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Patient/Insured’'s Information

Patient First Name: M.1. Last Name:
Date of Birth: Social Security Number:
I Male J
3 Female-
Insured's First Name: M.L Insured's Last Name:

= |

5 Insured's DOB Insured's SS#
CJ Male r
3 Female J
Address: City: 1
State:  Zip: Home Phone Number:

Insurance Company

Primary Insurance Carrier: Policy # Claim # ‘
Address: City: '
State: Zip: Insurance Co. Phone Number:

L |

Secondary Insurance Carrier: Policy # Claim# '
Address: t !City: l
State: Zip: Insurance Co. Phone Number:

Attorney Information
Attorney Name:

Employer Information
Employer Name:

| |

Address: City: rddressr ‘ ’City: J
State:  Zip: Insured's Home Phone Number: \ lStatei 1 [Zip: ‘ fFOUP# ‘ rhone Number: \
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History of Injury:
In your own words, please briefly describe your injury:

Previous Conditions and Treatment:

In your own words, please briefly list any previous medical conditions and treatment:




o Activities of Daily Living Form

Head Shoulder Chest |Abdominal|Foot/Ankle Neck Mid Back Arm Low Back Hand Hip/Leg
Condition | Condition | Condition | Condition | Condition | Condition | Condition | Condition | Condition | Condition | Condition
X e

= = c

Mark all of the below functions
that you are unable to perform Gener
or are having difficulty performing
due to each of the conditions S\/mmoms
indicated above.

Personal Care
Eating:

Dressing:

Grooming:

Bathing:

Eliminating:

Communication
Hearing:
Speaking:
Reading:
Writing: ' e

Using a keyboard: T
Activity
Sleeping:
Standing:
Walking:
Sitting:
Running: C—
Working: -
Heavy lifting:
Medium lifting: [
Light lifting: 31—
Lifting weights: 1
having sex: %
during sports: -
Working around house: ——
Working on hobbies: &
Exercising: .
Sensory
Hearing:
Seeing: I
Feeling: C
Tasting: C
Smelling:

Recreation/mravel
Driving a car:

Riding in a car: C

Riding in a boat: [+
Traveling in an airplane: C
Traveling in a train: T —

Social Activities
Participating in group activities:

Speaking in public: 3
Emotional Stability: |
Oother




OFFICE OF INSURANCE REGULATION
Bureau of Property & Casualty Forms and Rates

ZTUE Fpiss,
Tay

5

Standard Disclosure and Acknowledgement Form
Personal Injury Protection - Initial Treatment or Service Provided

The undersigned insured person (or guardian of such person) affirms:

1. The services or treatment set forth below were actually rendered. This means that those services have already been
provided.

1>

I have the right and the duty to confirm that the services have already been provided.

3. 1 was not solicited by any person 1o seek any services from the medical provider of the services described above.
4. The medical provider has explained the services to me for which payment is being claimed.
5. If 1 notify the insurer in writing of a billing error, | may be entitled to a portion of any reduction in the amounts paid

by my motor vehicle insurer. If entitled. my share would be at least 20% of the amount of the reduction, up to $500.

Insured Person (patient receiving treatment or services) or Guardian of Insured Person:

Name (PRINT or TYPE) Signature Date

The undersigned licensed medical professional or medical director, if applicable, affirms the statement numbered 1 above
and also: :

A. | have not solicited or caused the insured person, who was involved in a motor vehicle accident, to be solicited to
make a claim for Personal Injury Protection benefits.

B. The treatment or services rendered were explained to the insured person, or his or her guardian, sufficiently for that
person to sign this form with informed consent.

C. The accompanying statement or bill is properly completed in all material provisions and all relevant information has
been provided therein. This means that each request for information has been responded to truthfully, accurately, and in
a substantially complete manner.

D. The coding of procedures on the accompanying statement or bill is proper. This means that no service has been
upcoded, unbundled, or constitutes an invalid or not medically necessary diagnostic test as defined by Section 627.732
(15) and (16), Florida Statutes or Section 627.736(5)(b)6, Florida Statutes.

Licensed Medical Professional Rendering Treatment/Services or Medical Director, if applicable (Signature by his/ her own
hand):

=

Name (PRINT or TYPE) Signature Date

Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of Claim or an

application containing any false, incomplete. or misleading information is guilty of a felony of the third degree per Section
817.234(1)(b), Florida Statutes.

Note: The original of this form must be furnished to the insurer pursuant to Section 627.736(4)(b), Florida Statutes and may

Inot be electronically furnished. Failure 1o furnish this form may result in non-payment of the claim.
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Patient Symptoms Form

(Please mark as many symptoms or
complaints below in up to 5 separate regions)

Patient's Signature
Symptom Number: 11 12 [CJ3 [J4 (15

GENERAL SYMPTOMS: (Mark as many as apply)

[ Nervousness

[ Depression
CIPMS

Cirritability
[JLoss of Sleep
[CJJaw Pain

[CJFatigue
[CJTension

Symptom Number: CT3J1 CJ2 [CJ3 [J4 5
HEAD: (Mark as many as apply)

CJDull I Migraine

[ Back of head [ Forehead
[ Temples [ Behind eyes
[ Right side [ Left side

[CILight headed [IMemory loss [JFainting
I Blurred vision C1Double vision [ Sensitivity to light
[ Balance loss [1Hearing loss [JRinging in ears

[CSharp
Location:

Headaches

V No Pain Extreme Pain V
Pain:level- B B e ) ) [ e o] | me] ()

Frequency: T10-25% [—126-50% —151-75% [-176-100%

Symptom Number: 31 CJ2 C3J3 34 35
SHOULDERS: (Mark as many as appl

Right Left Both
Pain in joint: [ = ] o ]
Pain across shoulder: [ 2 ] 55 < ]
Limitation of movement: (=l ==k )
Tension: [ B ()

V No Pain Extreme Pain ¥
Painileve) == ) ) ) S =) = (] ) ] | [ws]

Frequency: C10-25% [C126-50% 151-75% 1 76-100%

Symptom Number: 311 32 33 [CJ4 35
CHEST: (Mark as many as apply)

Right Left Both
(] s [

=] (] o [

Pain around ribs:
Deep chest pain:
[ Shortness of breath: [ Irregular heartbeat:

¥V No Pain Extreme PainV
Painilevel: [E=slslmes| gl ] lov) = ] =)l - (] nes]

Frequency: 10-25% [—126-50% —151-75% C176-100%

Symptom Number: C3J1 [C3J2 13 [CJ4 15
ABDOMINAL: (Mark as many as apply)

[ Nervous stomach (] Nausea [ Gas

[ Constipation [ Diarrhea 3 Heartburn

[ Indigestion [J Loss of appetite [—J Pain
Pair: ¥V No Pain Extreme Pain ¥

[ ) ) e () [ (] S ] o] S ]
Frequency: T 10-25% [ 126-50% C151-75% C176-100%

Symptom Number: C3J1 32 13 14 15
FEET: (Mark as many as apply)
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Ankle Pain:
Swollen Ankle:
Foot Pain:
Numbness of Feet:
Swollen Feet:

Right

=]
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Cramps: =l
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¥V No Pain Extreme Pain V
Raini|ovel | (swe) e [sme) ) e [am] | fom] i) S ) S jms)

Frequency: [10-25% [126-50% 151-75% 1 76-100%
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Symptom Number: 11 12 313 [CJ4 15
NECK: (Mark as many as apply)
[CJPain [CJLeft side [JRight side [JBoth
Pain increased by:
CJForward mvmnt
[JRotate head left
[CJBend neck left

[CJBackward mvmnt
[CJRotate head right
[JBend neck right

[stiffness [1Mus. Spasm [JGrinding/
Grating
Sounds

V No Pain Extreme Pain V
Painilevel: =1 EE-E1 = ) i) B =i

Frequency: L10-25% [—126-50% (CJ51-75% C176-100%

Symptom Number: 11 12 13 14 15
MIDBACK: (Mark as many as apply)

Right Left Both
Pain: (B (e )
Muscle Spasm: [e] = (o ]

¥ No Pain Extreme Pain V
Pain:|evel: 1) [ S (3] () &[] . o] 5[] = ] o[ 4 i

Frequency: [10-25% [126-50% C351-75% C176-100%

Symptom Number: 11 [ J2 13 C 14 [ 15
ARM: (Mark as many as apply)
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Pain in Upper Arm:
Pain in Elbow:

Pain in Forearm:
Pins & Needles (Arm):
Pins & Needles (Forearm):

Numbness in Arm:

[ (]
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Numbness in Forearm:

V¥ No Pain Extreme Pain V
PainJeve!: == e ] ) [ S F) - [ee) ) ) o]

Frequency: 10-25% [126-50% C151-75% C176-100%

Symptom Number: 311 [CJ2 I3 C3J4 5
LOWBACK: (Mark as many as apply)

Right Left Both
Upper Lumbar Pain: =i B
Lower Lumbar Pain: [E=sl s )= ()
Sacro-iliac Pain: (] e ) = )
Muscle Spasm: [l ) e )

V¥ No Pain Extreme Pain V
Bainilevel= b mes [ )] [ i )1 ] 6 ] mw)

Frequency: C10-25% [—126-50% C151-75% (1 76-100%

Symptem Number: E=11 =52 [E13F 514" 95
HAND: (Mark as many as apply)

Right Left Both
Pain in Wrist: (o e )
Pain in Hand: (N e
Pins & Needles (Hand): [ 2 5 fowe] [
Numbness (Hand): B ET e

¥V No Pain Extreme Pain V
Paipilevel: B2 o= Bl ] B ) ] =e) e ]

Frequency: 3 0-25% [C126-50% 151-75% C—176-100%
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that AGGRAVATE the a?\ove conditions:
: . > A 2 :
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Please mark areas of radiating pain from any of the above 5 areas of complaint:
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Symptom Number: (CJ1 C3J2 313 14 [J5
HIPS & LEGS: (Mark as many as app!.

Pain in Buttocks: Location- [ JRight []Left [_]Both
Pain in Hip Joint: Location- [JRight [JLeft []Both
Pain Down Leg: Location- [_1Right [_]Left [ Both

Region- [JFront [ Back [_]Side

Radiates to-[__1Knee [ Calf [_]Foot

Numbness Down Leg: Location- [—JRight (JLeft []Both
Region- [ 1Front [_JBack (] Side
Pins & Needles (Leg): Location- [JRight [_JLeft [ Both
Region- [ JFront ] Back (] Side
Knee Pain: Location- [ JRight []Left [ ]Both
Leg Cramps: Location- [1Right [ JLeft [_]Both

¥V No Pain Extreme Pain V
Pain lovel: E] (e ) 3 ) 5 [l o ] ) 3 fusas | () (2]

Frequency: [10-25% 1 26-50% [151-75% C176-100%




Auto Accident Info:

P What was your position in the vehicle?
CIDriver CFront Passenger T Rear Passenger [ Pedestrian (not in car)
P What type of vehicle were you driving?
C1Compact Car CIMid Size Car CIFull Size Car T Compact Truck
CIFull Truck CIMini Van CIFull Size Van C1Small Sport Utility
CILg. Sport Util. CMotorcycle  T—Motor Home C—Bicycle
»What was your vehicle doing just prior to the accident?
CIStopped at a stop light ISlowing down to a stop
At a complete stop CJIncreasing speed
CIMerging into traffic CJChanging lanes
Traveling at an approximate speed of:

CI5mph CI10mph  TI15mph 120 mph 325 mph 230 mph
I35 mph 340 mph [CJ145mph (350 mph 155 mph (360 mph
865 mph 370 mph 375 mph 180 mph  [JFaster than 80 mph

» Who hit who?
CJYou were struck by another car
CJYou struck a stationary object

CIYou struck another vehicle

P What was your vehicles point of impact?
CIFront CJRear CIRight Side CLeft Side
CJRight Front  CJLeft Front CJRight Rear  lLeft Rear
»What was the other vehicle doing just prior to the accident?
[IStopped at a stop light JSlowing down to a stop
CJAt a complete stop Cincreasing speed
CMerging into traffic CJChanging lanes

Traveling at an approximate speed of:

CI5mph 310mph  CI15mph 320 mph 125 mph 330 mph
I35 mph 340 mph [J45mph 350 mph 355 mph 360 mph
CI65 mph 370 mph 375 mph 380 mph  [IFaster than 80 mph

»What was the other vehicles point of impact?
CIFront CJRear CJRight Side
CJRight Front  Left Front CJRight Rear

P Were you wearing seat restraints?
CFull lap and shoulder restraint
CIShoulder restraint only

CLeft Side
CLeft Rear

CJLap restraint only
1 was not wearing a restraint

P What position were your vehicles head rests in?
Ciowest position CIMiddle position
CIHighest position CINo head rest in vehicle

» Did your vehicles air bags deploy?

CYes CINo

»Were you prepared for the impact?
CJCame as complete surprise
CJAware but not braced for collision

CJAware and braced for collision

»What position was your head and neck in prior to the impact?
I Straight forward CTilted forward CJRotated to the left
CJRotated to the right CJTurned around CToward rear view mirror

P What happened to your body at the moment of impact?

CIBody was tensed for impact CBody whipped forward/backward
[Body torqued and twisted CIBody was thrown over seat
[CJBody was thrown from vehicle [ IBody was pinned in vehicle
CIBody was thrown from side to side CJBody was cut and bruised

» What was your mental/emotional state immediately following?
CJUnconscious CJShaken up
CIDisoriented IShaken up & Disoriented

Work Comp Injury infFo:

If your injury involved LIFTING, complete this section:

P From where were you lifting an object?

CIGround level LA surface below ground level
A surface 1 to 3 feet high A surface 3 to 5 feet high
A surface above 5 feet high

» How many pounds was the object you were lifting?
11 to 5 pounds 15 to 10 pounds 110 to 20 pounds
120 to 40 pounds 140 to 60 pounds C1Over 60 pounds

» What position were you in while lifting the object?
CBack was upright and straight C1Bent over at the waist
T Twisted to the left side CITwisted to the right side

» What type of pain did you feel immediately after the injury?
I Gripping pain CISharp pain CDull pain
CJAches CPopping feeling CJParalysis

If your injury involved FALLING, complete this section:
» From where did you fall at work?

CJOnto the ground while walking ~ T2Onto the ground while running
CJIFrom 1 to 3 feet high CJFrom 3 to 5 feet high

C3From 5 to 8 feet high CIFrom higher than 8 feet

» What part of your body did you land on?

CJHead CINeck CIRight Shoulder JLeft Shoulder
CIRight Arm CoLeft Arm CRight Hand CLeft Hand
CJBack CJRight Buttock Left Buttock CTail Bone
CIRight Hip CLeft Hip CJRight Leg CLeft Leg
CJRight Knee  [Left Knee CJRight Foot CJLeft Foot

» What other areas of your body were affected by your fall?

CIHead CINeck CJRight Shoulder JLeft Shoulder
CIRight Arm CLeft Arm CJRight Hand CLeft Hand
CJIBack CIRight Buttock CLeft Buttock CJTail Bone
CIRight Hip CLeft Hip CJRight Leg Clleft Leg
CIRight Knee  CllLeft Knee CJRight Foot OLeft Foot

Other work related injuries:

CJRaised up from bending over CTwisted at the waist
CIWrist injury from repetitive use  CTIWirist injury from pulling
(Please describe ALL injuries in your own words on page 1 of this form)

Job analysis information:
P What regular activities did you perform at work?

CISitting [JStanding CIWalking

CJRunning I Driving CLifting
CBending/Stooping C38quatting CICrawling
CIClimbing CJCrouching [JReach above shoulders
CKneeling CJPushing/Pulling T IMaintain awkward position

» How much do you regularly lift at your job?
CLittle to none C31to 10Lbs 10 to 20 Lbs 120 to 40 Lbs
C140to 60 Lbs C160to 80 Lbs [J80to 100 Lbs C—Over 100 Lbs

» Do you regularly bend over while lifting? —Yes [INo

P Are your hands subject to any of the below repetitive movements?
ILight grasping (left hand) CT—Light grasping (right hand) C—Light grasping both
CJFirm grasping (left hand) C—JFirm grasping (right hand) C—Firm grasping both

» Did you receive medical attention at the scene of the accident? I Typing —JUsing a computer mouse
ClYes CINo » How many hours do you regularly perform the below activities?
» Where did you go immediately following the accident? Sitting: 1-2hours 24 hours [J4-6hours [16-8hours
IHospital IPersonal Doctor I This Office. Stand‘mg: J1-2hours [32-4 hours. [J4-6hours [J16-8 hours
CJHome [CJResumed daily activities Walking: 1-3 20Uf3 = gj :ours Sig :ours = g—g Eours
ifting: CJ1- = . J6-
B> Mark all areas of your body that struck the below listed parts of your vehicle: g e o o S
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