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Basic Information about the Accident:
Date Accident Occurred or Started: Time of Day when Accident Occurred or Started:

/ / AM or PM

Describe how the Accident took place:

Describe the condition or symptoms caused by the Accident:

Work Accident Specific Information: Complete only if this injury is work related:
Did the accident occur on the premises of the facility where you normally work? (i.e. local work address?)
Did the accident occur during your normal working hours?
Did you report the accident to your employer?
Is your employer covered by Worker's Compensation Insurance under state law?
Has your Employer prepared an initial written report?
Does the Employer's Report describe the condition or symptoms you are experiencing?
Has a claim number been issued for this accident?
Have you received any written denial of liability from either your employer or Worker's Insurance Comp Payer?

Print Name: D.O.B / /

Signed: Date / /
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Auto-Accident Specific Information:
Were you the: Driver Passenger Pedestrian
Automobile you were in: Year Make Model
Damage to your car: Front Rear Driver side Passenger Side Bumper Fender
Damage amount estimate: $ Minor Major Moderate Totaled
Other Automobile: N/A Year Make Model
Damage to other car: Front Rear Driver Side Passenger Side Bumper Fender
Damage amount estimate (other car): Minor Major Totaled
Where did the accident happen?Street names: City/State:
Was it: Controlled Intersection Uncontrolled Intersection Not Intersection
Was there a traffic light? None Green Red Turn Arrow Stop Sign
Were you: Slowly Moving Moving Stopped
Time of the day: Day Twilight Night
Weather Conditions: Sunny Rainy Cloudy Clear
Street Surface Dry Wet Slick Icy Pavement Other
Type of Impact Rear End Front Side Impact Roll Over
Brakes on Impact Locked Tight Loosely Applied Foot Not on Brake
How far did your car move? Did not move Moved 1-5 ft Moved 6-10 ft Moved over 10 ft
Where were you seated in the vehicle? Seat belt? Yes No
Shoulder Harness Yes No Headrest Yes No Headrest position: Up Down
Is the car equippedwith airbags? Yes No Did they deploy? Yes No
Did you see the impact coming? Yes No Did you brace yourself for impact? Yes No
On impact, your head was looking: Ahead Behind Up Down To the Right To the Left
On impact, were you: Thrown forward Thrown backwards Thrown sideways

Other
Did your body hit anything inside the car? Yes No Body Part

What did it hit?
Head trauma? Yes No Loss of consciousness? Yes No How long?
Do you remember the accident happening? Yes No
Hospital? Yes No Nameof hospital? How long?
Taken by ambulance? Yes No X-rays taken? Yes No
X-ray areas: Neck Mid-back Low-back Other:
Medication given: Yes No RX:
Other instruction? Follow-up:

Was a police report filed? Yes No
How fast was your vehicle traveling? mph How fast was the other vehicle traveling? mph
Did the pain exist before the accident? No Yes If yes, explain:

Patient Name D.O.B. / /

Signed Date / /
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Plainfield CHIROPRACTIC & REHABILITATION LTD
dba Plainfield Spine And Rehab

13520 S. Route 59 Suite 100
PLAINFIELD, ILLINOIS 60544

PHONE: (815) 439-9800
FAX: (815) 439-9804

www.plainfieldchiroandrehab.com

DOCTOR’S LIEN
I do hereby authorize Plainfield Chiropractic & Rehabilitation LTD to furnish you, my attorney
and/or responsible insurance party, with a full report of his examination, diagnosis, treatment,
prognosis, etc., of myself in regard to the accident in which I was recently involved.

I hereby authorize and direct you to pay directly to said doctor such sums as may be due and owing
him for medical service rendered me both by reason of this accident and by reason of any other bills
that are due his office and to withhold such sums from any settlement, judgment or verdict which
may be paid to you, my attorney, or myself, as the result of the injuries for which I have been
treated or injuries in connection therewith.

I agree never to rescind this document and that a rescission will not be honored by my attorney. I
hereby instruct that in the event another attorney is substituted in this matter, the new attorney
honor this lien as inherent to the settlement and enforceable upon the case as if it were executed by
him.

I fully understand that I am directly and fully responsible to said doctor for all medical bills
submitted by him for service rendered me and that this agreement is made solely for said doctor’s
additional protection and in consideration of his awaiting payment. And, I further understand that
such payment is not contingent on any settlement, judgment or verdict by which I may eventually
recover said fee.

I acknowledge this letter by signing below at the doctor’s office with the doctor present. I have
been advised that if my attorney does not wish to cooperate in protecting the doctor’s interest, the
doctor will not await payment but will require me to make payments on a current basis.

Dated_____________________ ________________________________________
Physician Name & Signature

Dated_____________________ ________________________________________
Patient Name & Signature

The undersigned being attorney of record for the above patient does hereby agree to observe all the
terms of the above and agrees to withhold such sums from any settlement, judgment, or verdict, as
may be necessary to adequately protect said doctor above-named.



Plainfield Spine And Rehab
13520 S Route 59, Suite 100

Plainfield, IL 60544
815 439-9800

Fax 815 439-9804

Authorization for the Disclosure/Request of Protected Health Information

Date: __________________

Patient Name: __________________________________ Date of Birth: _____________

I request and authorize the release my health care records or disclosure of information being
requested to Plainfield Spine And Rehabilitation.

I certify that this request has been made voluntary and that the information given below is
accurate to the best of my knowledge. I understand that I have the right to revoke this
authorization by making a written request to Plainfield Spine and Rehab, at any time except to the
extent that action has already been taken to comply with it. I understand that information released,
disclosed, and/or used pursuant to this authorization may be subject to re-disclosure by the
recipient and may no longer be protected by federal or state laws and regulations.

Please release my records to Plainfield Spine and Rehabilitation:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

____________________________________________________________
Print and Signature of PATIENT

Paul McCarthy D.C._____________________________________________
Print and Signature of DOCTOR



Insurance 

This Information is needed to ensure 3rd party financial responsibility is billed and 
not the patient. Information is needed for clinic and attorney.  
 
 
 
3rd Party’s Insurance (At Fault) 
 
Insurance Name: 
Policy #: 
Claim #: 
Phone #: 
Claim Adjusters Name: 
 
 
Medical Insurance Information (Personal Insurance) 
 
Insurance Name: 
Group #: 
ID #: 
 
 
 
*Auto Accident Only, Not for work accident cases 
Auto Insurance Information (Insurance of Vehicle ) 
 
Insurance Name: 
Policy #: 
Claim #: 
Phone #: 
Claim Adjusters Name: 
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