GASPARRE CHIROPRACTIC 1755 ORANGE AVE. STE A, COSTA MESA, CA 92627 (949) 631-0151
PERSONAL INJURY INFORMATION SHEET

PLEASE PRINT : Patient #

Name Date of Birth . M/F
(Last) (First) (M.L) , ‘ ’

Address ' Home Phone( ) _

City, State Zp Cell/Pager ().

Employer Occupation Work Phone( )

Emall Marital Status # of Children

Soc. Sec.# Driver’s Lic.# ’Referred By.

You're Auto Ins. Co. Policy # Claim#__ :

Phone( ) Adjustor

Other Driver's Auto Ins. Co. Policy # Claim #

Phone ( ) Adjustor,

Attorney. | Phone ()

Address, ‘ City State Zip

NATURE OF ACCIDENT

Date of Accident . Time of Day Number of people in your vehicle,

Wereyou: ( ) Driver ( )Passenger ( )FrontSeat ( )BackSeat ( )Wearing seatbelts
What direction were you headed? ( ) North ( )East ( )South ( )Weston '

What direction was other car headed? ( )North ( )East ( )South ( )Weston

Were you struck from: (  )Behind ( )Front ( )LeftSide ( ) RightSide

Approximate speed of your car mph other car, mph

Were you knocked unconscious? () Yes ( ) No If yes, for how long?

Whefe were you taken after the accident?

Have you been treated by another doctor since the accident? ( )Yes ( )No Ifyes, please list
Doctor's name and address:

Did you h>ave any physical complaints before thé accident?( )Yes ( )No
Are your work activities restricted as a result of this accident? ( )Yes ( ) No
Since this injury are your symptoms: () Improving ( ) Gettingworse ( ) Same

In your own words, please describe the accident:

| certify that the above information is true and correct. ; Dgte: :

- Patient's Signature




" TO: Attorney o Doctor .

NOTICE OF DOCTOR'S LIEN

I do hereby authorize Salvatore Gasparre. D.C. to furnish you; my attorney, with a full repovrt‘of his

examination, diagnosis, treatment, prognosis, etc of myulf In regard to the accident in which | was
recently involved.

~ | hereby authorize and direct you, my attorney, to pay directly to said doctor such sums as may be due and B

owing him for medical services 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 as may be

. .necessary to adequately protect and fully compensate said doctor. And | hereby further give a Lienonmy -~ '

case to said doctor against any and all proceeds of my settiement, judgment or verdict which may be paid.
to you, my attorney, or myself, as the result of the injuries for which | have been treated or injuries in:
connection therewith.

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

‘1 fully understand that | am directly and fully responsible to said doctor for all chiropractic bills submltted by i

him for service rendered me, and that this agreement is made solely for sald doctor’s additional protection

in regards to my accident/which occurred/began on

And | further understand that such payment is not contingent on any settlement. judgment or vordlct by
which | may eventually recover said fee.

: Pteaseacknowbdgemnhuerbymonmmmandremmingtomedoctorsomce lhavebaenadvised
that if my attorney does not wish to cooperate in protecting the doctor's interest the doctor will not awavt
payment, but may declare the entire balance due and payable.

The undersigned bemg attorney of record for the above patient does hereby agree to observe all the mrms f
of the above and agrees to withhold such sums from any settiement, judgment or verdict, as maybe =~

| necessary to adequately protect and fully compensate said doctor above-named. Attomey further agrees -
that in the event this lien is litigated that the prevailing party will be awarded attorney fees and costs.

Dated

Patient's Signature

Dated ! i
' - Aftorney’s Signature

Please date, siﬁn and rétum the original to the doctor’s office. Also please keép a copy for your records; .




. EXPLANATION OF PAYMENT
' PERSONAL INJURY PAYMENT

We would like to take a moment to welcome you to our office and to assure you that
you will be receiving the very best care available for your condition. To familiarize you .
with the financial policies of our ofﬁca. we would like to explain how your madical bills
will be handied.

- Payment Arrangements:
The patient is fully responsible for payment of services rendered, therefore, you should
understand this responsibility. In the event you wish to delay payment of the services
rendered in our office, we will be happy to accommodate you providing you quallfy for
one of the following: -

¢ Payment on a cash basis.

¢ Verified insurance coverage on Med-Pay, which is the eﬂngﬂ_g_gw_ge,g
INSURANCE for any automobile injury.

4 You have or obtain an attorney who will sign a Notice of Doctor’s Lien, along
with the patient to protect payment of services rendered in this office The

K Your own Health Insurance o

If you were injured and someone else is responsible for the injury, you are still-
responsible for payment of services and will be on a current cash basis unless you
qualify with verification of your own Med-Pay Insurance, your own health insuranceis
billed, or you have obtained an attorney with a signed Notice of Doctor’s Lien as stated
above.

Voluntary Termination of Care: :
itis also the policy of this office that if you should choose to suspend or terminate your
care and treatment any outstanding fees for professional services rendered to you will
be immediately due and payable.

 We hope that this has answered any questions you might have regarding your financial
arrangements. Once again, wa’d like to welcome you to our office. If, at any time, you
have any questions about your care, please don't hesrtate to ask.

I have readv and agree to the above.

~ Patient's Signature ‘ o ~ Date




NOTICE OF ASSIGNMENT of AUTO MEDICAL BENEFITS

Should a patient of this office have auto medical benefits (med pay), we will verify these for you
and bill the insurer directly by enforcing an Assignment of Benefits. By signing below Igivemy
consent to Gasparre Chiropractic to bill my automobile insurer directly and to be paid from my
available automobile policy benefits: : e

I have auto medical benefits available on my policy and consent to an Assignment of Benefits to
Gasparre Chiropractic, : . :

Name: MI Date:

NOTICE OF DOCTORS LIEN

Personal Injury patients who have legal representation are required to sign a lien and obtain the signature of their
attorney as well prior to commencing treatment. 1t is our policy to only accept third party auto insurance claims (where
no auto medical benefits are available) with a lien signed by your attorney.

Patient Name: MI

Date of Accident:

I do hereby authorize Salvatore Gasparre, D.C. to furnish you. my attomey, with a full report of his

examination, diagnosis, treatment, prognosis, etc., in regard to the accident in which I was recently
involved.

1 do hereby authorize and direct you, my attorney, to pay directly to Dr. Gasparre 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 as may be
necessary to adequately protect and fully compensate Dr. Gasparre. I hereby further grant a lien on my case
to Dr. Gasparre against any and all proceeds of my 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 fully understand that | am directly and fully responsible to Dr. Gasparre for all medical bills submitted by
him for services rendered to me and that this agreement is made solely for said doctor’s additional
protection and in consideration of his awaiting payment. 1 further understand that such payment is not
contingent on any settlement, judgment, or verdict by which 1 may eventually recover said fee.

I agree to promptly notify Dr. Gasparre of any change or addition of attorney(s) used by me in cqnngction‘
with this accident, and I instruct my attorney to do the same and to promptly deliver a copy of this lien to
any such substituted or added attorney(s).

Please acknowledge this letter by signing below and returning to the doctor’s office. 1 have begn advised.
that if my attorney does not wish to cooperate in protecting this doctor’s interest, the doctor will not await
payment but may declare the entire balance due and payable.

Dated : Patient

The undersigned being attorney of record for the above captioned patient does hereby agree to ol?sewe all
of the terms of the above lien and agrees to withhold sums from any settlement judgment, or verdict as may
be necessary to adequately protect and fully compensate said doctor named above. The attorney by signing
further agrees that in the event that this lien is litigated that the prevailing party will be awarded attorney
Jees and costs.: R ‘

Dated Attorney

Please date, sign and return to the doctor’s office, keeping a copy for your records




Dr. Salvatore P. Gasparre, B. $c., D.C.

increasing Human Performance . |7ssomngeAve Suite A -
Costa Mesa, CA. 92627
Telephone: (949) 631-0151 -

THIRD PARTY MEDICAL LIEN
Patient/Client:
Claim #:
Date of Injury: ‘
I hereby authorize and direct Insurance Company, or their affiliates,

to pay Gasparre Chiropractic such sums as may be due and owing him for medical/chiropractic

services from any settlement, judgment or verdict as may be necessary to adequately protect and

fully compensate said doctor which would otherwise be paid to myself, as the result of the
 treatment charges incurred for injuries in connection therewith.

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

Please acknowledge your agreement to this request by signing below and returning to the
doctor’s office. I have been advised that if you do not wish to cooperate in protecting the
doctor’s interest, the doctor will not await payment, but may declare the entire balance due and
payable by me.

Date Patient’s Signature

The undersigned insurance company does hereby agree to observe all the terms of the above and - i
agrees to withhold such sums from any settlement, judgment or verdict, as may be necessary to '
adequately protect and fully compenm said doctor and make payment payable directly to said

doctor.

~ Date B Sighatﬁre of Insurance Co. Representative

Print First and Last Name

Insurance Company Name

Please date, sign and return the original copy to the doctor’s office. Also, please keep one copy
-for your records.




PATIENT NAME:

ARBITRATION AGREEMENT

Articie 1: Agresment to Arbitrate: 1t s understood thet any dispute es to medicel malpractice, thet le as to whether any medical setvices
Tendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will be
detennlnedbysubnﬁsslontoalbmaﬂonaswovmdbycdlfomlaandfmm.amnotbyalawsultorresontoooun_pfoeeqsexoeptas
stahandfederalhwpmvﬂesbr]nddalmvhwofamuaﬂmmoceedlngs. Both parties to this contract, by entering irto it, are giving up their
constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration.
Article 2: Al Claims Must be Arbitrated: it Is also understood that any dispute that does not.relate to medical malpractice, including
dlsputosastowhethermnotadlspmeiswblomoammaﬂon,wlllalsobedmmmbystmmtoblndngalblm. It Is the intention .
of the parties that this agreement bind all parties as to all claims, including claims arising out of or relating to treatment or services provided - .
bythehealthcarepfoviderincmmganyheimorpm,presentorfutwespouse(s)oﬂhepetlentmrelaﬂontoalldalms.lncludingb_esol_
consortium. This agreement is also intended to bind any children of the patient whether bom or unbom at the time of the occurrence giving
rise to any claim. This agreement is intended to bind the patient and the health care provider and/or other licensed health care providers or
preceptorship interns who now or in the future treat the patient while employed by, working or associated with or serving.as a back-up for the

:::I:: care provider, including those working at the health care provider’s clinic or office or any other clinic or office whether signatories to
m or not.

-".All clalms for monetary damages exceeding the jurisdictional limit of the small claims court against the health care provider, and/or the health

care provider's associates, association, corporation, partnership, employees, agents and estate, must be arbitrated Incliiding, without
limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages. 0
Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each paity shali
select an arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by.the arbitrators appointed by

the parties within thirty days thereatter. The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration. Each party to
the arbitration shall pay such party’s pro rata share of the expenses and fees of the neutral arbitrator, together with other expenses of the

arbitration incurred or approved by the neutral arbitrator, not including counsel fees, witness fees, or other expenses incurred by a party for
such party’s own benefit. :

.Either party shall have the absolute right to bifurcate the issues of liability and damage upon written request to the neutral arbltrator.

The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise be a proper additional party

- In a court action, and upon such intervention and joinder, any existing court action against such additional person or entity shall be stayed
_pending arbitration. v ; , v

Thepanieaagroethatprwluonsofmcsmmmdlca!wurycomponsamnRefomActshanapplywdispummnm=Mauon,
agreement, including, but not limited to, sections estabiishing the right to introduce evidence of any amount payable as a benefit 1o the
pathmasallowedbylaw(cmcwaassad),umtAﬂmmmcovwformnmomlcms(WICOdeasaa.m,mdmnwnto"havea
judgment for future damages confonmied to periodic payments (CCP 667.7). The parties further agree that the Commercial Arbitration Rules
of the American Arbitration Association shall govem any arbitration conducted pursuant to this Arbitration Agreement. .

Article 4: General Provision: Al claims based upon the same incident, transaction or related circumstances shall be arbltrated in one
proceeding. A claim shall be waived and forever bared if (1) on the date notice thereof Is received, the claim, if asserted In a civil action,
would be barred by the applicable legal statute of kmitations, or (2) the claimant falls to pursue the arbitration claim in accordance with the
procedures prescribed herein with reasonabie diligence.

Article 5: Revocation: This agreement may be revoked by writteh notice delivered to the health care provider within 30 days of signature
and if not revoked will govemn all professional services received by the patient and all other disputes between the parties.

Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed (for example,
emergency treatment) patient should initial here. _______. Effective as of the date of first professional services. _
If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not

be affected by the invalidity of any other provision. | understand that | have the right to recelive a copy of this Arbitration Agreement. By my
signature below, | acknowledge that | have received a copy.

NOTICE: BY SIGNING THIS CONTRACT, YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE

DECIDED BY NEUTRAL ARBITRATION, AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE
ARTICLE 1 OF THIS CONTRACT. v :

(Date)

PATIENT SIGNATURE X ' KR
allort Representaive) v - R — (ndicate reationship ¥ signing for petiert) -

OFFICE SIGNATURE x

ALs0 SIGN THE INFORMED CONSENT on REVERSE sie
NCC-CA | = e T




CHIROPRACTIC INFORMED CONSENT TO TREAT

L '3-.jlhar0byrequeamm«nmmepenammmddimwucaqmnmmdmwmpmﬂcmcedum.ineludlngvaﬂousmodesot
. physical therapy. and diagnostic x-rays, and any supportive theraples on me (or on the patient named below, for whom | am lagally
 responsible) by the doctor- of chiropractic indicated below and/or other licensed doctors of chiropractic and support staff who now or In the

‘b.'_'--,ffumwmmowhllaomp!oyodby,mmmmammamhgasbwkwbrmmddﬂmwknamedbdw Including.
s '_'Mwmidngatﬂ\ecﬁ\bmofﬂoollusdbom«anyoﬁerofﬂoemwmc whetherslgnmnestommorm

’-Ihawhadmopponudtymdmmmm«muopmcﬁcnanedbebwandlorwlmmoﬁbeorcllnlcpersonnelmnatureand
purponnoldﬁmpmcﬁoad}uﬂmentsmdpmadm | understand that results are not guarariteed. ‘

Iuruerstandandamlmomedmat.aslnﬁanooofuwdldneandﬂkealloherheaMzmodallﬂes results are not guaranteed, and there is
no promise of cure. 1 further understand and am informed that, as In the practice of medicine, in.the practice of chiropractic there are some
- rigks to treatment, including, bmmﬁmltedm.hmm,dlsclﬂuﬂes strokes, dislocations and sprains. . | do not expect the doctor to be able .
lnanﬂoipateandaxplalnallridcsmdcompﬂcaﬂom and ! wish 10 rely on the doctor to exercise judgment during the course of the procedure
Whlchthadoctorfeelsattheﬁme.baseduponhefactsthenknown,lslnmybesumorests

- 1 urther understand that there are treatment options avallable for my condition other than chlropractic procedures. These treatment options

= Inciude, but not limited to, seff-administered, over-the-counter analgesics and rest; medical care with prescription drugs such as anti-

_ - inflammatories, muscle relaxants and painkillers; physical therapy; steroid injections; bracing; and surgery. | understand and have been

. Informed that | ‘have the right to a second opinion and to secure ather opinions if | have concems as 1o the nature 8 of my symptoms and_ -
reawnent Gplions.

; Ihuveread orhavahadreadiome.ttnahovemem. Ihavealsohadanoppomnmmaskquesﬂonsaboutltswntem.andbyslgnlng
" ‘below'| agree t0.the above-named procedures. Imsndthboonsemonnmeovorthoenﬁrecoursaoﬂreatmentformypresantoond&tlon
. aandforanymmrecommn(s)torwhid\lseekmt

'CHIROPRACTORNAME:  SALVATORE GASPARRE, D.C.

(Date)

| patent sianature - X _ _
.. (Or Palilent Guardian/Pareni/Representeiive) {Provide name and relationship i signing for patient)

ALs0 SIGN THE ARBITRATION AGREEMENT on REVERSE sine

© NCC:CA




GASPARRE CHIROPRACTIC
1755 Orange Ave. Suite A- Costa Mesa, Ca 92627
(949) 631-0151 office - (949) 631-0153 fax

SU TICE OF P Y PRACTICES

We understand that medical information about you and your health is personal. As the custodians of the information in your

medical record, we are committed to protecting the privacy of your information as required by law, professional accreditation
standards and our internal policies and procedures.

On file and display in our office, as well as on our website, is our Notice of Privacy Practices. This notice explains your
rights, our legal duties and our privacy practices. It also describes how medical information about you may be used and
disclosed and how you can get access to this information. Please review it carefully. '

For your convenience the following is a summary of the information discussed in this notice:

» Our Pledge

+ Your Personal Information

¢ Our Privacy Practices

» How We May Use or Share Your Information for:
o Treatment

o Payment

» Health Care Operations

+ Notifications

¢ Marketing

» Research

« Special Circumstances and the Law
» Your Written Permission

« Other Restrictions

* Your Rights

 Changes

* Questions or Complaints '

Please understand that this summary is not our Notice of Privacy Practices, nor isita subst‘!tdte for ?he notice. ’Fhe actual
notice should be available to you, as required by law. If you wish to keep a copy of our notice of Privacy Practices, please let
the receptionist know when you check in to see the doctor. :

We ask that you sign and return this cover letter to us for our records. Your signature only acknowledges that we have
presented for your review a paper copy of our Notice of Privacy Practices as required b)f faw. The law also requires us to
document the fact that we have distributed the notice by collecting and retaining these signed acknowledgements. :

If after reviewing the notice you decide that you do not want to retain your paper copy, please allow us to recycle the
document. ; _ .

I acknowledge that I have received and read the “Notice of Privacy Practices” paperwork as provided to me by “Gasparre
Chiropractic¢”.

Patient Name Patient Signature Date




ASSIGNMENT AND INSTRUCTION FOR DIRECT PAYMENT TO DOCTOR
PRIVATE AND GROUP ACCIDENT AND HEALTH INSURANCE

Patient:

Employer:

Claim/ Group #:

SS#/ID#

| hereby instruct and direct Insurance Company to pay by check made out
and mailed to:

Dr. Salvatore Gasparre, D.C.
1755 Orange Avenue, Suite A
Costa Mesa, CA 92627

or

If my current policy prohibits direct payment to doctor, then | hereby also instruct and direct you to make
out the check to me and mail it as follows:

Salvatore Gasparre, D.C. /
1755 Orange Avenue, Suite A
Costa Mesa, CA 92627

The professional or medical expense benefits allowable and otherwise payable to me under my current
insurance policy as payment toward the total charges for the professional services rendered. THIS IS A
DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not
exceed my indebtedness to the above mentioned assignee, and | have agreed to pay, in a current
manner, any balance of said professional service charges over and above this insurance payment.

A photocopy of this Assignment shall be considered as effective and valid as the original.

| also authorize the release of any information pertinent to my case to any insurance company, adjuster, or
attorney involved in this case.

| authorize doctor to initiate a complaint to the Insurance Commissioner for any reason on my behalf.

Dated at Costa Mesa, California this day of,

Signature of Policyholder Witness

Signature of Claimant, if other than Policyholder




Salvatore Gasparre B.Sc.,D.C.

1755 Orange Ave. Suite A
Costa Mesa, Ca. 92627
(949) 631-0151 Fax (949) 631-0153

RECORDS RELEASE

TO:

DOCTOR OR HOSPITAL

ADDRESS

I HEREBY AUTHORIZE AND REQUEST YOU TO RELEASE TO:
GASPARRE CHIROPRACTIC

1755 ORANGE AVE. SUITE A
COSTA MESA, CA. 92627

THE COMPLETE MEDICAL RECORDS AND X-RAYS IN YOUR POSSESSION,

CONCERNING MY ILLNESS AND/ OR TREATMENT, DURING THE PERIOD FROM

TO

PATIENT:

DOB: SSN#:

SIGNATURE:




