CHIROPRACTIC Naturally

337 Belgrade Ave

Roslindale, MA 02131
Tel: (857)273-4162  Fax; (857) 273-3946

New szltient Registration Form

Date: (] Insuranc%e { ) Wellness/Maintenance { ) Auto Accident ( ) Worker’s Comp ( ) Slip and Fall
Patient name: Patient SSN: - - ]jOB: / /

Address: . City: State: Zip code:

Email: {Cell) - - {(Home) - - (Work) - -

Date of Accident/Injury Date of first Sympt;oms Eﬁergency Contact (Name/#):

Occupation: Sex: ( YMale ( )Feljnale Marital Status: ( ) Single ( }Married ( )Divorced ( ) Widowed ( ) Minor
Patient Employer/School: Spouse’s name/DOB:

!
MAY WE SEND YOUR PHYSICIAN INFORATION ABOUT YOUR CONDITION?  ( }YES { )NO

Primary Care Physician Name: Office Telephone:
INSURANCE INFORMATION g
Insurance Company: 3 Group#: Member#

Subscriber name and DOB (if different from patient):
Do you have secondary insurance? (Provide information listed above):

Relationship to patiént:

ASSIGNMENT AND RELEASE
1 certify that I, and/or my dependent (s}, have insurance coVerage with and assigned directly to Dr. Imonti or Dr. Robin afl
insurance benefits, if any, otherwise payable to me services rendered. I understand that I am financial respensible for ali charges whether or not paid
by insurance. I authorize the use of my signature on all insurance submissions. The above named Chiropractor may use my healthcare information
and may disclese such information to the above named insurance company (ies) and their agents for the purpose of obtaining payment for services
and determining insurance benefits or the benefits payablmfor related services. This consent will end when my current treatment plan is completed or
1 year from the date signed below. :

Patient/Representative Signature; Date:

Print Patient/Representative Name: : Relationship to Patient;

HIPAA PATIENT CONSENT FORM i

Our Notice of Privacy Practices provides information about how we may use and disclose protected health information about you. The Notice
contains a Patient’s Rights section describing your rights under the law. You have the right to review our Notice before signing this Consent. The
terms of our Notice may change. If we change our Notlce! you may obtain a revised copy by contacting our office.

You have the right to request that we restrict how protected health information about you is used or disclosed for treatment, payment, or health care
operations. We are not required to agree to this restriction] but if we do, we shall honor that agreement.

By signing this form, you consent to our use and disclosuré of protected health information about you for treatment, payment, and health care
options. You have the right to revoke this Consent, in mmng, signed by you. However, such a revocation shall not affect any disclosures we have
already made based on your prior Consent. The Practice prowdes this form to comply with the Health Insurance Portability and Accountability Act
of 1996 (HIPAA). \

The Patient Understands that: « Protected health 1nformatlon may be disclosed or used for treatment, payment, or health care operations. = The
Practice has a Notice of Privacy Practices and the patient has the opportunity to review this Notice. * The Practice reserves the right to change the
Notice of Privacy Practices. « The patient has the rlght to restrict the use of their information but the Practice does not have to agree to those
restrictions, » The patient may revoke this consent in writing at any time and all future disclosures will then cease, * The Practice may condition
receipt of treatment upon the execution of this Consent.

This consent was signed by Printed Name: ;
Patient or Representative Signature ? Date




CHIROPRACTIC Nazuinlly

337 Belgrade Ave
Roslindale, MA 02131
Tek (857)273-4162  Fax: (857) 273-3946

Informed Consent
Chiropractic: It is importatot to acknowledge the difference between the health care specialties of Chiropractic, Osteopathy and
Medicine. Chiropractic healthcare seeks to restore through natural means with the use of medicine or surgery. This gives the body
maximum opportunity to utilize its inherent recupertative powers. The success of the chiropractic doctor’s procedures often depend
on enviroment, underlying causes, physical and spinal conditions. It is important to understand what to expect from chiropractic health
care services,

Analysis: A doctor of chiropractic conducts a clinical analysis for the express purtpose of determining whether there is evidence of
Vertebral Subluxation Syndrome (VS) or Vertebral Subhixation Complexes (VSC). When When such VSS or VSC complexzes are
found, chiropractic adjustments and ancillary procedures may be given in an attempt to restore spinal integrity. It is the chiropractic
premise that spinal alignment allows nerve transmission throughout the body and gives the body an opportunity to use its itherent
recuperative powers.

Diagnosis; Although doctors of chiropractic are experts in chiropractic diagnosis, the VSS and VSC, they are not internal medical
specialists. Every chiropractic patient should be mindful of his/her own symptoms and should secure other opinions if hefshe has any
concern as to the nature of his/her total condition. Your doctor of chiropractic may express an opinion as to whether or not you should
take this step, but you are responsible for the final decision.

Informed consent for chiropractic care: A patient, coming to the doctor of chiropractic, gives the doctor permission and authority
to cave for the patient in accordance with the chiropractic tests, diagnosis and analysis. The chiropractic adjustment or other clinical
procedures are usually beneficial and seldom cause any problems. In rare cases, increased pain, muscle spasms, or rib injury
underlying physical defects, deformities or pathologies may render the patient susceptible to injury. The doctor of course, will not give
a chiropractic adjustment, or health care, if he/she is aware that such care may be contraindicated. Again, it is the responsibilty of the
patient to make it known or to learn through healfh care procedures whatever he/ she is suffering frorm: Jatent pathological defects,
illnesses, or deformities which would otherwise not core to the attention of the doctor of chiropractic. The patient is provided a
specialized, non-duplicating health service. The doctor of chiropractic is licensed in a special practice and is available to work with
other types of providers in your health regime.

Results: The purpose of chiropractic services is to promote natural health through the reduction of VSS and/or VSC. Since there are
so many variables, it is difficult to predict the time schedule or efficacy of the chiropractic procedures. Sometimes the response is
phenomenal. In most cases there is a more gradual, but quite satisfactory response. Qccassionally, the results are less than expected,
Two or mote siailar conditions may respond diffexently to the same chiropractic care. May medical failures find quick relief through,
chiropractic. Tn turn, we must admit that conditions which do not respond to chiropractic care may come under the control or be
helped through medical science. The fact is that the science of chiropractic and medicine may never be so exact as to provide definite
answers to all problerss. Both have made great strides in alleviating pain and controlling disease.

Acknowledgement and Understanding: ¥t is further understood that I, the undersigned, agree to pay the full amount of the charges
should my condition be such that it is not covered by my policy, or if, for any reason, the insurance company and/or my attorney

refused to pay my balance at this office. I understand that I am responsible for whatever fees my insurance company does not pay on
my claim. {Typically, this includes deductibles and/or co-payments).

To the Patient: Please discuss any questions or problems with the doctor before signing this state of policy. I have read and
understand the foregoing.

Patient Name (Print) Patient Signature Date

Patiant name {if patient is under 18 yrs. old) Parent or Legai Guardian Relationship to Patient



CHIROPRACTIC Naturally

337 Belgrade Ave

Roslindale, MA 02131
Tel: (857)273-4162  Fax: (857) 273-3946

MEDICAL RECORDS REQUEST

L , do hereby authorize

Patients name Hospital Name

to furnish all my records concerning examination, diagnosis, x-rays, treatments, prognosis, etc. to:

Chiropractic Naturally
337 Belgrade Avenue
Roslindale, MA 02131
Date of Accident / / Records of
Visit of / / Date of Birth
Date of Request _ f / Social Security #
Patient Signature - Date

4 copy of this authorization shall have the same force and effect as the original.
Please enclose any tests along with the medical records.
If the patient is a minor (under age 18), parent of legal guardian must sign below:

Parent/legal guardian signature Relation to patient Date



NECK DISABILITY INDEX QUESTIONNAIRE

Patient Name

Date -

Please read carefully:

This questionnaire has been designed to enable us to understand how your neck pain has affected your ability to manage
everyday life. Please answer every section, and marl in each section only ONE CHOICE whick applies to you. We realize
you may consider that two of the statements in any one section relate to you but please just mark the one box, which most

closely describes your problem right now.
SECTION 1 - Pain Intensity
A. 1have no pain at the moment.
B. The pain is very mild at the moment.
C. The pain is modersate at the moment.
D. The pain is fairly severe at the moment.
E. The pain is very severe at the moment.
F. The pain is the worst imaginable at the moment.

SECTION 2 - Personal Care (washing, dressing, etc.)

A, T can lock after myself without causing exira pain.

B. Icanlook after myself normally but it causes extra pain.
C. It is painful to look after myself and I am slow and carefiil,
D. Ineed some help but manage most of my personal care.

E. Ineed help every day in most aspects of self-care,

T. I donot get dressed, wash with difficulty and stay in bed.

SECTION 3 - Lifting

A. 1 can 1ift heavy weights without extra pain.

B. Ican lift heavy weights but it gives extra pain,

C. Pain prevents me from lifting heavy objecis off the floor, but
1 can manage if they are conveniently positioned, e.g. on a table.

D. Pain prevents me from lifting heavy weights but 1 can manage
light to medium weights if they are conveniently positioned.

B. Ican lift very light weights.

B. Icannot lift or carry anytbing af afl,

SECTION 4 —Reading

A. Tcen read as much as I want with no pain in my neck.

B. Ican read as much as I want with slight pain in my neck.

C. Ican read ag much as I want with moderate pain in ray neck.

D. T cannot read as much as ¥ want because of moderate pain in
my neck.

E. 1can hardly read at all because of severe pain in my neck.

F. ITcannotread at all.

SECTION 5 - Headaches

A. 1have no headaches at all.

B. Thave slight headaches which come infrequently.

C. Ihave moderate headaches which comne infrequently.
D. Thave moderate headaches which come frequently.
E. 1have severe headaches which come frequently.

F. Ihave beadaches almost all the time.

SECTION 6~ Conceniration
A. T can concentrate fully when I want to with no difficuity.
B. Ican concentrate fully when T want to with stight diffienlty.

C. Ihave a fair degree of difficulty in concentrating when I want to.

D. Thave a lot of difficulty in concentrating when I want to.
B. 1 cannoi concentrate at all.

SETION 7 - Work

A. T can do as much work as I want to.

B. 1 can only do my usual work, but no more.

C. 1can do most of my usual work, but no mare.
D. 1 carmot do 1y ngwel work.

E. Ican hardly do any wark at all.

F. 1 cannot do any work at all.

SECTION § — Driving

A, Ican drive without any neck pain,

B. Ican drive as long as | want with slight pain in my neck.

C. Ican drive as long as I want with meoderate pain in my neck.

D. I cannot drive as long as I want because of moderate pain in
my neck.

E. Ican hardly drive at all because of severe pain in my neck,

F. I cannot drive my car &t all.

SECTION 9 --Sleeping

A. Thave no trouble sleeping,

B. My sleep is slightly disturbed (less than 1 hr. sleepless).
C. My sleep is mildly distarbed (1-2 hrs. sleepless).

D. My sleep is moderately disturbed (2-5 hrs, sleepless).

E. My sleep is greatly disturbed (3-5 hrs. sleepless).

F. My sleep is completely disturbed {5-7 hrs. sleepless).

SECTION 19 — Recreation
A, Iam able to engege in sll my recreation activities with no neck
pain at all,
B. I am able to enpage in all my recreation activities with some
pain in my neck.
C. Iam sble fo engage in most, but not all of my usa!l recreation
activities hecause of pain in my neck.
D. Tam able to engage in a few of my usual recreation activities
because of pain in my neck.
E. T can hardly do any recreation activities because of pain in my
necle,
F. 1 camnot do any recreation activities at all.

OTHER COMMENTS:

SCORE:

Examiner

‘With Permission from: Vemon H, Mior 8. The Neck Disability Index: A study of relishility amd validity. I Manipuiative Plysiol Ther 1991114:409-415,

CHIROPRACTIC Naturally, 337 Belgrade Avenue, Roslindale, MA 02131 Tel: (857) 273-4162, Fax: (857) 273-3946



REVISED OSWESTRY LOW BACK PAIN DISABILITY QUESTIONNAIRE
PLEASE READ: This questionnaire is designed to enable us to understand how much your low back pain has affected
your ability to manage your everyday activities. Please answer each section by circling the ONE CHOTCE that most
applies to you. We realize that you may feel that more than one statement may relate to you, but PLEASE JUST
CIRCLE ONE CHOICE WHICH MOST CLOSELY DESCRIBES YOUR PROBLEM RIGHT NOW.

SECTION 1 - Pain Tntensity

A. The pain comes and goes and is very mild,

B. The pain is mild and does not vary much.

C. The pain comes and goes and is moderate,

D, The pain is moderate and does not vary much.
E. The puain corues and goes and is severe.

F. The pain is severe and does not vary much,

SECTION 6 - Standing

A, I can stand as long as I want without pain.

B. T have some pain while standing, but it does not increase with time,
C. X cannot stand for Ionger than ane hour without increasing pain.

D. T cannot stand for longer than % hour without increasing pain.

E. T cannot stand for longer then ten minute without increasing pain.

¥. ] avoid standing, brecause it increases the pain straight away.

SECTION 2 — Personsl Care

A.T would not have to change my way of washing or dressing in order
to avoid pain.

B. Edo ot normally change my way of washing or dressing even
though it causes some pain.

C. Washing and dressing increases the pain, but I manage no to change
my way of doing it.

D. Washing and dressing increases the pain and I find it necessary to
change my way of doing it.

E. Because of the pain, [ am unable to do some washing and dressing
withont help.

F. Because of the pain, T am unabie 10 do any washing or dregsing
without help,

SECTION 7 - Sleeping

A, T get 00 pain in bed,

B. I get pain in bed, but it does not prevent me from sleeping well.

C. Because of pain, my normal night’s sleep is reduced by less than
one quarter.

L. Because of pain, my normal night’s sleep is rednced by less than
one-half,

E. Becanse of pain, my normal right's sleep is reduced by less than

three-quasters,
F. Pain preveats me from sleeping at all.

SECTION 3 - Lifting

A, T can Jift heavy weights without extea pain.

B. T can lift heavy weights, but it causes extra pain.

C. Pain prevents me from fifting heavy weight off the floor.

D. Pain prevents me from Iifting heavy weights off the floor,
but I can manage if they are conveniently positioned, eg. an a table,

E. Pain prevents me from lifting heavy weights, but I can manage lght
to miedium weights if they are conveniently positioned.

E. 1 can only lift very light weights, at the most.

SECTION 8 — Social Life

A. My social life is normal and give me no pain.

B. My social life iz normal, but increases the degree of my pain.

C. Pain has no significant effect on my sociel life apart from Limiting my
ore energetic interests, My dancing, etc.

D. Pain has restricted my social fife and T do not go out very often.

E. Pein has restricted my social life to my home,

F. T have hardly eny socisl life becense of the pain.

SECTION 4 - Walking

A, Pain does not prevent me from walking any distance.

B. Pain prevents me from welking more than ope mile.

C. Pain prevents me from walking more than ¥ mile.

D. Pain prevents me from walking more than 1 mile.

E. I can only walk while using a cang or on crutches.

E. [ am in bed most of the time and have to crawl to the toilet.

SECTION 9 — Traveling

A. 1 getno pain while traveling,

B. I get some pain while raveling, bt none of my usual forms of rave]
make it any worge.

C. 1 get extra pain while traveling, but it does not compel me to seck
altemnative forms of travel,

D. 1 pet extra pain while traveling which compels ma to seek alternative
forms of travel.

B. Pain restricts all forms of travel.

¥, Pain prevents all forms of travel except that done lying down,

SECTION 5 —Sitting

A, J can sit in any chair as long as 1 ke without pain.
B. I can only sit in my favorite cheir as long as | like.
C. Pain prevents me from sitting more than one hour,
D, Pain prevents me from sitting more than % hour.

E. Pain prevents me from gitting more than ten mimutes.
F. Pain prevents me from sitting at 2l

SECTION 10 - Changing Degree of Pain

A. My pain is rapidly getting better.

B. My pain fluctuates, but overall is definitely petting better.

C. My pain seems to be getting better, but improvement is slow at present.
D. My pain jis neither getting better nor worse.

E. My pain is gradually worsening.

T. My pain is rapidly worsenimg,

COMMENTS:

PATIENT NAME:

DATE

SCORE:

CHIROPRACTIC Naturally, 337 Belgrade Avenue, Roslindale, MA 02131 Tel: (857) 273-4162, Fax: (857) 273-3946



Patient Name: CHIROPRACTIC Naturally
337 Belgrade Avenue
Roslindale, MA 02131

Tel: (857) 273-4162 Fax: (857) 273-3946

PAIN DIAGRAM

On the diagrams below mark where you are experiencing pain, right now. Use the letters below to
indicate the type and location of your sensations.

Dafte:

Key: A-ACHE B-BURNING N -NUMBNESS
P -PINS & NEEDLES S-STABBING 0-OTHER

PAIN SCALE

Rate the severity of your pain by checking one box on the following scale:
Worst Possible
No Pain Pain

0/1,2 3,4 5|67 ,8]9]10




CHIROPRACTIC Naturally
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SIGNATURE

have read and acknowledged the above notice. Date:




| CHIROPRACTIC Nasturally

337 Belgrade Ave
Roslindale, MA 02131
Tel: (857)273-4162  Fax: (857) 273-3946

LIEN FOR SERVICES RENDERED

I hereby authorize C'piropractic Naturally (hereinafter “CN™) to furnish my Attorney and/or insurance carrier with a full
report of my case history, examination(s), diagnosis, treatment(s), and prognosis of my injury which CN is treating or has
treated. Said accidex#t/ injury occurred on or about .

I give a lien to CN on any settlement, claim, judgment, and/or verdict as a result of said accident/illness.
Consequently, I receive notice of this lien and authorize and direct my Attorney and/or insurance carrier to pay
directly to CN such sums as are due and owing to CN for services rendered. I authorize the withholding of such
sums from any settlement, claim, judgment, and/or verdict and further understand thbt if I receive any money from
my Attorney and/o’rr insurance carrier as payment for the chiropractic treatments rendered, 1{ am responsible to
forward that money to CN.

I fully understand that I am directly and fully responsible to CN for all medical bills and reports submitted by them
for services rendered to me. This agreement is made solely for CN's additional protection and in consideration of
CN's awaiting payment. I further understand that such payment is not contingent on any settlement, claim,
judgment, and/or verdict.

i
|

Date: ; Patient’s Name:
Patient's Si?:nztu:e: Social Security %
If patient is a minor (under 18 years of age), parent or legal guardian must sign
below:
Date: Parent/Legal guardian’s Signature Relationship to Patient:

Witness:

3

This undersigned, |being above-referenced patient's attorney and/or authorized representative of the insurance
carrier, does hereby acknowledge receipt of this lien and agrees to honor the same to protect interests of CN as it
relates to the above said injury and services.

Authorized Signature: Date:

It is understood that photocopies of this lien will be freely acceptable as though they were originals. Please
keep a copy for your records and date, sign and return a copy to us.




Personal Injuryv Insurance Information

Patient Accident Date
Attorney Information

Name: Phone:
Address:

Auto Insurance Information

Other Party's Insurance Information

Company Company.
Policy #: Policy #:
Claim #: Claim #:
Phone #: Phone #:
Adjuster: Adjuster:
Address Address

(For Office Use Only - Questions to Ask Attorney)

1. Does Liability look questionable? Yes 0 No O

Is the insurance policy active and will cover this accident? Yes[D NoO

What amount?

How Many?

2.
3. Was a police report filed? Yes) NoU
4. Were there any witnesses? Yes NoO
5. Amount of property damaged
6. Were there other people in the car? Yes[1 No [l
7 Isthere Med-Pay? YesO NoO
Limits?
Med-Pay Verified Date

Spoke to

Chiropractic Naturally « 337 Belgrade Avenue + Roslindale, MA 02131 « 857-273-4162

Initial



APPLIK N FOR BENEFITS—PERSONAL INJURY PR( 10N
IMPORTANT: 1. TO ENAu.... uS TO DETERMINE IF YOU ARE ENTITLED TO BENEFITS UNDE.. .. o2 PERSONAL INJURY
PROTECTION LAW, YOU MUST COMPLETE AND SHSN THIS FORM.
2. YOU MUST ALSO SIGN THE ATTACHED AUTHOREZATION(S).
3. RETURN PROMPTLY WITH ANY MEDICAL. BILLS YOU HAVE REGEIVED TO DATE.

DATE OUR POLICYHOLDER DATE QF ACCIDENT FILE NUMBER
T0: CURE
CLAM BEPT.

214 CARNEGIE CENTER, SUTE 11
PRINCETON, NJ 08540

YOUR NAME PHONE l HOME i BUSINESS
NO.
YOUR ADDRESS {NOQ., STREET, CITY OR TOWN, STATE AND ZIF CODE) DATE OF BIRTH | SOCIAL SEGURITY ND.
/ _/
DATE AND TIME OF ACCIDENT A.M.| PLACE OF ACCIDENT (STREET, CITY OR TOWN AND STATE)
! ! PM,

BAEF DESCRIPTION.OF ACCIDENT

WERE YOU THE DRIVER GF THE AUTOMOBILE? YESTI NO[  WERE YOU A PEDESTRIAN? YEsO NODD
WERE YOU A PASSENGER IN THE AUTOMOBILE? YESO NOIDOD  WERE YOU AMEMBER OF THE AUTOMOBILE
OWNER'S HOUSEHOLD? YESO NO DY

DO YOU OR ANY MEMBER OF YOUR HOUSEHOLD QWN AN AUTOMOBILE? YES T NO D

DESCRIBE ALL AUTUMOBILES OWNED BY YOU OR ANY MEMBER OF YOUR FAMILY THAT RESIDED IN YOUR HOUSEHOLS AS OF THE DATE OF
THE LOSS,
AUTOMOBILE OWNER INSURANCE CO. POUCY NUMBER

B YOU HAVE HEALTH INSURANCE ON THE DATE GF LOSS? YES I NO-O
IF YES, PROVIDE THE INFORMATION REQUESTED BELOW REGARDING YOUR HEALTH INSURER(S):

1, NAME: 2 NAME:

ADDRESS: ADDRESS:

PHONE: PHONE:

FAKE: FAX#:

E-MAIL: E-MAIL:

P IGROUP #/C1 FIC. POLICY/CROUP&CERTIFICATE #:

WERE YOU INJURED AS A RESULT OF THIS ACCIDENT? YES C1 NO [0 IF YOUR ANSWER IS YES, m“PLHE THE REST OF THIS FORM.
IF NO, SIGN HERE AND RETURN THIS FORM 7O US.

DATE:
DESCRIBE YOUR INJURY
WERE VOU TREATED BY A DOCTORT| DOCTORS NAME AND ADDRESS
YES O ND T
IF YOL WERE TREATED IN A HOSPITAL WERE YOU HOSPIIAL'S NAME AND ADDRESS
AN IN-PATIENT? L1 QUT-PATIENT? OO
AMOUNT OF MEDHCAL WILL YOU HAVE MORE MEBICAL | AT TIME OF YOQUR ACCIDENT WERE YOU IN THE
HILLS TO DATE: § EXPENSE? YESO NOOI COURSE OF YOUR EMPLOYMENT? YES O NO L1
DID YOU LOSE WAGES OR SALARY AS A RESULT IE YES, AMOUNT WHAT IS YOUR AVERAGE
OF YOURINJURY? YESO NO O LOSTTO DATE § WEEKLY WAGE OR SALARY? §
" DATE DISABLITY DATE YOU RETURNED
IFYOULOSTWAGES:  paou woRK BEGAN TO WORK
HAVE YOU RECEIVED OR ARE YOU ELIGIBLE FOR IFYES, AMOLINT
BENEFITS UNDER YES MO s
(1) ANY WORKMEN'S COMPENSATION LAW? o o
(2) EMPLOYEES TEMPORARY DISABILITY BENEFIT STATUTE? O a 0 PER WEEK [ PER MONTH
{3} MEDIGARE? o o

LIST NAMES AND ADDRESSES OF YQUR EMPLOYER AND OTHER EMPLOYERS FOR ONE YEAR PRICR TO ACCIDENT DATE AND GIVE
OCCUPATION AND DATES OF EMPLOYMENT:

EMPTCFYER AND ADDHESS OCEUPATION FROE T
ENFLOYER AND ADORESS GECUPATION FROM To
EMPLOYER AND CCCUPATION FROL T0

AS A RESULT OF YOUHR INJURY HAVE YOU HAD ANY OTHER EXPENSES? YES [J NO O IF YES, EXFLAIN ON HEVERSE SIDE.

ANY PERSON WHO KNOWINGLY FILES A STATEMENT OF GLAIM GONTAINING ANY FALSE OR MISLEADING INFORMATION IS SUBJECT TO
CRIMINAL AND CIVIl. PENALTTES.

SIGNATURE: DATE:

AUTHORIZATION FOR MEDICAL INFORMATION

THIS AUTHORIZATION OR PHOTOCORY HEH.EOF WILL AUTHORIZE YOLF TO FURNISH ALL INFORMATION YOU MAY HAVE REGARDING MY CONDITION WHILE UNDER YOUR
OBSERVATION OR TREATMENT, INCLUDING THE HISTORY OBTAINED, X-RAY AND PHYS(CAL FINDINGS DIAGNOS!S AND PROGNOSIS. YOU AHE AUTHORZED 1O PROVIDE
THIS tINFORMATION IN ACCORDANCE WITH THE PERSONAL INJURY PROTECTION BENEFITS LAW.

A 29654 {1-85)

o 8 o
AUTHORIZATION FOR WAGE AND SALARY INFORMATION

THIS AUTHORIZATION OR PHOTGCOPY HEREOR, WILL AUTHORIZE YOU TO FURNISH ALL INFORMATION YOU MAY HAVE REGARDING MY WAGES GR SALARY WHILE
EMPLOYED BY YOU. YOU ARE AUTHORZED TO PROVIDE THIS INFCRMATION 1N ACCORDANCE WITH THE PEASONAL INJURY PROTECTION BENEFTTS LAW,

SIGNATURE: | DATE:

AUTHORIZATION TO EXTEND TIMETO SCHEDULEA PHYSICAL EXAMINATION FOR DECISION FOINT REVIEW
(OPTIONAL)
TO ASSURE MY ABILITY TO ATTEND THE REQUIRED PHYSICAL EXAMINATICH, | HEREBY AUTHORIZE CURE TO TAXE UP TO 14 DAYS AFTER RECEIPT OF NOTICE FROM
MY HEALTH GARE PROVIDER (RATHER THAN THE 7 DAYS NOAMALLY REQUIRED) FOR SCHEDLUAING A PHYSICAL EXAMINATION IF ONE IS NEEDED IN ORDER TO MAKE
ADETERMINATION REGARDING THE MEDISAL NECESSTTY ORTESYS Oft TREATMENTS UNDER THE CURE DECISION POINT. REVIEW PLAN.

e



