Feeney Chiropractic

John P, Feeney, D.C.

Care
Centre, LLC
Name: Date:
Address: City: State: Zip:
DOB: Age Social Security #
Home #: Work #: Cell #; E-mail;
Handedness

Right / Left

Primary Care Physician:

Referred to Feeney Chiropractic Care
Centre:

Date of Injury:

Time:

or
Period of time over which your injury occurred:

Name of Insurance Company Responsible for the Payment of Your Injuries:
State:

Address: City:

Zip:

Claimii: Claim Agent:

Ph##

Very Important {for your protection)
O Yes U No

| have completed and turned in all of the paperwork, forms, etc. required by the Insurance Company in order
fo initiate payment on my medical bills. You should be fully aware that it is your responsibility to complete the
necessary paperwork as mandated by the Insurance Carrier that is responsible for the payment of all medical
expenses that you may have already accrued from other treatmeni(s) or shall accrue from this or any

subsequent freatmeni(s).

If this paperwork is not completed (in a timely manner) the Insurance Company will not initiate the payment of
your benefits and may choose to deny paymeni on your entire claim, regardless of the party at fault.
We are here to help you simplify this process by answering any questions to the best of our ability. Please do not

hesitate to ask for assistance.

e e T e e e T

O Yes ONo Do youhave any Private Health Insurance (this is for your protection in case of the denial of your

claimj?

Name of Private Insurance:

ID#:

* Please Note, this information is for your protection in case there is an emergency
* Please provide a copy of your private insurance card

O Yes 0O No Do you have an aftorney to assist you?2
If yes, Name of Law Firm:

Name of Attorney:

Address:

State:

City:

Zip:




Employer: Phone:

Occupation: Job: Position

Employer Address: City: State: Zip:
How long have you been employed by your present employer?

OYes O No Did your injuries occur from a single incident.
If yes, what date? Approx Time?2(if known)

O Yes O No Did yourinjuries occur over a period of ime?
If yes, approximately whai was the time phrase of occurrence?

OYes ONo Were you performing your normal job duties when injured?

OYes ONo Did your injuries occur on your jobsite?
If no fo above question, where did your injury occur?

Injury Details

Briefly describe how you injured yourself:

What were your immediate symptoms?

OYes 0 No Didanyone wiiness your injuries?
O Yes O No Did you repori your injuries to your supervisor?

O Yes ONo Did you report your injuries to someone other that your supervisors
Name of the person you reported your injuries to:

Name of ihe contact person (if needed) to discuss your condition:

Telephone #;

OYes ONo Were you given any specific recommendations affer reporting your injuries?
If yes, please brieily describe

OYes ONo O Don'tRecall After your injury, did you lose conscicusness?
If yes, please describe
OYes O No Did you sustain any cuts, lacerations or bruises?
If yes, please describe
O Yes ONo Have your symptoms changed since you originally gof injured?
if ves, please describe
OYes ONo 0O Don'tRecadall Did your feet/ankles get twisted or jammed into the floorboard?

OYes ONo Did your body strike anything else within the vehicle? If yes, please describe







