME: RELATIONSHIP: POLICY/ 1D#:

ATTORNEY'S NAME:

ADDRESS: PHONE: { ) .

CITY: STATE: ZIP: FAX:( )
STADIUM CHIROPRACTIC

& SPORTS MEDICING REHABILITATION
1940 \W. ORANGEWOOD AVE SUITE 101 ORANGE, CA 92868
PHONE (714) 385-9088 FAX {714)385-9083
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-."AUTQ"ACCIDENT HISTORY FORM .

'jr_‘Patrent e S | - Pate

‘WhereWereYouSeated EI Drrver T sy owm aa e T g
. N Passenger O Front [ Back 0O Left O Right O Middle

' Date of: injury e ‘.‘ _‘Your.\/ehlc[e Yearl_l\llake_lMor:ieI:'
N Property Damage Estrmate$ | -

- OtherVehche MakelMode!

Descrlbe how the acmdent occurred (p!ease be as detalled as. possrble)

Were you aware the rmpaot was going to occur'? O No 7O Yes

Did you brace for the impact? O No O Yes

Did you lose consciousness? ; [1 No - O Yes

Were you wearing your seat belt? £ No [ Yes — Is there a O Lap Belt [J-Shoulder Harness
Did the air bags deploy? - No  [OYes . - :

Drd you hit your head‘? - .0 No H Yes, onthe__

Was your head rotated to the side at the point of impact? O No O Yes‘ '

Did you hit any part of your body on the interior of the vehicle upon |mpact’? O No O Yes

Body Part: e - . Struck the - :

Were the police ca]led'? @A No O Yes' Was a police report macle? O Ne 0O Yes

Were the paramedlcs caEIed'? 0O No O Yes Wereyoutreated onscene? I No [ Yes

Did you go to a hospital? Ey O No [T Yes: 0 By ambulance O Drove self
0 Someone else took me :

Date:_ ‘Hospital: : City_- .

X-Rays Taken: O Yes [ No Medication Given; :

Treatment Rendered; :

Date: ‘ ._First Doctor Seen:___ . City

X-Rays Taken: 0 Yes [I No - Medication Given: '

Treatment Rendered: : e

Date;_ - Second Doctor Seen; . L __ . City

X-Rays Taken: [0 Yes [ No Medication Grven
Treatment Rendered: ‘
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AUTOMOBILE ACCIDENT HISTORY FORM - Page 2

Patier_\t: i

CURRENT COMPLAINTS:

Body Part:

How oﬂen do you have this pain? O Occasional (25% of time) O Intermittent (50% of tims)
0 Frequent (75% of time)  OConstant (100% of time)

How bad is this pain on a scale from 0-10? {see scale below)
No Pain: 0—-1—2—-3—4—5—6—7—8—8—10: Excruciating Pain

Whére does this pain radiate to?

What activities make this pain worse?

Body Part:

How often do you have this pain? l:! Occasmnal (25% of time) [ Intermittent (50% of time)
0 Frequent (75% of time) ~ QConstant (100% of time)

How bad is this pain on a scale from 0-107 (ses scale below) -
No Pain: 0—1—2—3—4—5—5—7—8—8-—10; Excruciating Pain

Where does this pain radiate to?

What activities make this pain worse?

Bady Part:

How often do you have this pain? QO Occasional (25% of time) O Intermittent (50% of time)
: O Frequent (75% of time)  [AConstant (100% of time)

How bad is this pain on a scale from 0-107 (see scale below)
No Pain: 0~—1-u2=3md—5—6—7—8—8—10; Excruciating Pain

Where does this pain radiate to? -

What activities make this pain worse?

Please list any additional pain or symptoms you are experiencing as a result of this accident:

PLEASE USE THE BACK OF THIS SHEET TO PROVIDE ADDITIONAL INFORMATION.
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 AUTOMOBILE ACCIDENT HISTORY FORM = Page 3

Pétierit: -. o

Please check any of the following symptoms you have experienced since the accident occurred:
General Complaints: - L
: Q Ringing/Buzzing in ears O Cold hands / fest :
0 Loss of; bdlance / memory O Diarrhea / upset stomach
0 Loss of: smell/ taste - O Visual Disturbances
Q Fatigue - Q Tension : '
O Chest pain 0 Shortness of breath h
@ Nervousness Q Lights bother eyes Bl
0 frritability - Q Cold sweats d
0 Pain behind eyes 0 Depreassion
Q Anxisty 0 Dizziness
- 01 Loss of sleep QO Constipation’ 1
i O High stress levels R '
T ) O Bums
3 Bruises:_.__ - O Lacerations:
Other Complaints: : '

Past Medical History:

Prior Injuries:
Prior Trauma/Accident/Injuries:
Prior Automobile Accidents:
Prior Work Injuries:_,

General Health History: Checlcall condition you current have.

Q Diabetic L Epilepsy ' [ Chronic Depression ' [
% QFibromyalgia U Stroke Q Anxisty / Panic Attacks f
U Neck Surgery 0 Back Surgery O Heart Attack / Cardiac Condition 1
Other; . :
x Prior Surgical History: _
i Date: Procedure:;
! Date: Procedure: ' ;

Date: Procedure:

T A T

Medical History;

What medications are you currently taking for the sympioms relating to your accident?

What other medications are you taking for any other condition unrelated to this accident?

List any allergies to medication you have:

e T S e s e
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PLEASE USE THE BA CK OF THIS SHEET TO PROVIDE ADDITIONAL lNFORMA TION
_ AUTOMOBILE ACCIDENT HISTORY FORNI Page 4 :

Patient;__

Social History:
Your Age:

Are ybu': a Single'

O Marrled G Separated 0O Divorced

How many: children do you have? Doyousmoke? ©QNo [OYes

Pleass list any hobbies you have:

WORK HISTORY;

Employer at the ime of the Injury:

Occftjpation:

Have you missed time from work as a result of this accmdent‘? O No B Yes
If yes, please list the dates you missed from work:

Describe your job duties in detail:

Have you had any pain while performing your job duties that you did not have prior to this
accident? 0 No 0O Yes

DUTIES UNDER DURESS:
Describe how the accident has affected your lifestyle:

With perforrhing your work activities (pain with sitting, standing, bending, pushing, pulling, etc):

With performing domestic duties (laundry, dishes, vacuuming, cleaning, preparing meals, etc):

ﬁ While participating in sports activities (runhing, amateur/professional athlete, etc.):

While vacationing or fraveling (business or pleasure, cancelled travel plans, unable to sit, etc.):

PLEASE USE THE BACK OF THIS SHEET TO PROVIDE ADDITIONAL INFORMWATION.



AUTOMOBILE ACCIDENT HISTORY FORM . Page 5

ACTICITIES OF DAILY LIVING:

Please describe your ablllty perform the followmg dally llvmg actlwtles and qualities of life. If you
have any. problems performmg any of them, please be as descriptive as possible in order to help
determme how the injuries resultmg from the accndent have affected you

Seif Care chnene '
(1 brushing teeth Q combing / fixing hair Q bathing
D;dres_eing Q putting on socks or shoes

Other:__

Communication: - : _
] problems with speech U memory / concentration U visual disturbances
(Y hearing ‘ & TMJ - jaw popping '

ther:

Limitation of Activity:
U slesping .~ [ sitfing O standing 8 walking O running
L) going up or down stairs '

Oth.ef‘:

Sensegg' s
O problems with touch L loss of sensation in the: ‘
O smell 0 taste U balance and coordination

Reduced Hand Fungtion:
Q finger motion 01 hand control or motion | U weak grip
L1 dropping things O tingling or numbness in hands

Other:

Travel:

T duration of travel O riding 0 driving 0 walking
O rough ground [ flying

Other:

Sexual:

Are you having any difficulties or pain with sex? 0 No
If yes, please explain:

1 Sleep Deprivation: «
i Q interruption frequency U inferruption pain U1 moming fatigue ‘
i Q irritability U reduced daytime aleriness U forgetfulness
L tension 0 anxiety Q depression i
! U panic atlacks 1 shorfness of breath tl nightmares ;
‘ Gther:
; PLEASE USE THE BACK OF THIS SHEET TO PROVIDE ADDITIONAL INFORMATION.
e,



STADUM CHIROPRACTIC & REHABILITATION CENTER
DOCTORS LIEN

ATTORNEY: TREATING DOCTOR:

g April A Lopez, D.C.
1940 W. Orangewood Ave Suite 101
Orange, CA 92868
(714)385-9088 Fax: (714)385-9083

RE: Agreement and Lien in Reference to Patient:

This Agreement and Lien is enterad into between above mention Attorney, Doctor and patients In consideration of
the mutual ob!igatié_:ns set forth herein, and to make certain their responsibilities to each other during the pendency
of Patients Claim for daimages arising from an accident/injury which oceurred on:

Patient herby authorizes Doctor to provide Attorney with complete reports of Patient’s medical condition, care and
cost of treatment.

Patient hereby gives a Lien to Doctor against al proceeds derived from this claim (Whether by settlement, judgment,
or otherwise) to secure payment for services owed to Doctor by Patient at the time said proceeds are received.
Patient hereby directs Attorney to honor said Lien and to pay such sums that are secured thereby directly to Doctor
as 500n as possible after any proceeds are received, Patient further gives a lien to said Doctor against all proceeds of
any settlement, judgement, or verdict which may be paid to you, my attorney, or myself as a result of the injuries for
which | have been treated in connection therewith. Itis agreed that Attorney shall disclose to and receive
acceptance from Doctor is to receive on this Claim, otherwise, this Lien shalt remain in effect.

Patient hereby expressly recoghizes that even though this Lien has been graﬂted, Patient remains personally
responsible for Doctor’s fees and that payment of said fees must be made by Patient even in the event that no
monies are recovered through this claim. This lien supersedes any and all payment contracts or notes, including that
of all coverage's, insurance agreements or automobile medical payment policies, regardless of any reduciions,

discounts or other limitations placed upon the Doctor's billing or the Patients responsibility for paymeni contained
therein.

Patient and Attorney hereby agree to notify Doctor immediately should Patient retain new legal counsel. Also,
Attorney agrees io give written notice of this Agreement and Lien to the naw Attorney and patients agrees to
execuie another copy of this Agreement and Lien when one is furnished by Boctor.

In witness of these mutual obligations and responsibilities, the Doctor/Patient/Attorney Agreement and Lien is
agreed to and entered into.

Patient Signature Date

Attorney Signature Date



PATIENT NAME:

ARBITRATION AGREEMENT

Article 1; Agreement to Arbitrate; It is understocd that any dispute as to medical malpractics, including whether any médical sarvices
reidered under this contract were unnecessary. of unauthorized or were impraperly, négligently or incompetently rendered, will be
determined by submission to arbiration as provided by California and fedéral law, and not by & iawsult or resort to court process except as
state and federal law provides for Judiclat review of atbitration proceadings. Bothpatties to this contract, by entering into it ara giving up their
cohstitutional right to have any such dispute decided in & ‘court of law before 4 jury, and nstead are accepting the uge of arbitration. Further,
the parties will not have the right to perticipate as a member of any class of claimants, and thare shall be no authority for any dispute to be
decided on a class action basis. An arbitration can only dedide & dispute between the parties and may not consolidate or join the clalms of
oihier persons wha have similar claims. T : : : ; ‘

Article 2: All Claims Must be Arbitrated: It is also understood that any dispute that doés not relate to medical malpractics, including

digputes as to whether or not a dispute is subjest to arbitration, as to whether this agreement is unconscionable, and any procedural

disputes, Wit also be datermined by submission to binding arbitration. It is the intention of the parties that this agréement bind all parties as
1o all claims, neluding claims arising okt of or velating o weatment or aervicas provided by the health care provider including any héirs or
past, present or future spouse(s) of the patient in ralation to alf claima, including loss of consortium. This agreement is also intended fo bind
any children of the patient whether bom or unborn at the time of the occurrence giving rise to any dlaim. This agreement is intended to bind
the patient and the hesith care providér and/or other licensed health care providers, preceptars, or interns who now or In the future freat the
pafient while emplayed by, working or assodiated with or serving a3 a beck-up for the health care provider, including those warking at the
hesith care provider's dlinic or office or any ather clinic ar office whether signatories to this form orF not. '

Al claims for monetary damages axceeding the jurisdictionat firait Qf' the small claims court against the heafth care provider, and/or the health

care provider's assodiates, association, corporation, parinership, employees, agents and estate, must be amitrated ‘neluding, without
limitation, chaims for lass of consartium, wrongid death. emotional distress, injunctive refief, or punitive damages. ' Tnis agreement is
intended to create an open book account unless and until revoked. ’

Article 3: ' Procedurés and Applicable Law: A derand for arbitration must be communicated in.wyiting 19 all parties. Each parly shall
select an arbitrator {party arbitrator) within thirty days, and a third arbitrator (neutral arbltrator) shall be selected by the arbitrators appointed
by the parties within thirty days thereafter, The neutral arbitrator shall then be the sole arbitrator and shall degide the arbitration. Each ‘parly
10 the ‘arbitration shall pay such party's pro rata share of the expenses and faes of the neutral arbitrator, together with other expenses of the
arbitration incurred or approvad by the neutral arbitrator, nat including counsel faes, withess fees, or other expenses incurred by a party for

such paity’s own benefit. Elther party shalt have the absolute rght to bifurcate the issues of fiahility shd damags upon waitten request to the,
neutral arbitrator. o Eow . . . i

The paries consént to the intervention and jainder in this arbitrat on of any person or entity that would otherwise be 2 proper edditional party
in a couit actich, and upon such intervention and joinder, any existing court action against such additional person or entity shall be stayed
pending arbitration. The parties agree that provisions of the California Medical Injury Cempensation Refarm Act shall apply to disputes within
ihis arbitration agreement, including, but not limited to, sections establishing the right fo infroduce evidence of any amount payable as a
nerefit to the patient as allowed by law (Civil Code 3333.1), the limitation on recovery for nor-econamic fosses {Civil Code 3333.2), and the
right to have a judgment for fulure damages conformed Yo periodic peymests (CCP B67.7). “The parlies further agree that the Commerciat
Arbitration Rules of the American Arbitration Association shall govern any arbitration conducted pursuant to fhis Arbitration Agreement.

Ariicle.4: General Provision: Al cleims based upan the same incident, transaction, or related circumstances shall be arbitraied in one
praceeding. A claim shall be waived and forever barred if (1) on the date nolice thereof is recelved, the claim, if asserted in a civil action,

would be barred by the applicable legal stalute of limitations, or (2) the claimant fails fo pursue the arbilration claim in accordance with the
procadures prescribed herein with reasonatble difigerice. '

Article 5: Revocation: This agreement may be revoked by written notice deliverad to the health care provider within 30 days of signature
and, if not revoked, will govern all professional services receivad by the patient and all other disputes between the parties.

Article 6: Retroactive Effect I palient intends this agreement to cover services rendered before the date it is algned (for exampis,
emergency tregtmefit), patient should initial here. . Effeclive as of the date of first professional services.

If arty provision of this Arbitration Agreement Is held invalid or unenforceable, the remaining provigions shall remain in full force and shall not

be affacted by the invalldity of any other provision. ] understand that ) have the right 1o receive a copy of this Asbitration Agreernent. By my
signaiure below, | acknowledge that 1 have receivad a copy. ’

(Date)

PATIENT SIGNATURE X
(Or Patient Represantative)

{indlicate relationahip if signing for patient)

{Date)

\LE"-'HGE SIGNATURE X

ALs0 SIGN THE INFORMED CONSENT ox REVERSE sine

NCC-CA c2007



CHIROPRACTIC INFORN]ED CONSENT TO TREAT

| hereby request and consant to the perdormance of chiteprachc procedures including vaﬁous modas of physical thérapy/physictherapy,
diagnostic x-rays, and -any supportive thetapiss on me {or on the patient named below, for whom 1&m legally responsible) by the docior of
chiropractic indicated below and/or oiher licensed doctors of chiropractic and support staff who now or In the future traet me while gmployed

by, warking or assaciated with, ar sendng as ‘back-up for the doctor of chitopractic namad beIOW, including thdse workmg at the clifilc or
office hsted below or any oiherofﬁce or ¢linle, whethersigna'tnrles to fhls formh of niat,

1 have had an ﬂppcriumty tu d‘scuss with the duclor of chlmpractlc hamed below andfor w[th offer pifice or lifile parsérnel the natura and
purpése cf chlropranhc adjustmeﬁfs and pmcedures

i understand that chlropractlc adjustmenis and supporﬂve treaiment are designed o reduce andfor corract subtuxatlcns al!owlng the bady to
relurit to impioved health, i -can alse alleviate cartain symgtams through a conservative approach with hopes o evold more invasive
pmcedurea However, | understand and am informed that, a5 is with all healtficare freatments, resulis are not guaranteed, and there is no
promise fo cura. In addituon, Tunderstand and am informed that, as Is with all healthcare freatments, i theé practica of nhlroprachc fere are
some rigks to treaiment, including, but not limited 10, muscle spasms for short periods of lime, aggravating andfor temporary mcrease in
symptuma, lack of improvement of symploms, burns from heat ldmps, Toe or heating devices, fractures, disc fnjuries, ‘strokes, disiocations
and sprains. | do rot expect the dottor te be dble to anticipats and explain all rsks and complications, and § wish to rely on the doctor to

exargise judgment dunng the colrse of the pmcedure which the docior feels at the fime, based Hpor] the facts ‘tl'l&ﬂ known, is in my best
interasts, - , . .

| furiher understand that 1here arg treatmeant options avallable for my conditlon Gthar than chiropractic prcceclures These reatment opiions
include, but are hot hmrted fo, seff-administered, over-the-cotinter analjesics and rest; medical care with presoription drugs, sush as #nf-
inflammatorles, muscle Telaxants and painkillers; physical therapy; steraid anecEmns, bracing; and surgery. | undarstand &nd have been

informed ihat 1 have the right td & sécond npimon and ta secure other opm:ons if 1 havé condems as to the nature of my symptoms and
treatmentopﬁons

1 understand that all payment{s} for treaiment(s) are final and no refunds will be lssued. However, prorated fees for urwsed, prapaid
treatmants wﬂl be refunded if | wish to cancel the treatment.

| have read or have hed rezd to me, the above consent. | have also had an opporiurity to ask queshnns sbout its content, and by signing

below, | agres to the ebove-naried procedures. 1intend this ednsent to cover the éifire courss of eatmant for my prasant condition ard for
anty future condition(s) for which | seek ireaiment.

CHIROPRACTOR NAME:

{Date)

PATIENT SIGNATURE - X
(Or Paliznt Guardian/Parent/Representative)

{Provide name and relationship if sigring for patiang)

ALSO SIGN THE ARBITRATION AGREEMENT ox REVERSE sipE

NCC-FED £2004
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Dr.-April A, Lopez
1‘MD W. Orangewood Ave Ste, 15
; - Drange, CA. 92868
Photie: 714-385-9088
' © Fax: 714-385-9083
Email: DrAgnILogez@S‘Eadiumchirograciic com

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION

o Date of Birth:

Patient’s Name: ~

Previous Name: - Social Security #:

I request and authorize ' ; . to

release healthcare information of the patlent named above to '

Name: _ STADIUM CHIROPRACTIC SPQRTS MEDICINE AND REHABILTTATION CENTER _

© Address: _{ar{g W. ORANGEWOOD AVE STE.f

City:  ORANGE ' State: CA Zip Code: 92868

This request énd a'u’ghorization applies to:
. 0 Healthcare information relating to the following treatment, condition,
diagnosis or dates:

OXRay O Hstoy [IReports I Billings
[ All healthcare information

O Other:

Patient Signature: Date Signed:




NOTICE OF PERSONAL CHIROPRACTOR OR PERSONAL ACUPUNCTURIST |

If your employer or your employer’s insurer does not have a Medical Provider Network, you
may be able to change your treating physician toyour personal chiropractor or acupurncturist
followmg a work-related injury or illness. In order to be eligible to make this change, you must
give your employer the name and business address of a personal chiroptactor or acupuncturist in
writing prior to the injury or ‘illness. Your claims administrator generally has the right to select
yout {reating physmlan within the first 30 days after your employer knows of your injury or
illness. ~After your claims administrator has initiated your treatment with another doctor during

this period, you may then, upon request, have your treatment fransferred to your personal
chiropractor or acupuncturist.

You may use this form to notify your employer of your personal chiropractor or acupuncturist.

Your Chiropractor or Acupuncturist’s Information:

(name of chiropractor or acu_punctufist)

(street address, city, state, zip code)

(telephone number)

Employee Name (please print):

Employee’s address:

Employee’s
Signature Date:

DWC FORM 9783.1 (March 14, 2006)



Stadium Chiropractic & Sports Medicine Renabilitation
1940 W. Orangewood, Ste. 101., Orange CA 92868
© (714) 385-9088 / fax (714) 385-9083

www.StadiumChiropractic.com

Massage Plan Cancellation Policy

Thank you for tak:iﬁg advantage of the professional massagé therapy services
offered at Stadivum Chiropractic and Sports Medicine Rehabilitation. The following
details the office policy as it applies to our massage therapy program:

Cancellations:

e 24 hour notice is required for canceling all scheduled massage therapy

sessions.

e All late cancellations will be subject to a cancellation fee of 50% of the

massage fee.
o NO SHOWS will be billed 100% of the massage fee.

e Any patient more than 10 minutes late will be considered a NO SHOW or

may have their scheduled massage time reduced appropriately.

e Qur massage therapists appreciate your positive comments. However,

tipping and/or the exchange of money in treatment rooms are strictly
prohibited.

I have received a copy of these guidelines.

Patient Signature Date
Patient Copy / Patient File



