AUTHORIZATION TO PAY PHYSICIAN

I hereby authorize ____________________________________ insurance company to pay by check, payable and mailed directly to:

Drs. Stein and Lerman, P.A.

90 Painters Mill Road, Suite 131

Owings Mills, MD 21117

Phone: (410) 581-9966

Fax: (410) 581-9969

the medical expense benefits allowable and otherwise payable to me under my current insurance policy, as payment toward the total charges for professional services rendered. This payment exceeds my indebtedness to the above mentioned assignee, and I agree to pay, in a current manner, and balance of said professional service charges over and above this insurance payment.

THIS IS A DIRECT ASSIGNMENT OF MY RIGHT AND BENEFITS UNDER THIS POLICY

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

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

______________________________

Date
______________________________



Signature of Patient
DRS. STEIN AND LERMAN, P.A.

AUTOMOTIVE CRASH INFORMATION

PATIENT INFORMATION

Patient Name ______________________________________________________
Date _______________

Date of Crash _______________________________________________Time of Crash ________am/pm

Please describe the crash in your own words: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

CRASH INFORMATION

Were you the:

Driver
    
Front Passenger

Rear Passenger

Pedestrian

Road/Street Name ____________________________________City/State_________________________

Were you struck from:

Front

Rear

Left

Right 

If struck from the rear, was your car pushed forward? 
Yes
No


Year, make and model of vehicle you were in: _______________________________________________

Year, make and model of the other vehicle: _________________________________________________

Was the other vehicle:

Bigger

Smaller

Same size as your car

Were the driving Conditions:
Dry
Wet
Icy 
Were you wearing a seatbelt?
Yes
No

Was your body facing straight ahead or turned at the time of the crash? ___________________________

At time of impact, your vehicle was: 
Stopped

Moving at a stead speed






Slowing down

Gaining speed

At the time of impact were you:
Looking up
Looking down     Looking straight ahead






Looking to the right

     Looking to the left

Estimate the speed you were traveling: ___________ mph

Did any part of your body strike anything in the vehicle? If yes, explain: ___________________

Were you aware of the crash or caught by surprise? ____________________________________

Was any part of your vehicle damaged? ____________________Repair estimate $___________

PATIENT CONDITION

Did you lose consciousness?          Yes     No

Were you dazed?
Yes
No

Did the police arrive at the scene of the crash?
Yes
No

Did you go to the hospital?             Yes   No

Where? _______________________________

How did you get to the hospital?

Ambulance

Private Transportation

If in an ambulance, were you immobilized on a spine board?   Yes   No

What did the hospital do for you?





_____ 
Exam      
 _____ Given a prescription
_____ Given medication, name? ____________      

_____ X-rayed, what part of your body? ___________________________________________________

When did you first notice the pain? 

· Immediately after the crash

· Several hours following the crash

· The day following the crash

If you did not see a doctor immediately after the crash, indicate why? (check all that apply)

· No pain was noticed at first

· Pain was minimal at first

· I thought the pain would go away

· I self treated with over the counter medication

· I took a hot shower, used ice or heat

· I did not have transportation available

· No appointment was available

· Work/home schedule conflicts

· I had no insurance or money

List all doctors seen, tests and treatments since the crash:

_____________________________________________________________________________________

_____________________________________________________________________________________

Have you been in a previous crash?    Yes    No     


If yes, please provide the date, description and injuries from the crash?  _____________________________________________________________________________________

_____________________________________________________________________________________

CHIROPRACTIC REGISTRATION

Date ________________

____________________________________
_______________

_______________

Patient Name






Home Phone


Work Phone

______________________________________________
___________________

___________________

Address






Cell Phone


Social Security #

______________________________________________
___________________

___________________

City, State, Zip






Date of Birth


Age

______________________________________________

E-mail Address

Sex:

Male
Female


Marital Status:
M   S   W   D   

No. of Children_______

_________________________
____________________
___________________


Spouse’s Name


Phone Number


Date of Birth (Spouse)

How did you find us ? _________________________________________________________________





Name and Phone Number

______________________________________________
___________________

___________________

Employer






Phone Number


Fax Number

____________________________________
_______________

Address






Occupation

____________________________________

City, State, Zip

____________________________________
_______________

_______________

Insurance Company Name




Relationship to Insured

Insured Date of Birth

____________________________________
_______________

_______________

Address






Policy #


Group #

______________________________________________
___________________

City, State, Zip






Insurance Phone #

In case of emergency, please contact:

______________________________________________
___________________

Name







Phone Number

______________________________________________
___________________

___________________

Primary Care Physician





Phone Number


Date of Last Visit

______________________________________________


Address






Have you ever had chiropractic care before? _________

______________________________________________
If So, Doctor’s Name ___________________________

City, State, Zip


I understand and agree that insurance policies are an agreement between an insurance carrier and myself. Furthermore, I understand that this Doctor’s office will prepare the necessary reports and forms to assist me in making collections from the insurance company and that any amount authorized to be paid directly to the Doctor’s office will be credited to my account upon receipt. However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or terminate my care and treatment against the Doctor’s recommendation, my account balance will be immediately due and payable.

_____________________________________________

_____________________

Patient’s Signature





Date



Doctor’s Lien

Drs. Stein and Lerman, P.A.



Phone: (410) 581-9966

90 Painters Mill Road, Suite 131



Fax:
 (410) 581-9969

Owings Mills, MD 21117

To: Attorney
_____________________________
_____________________________

_____________________________

RE:

_____________________________



Patient’s Name
I hereby authorize the above doctors to furnish you, my attorney, with a full report of his examination, diagnosis, treatment, prognosis, etc., of myself in regard to the accident in which I was involved.


I hereby authorize and direct you, my attorney, to pay directly to said doctors such sums as may be due and owing them for medical service rendered me both by reason of this accident and by reason on any other bills that are due their office and to withhold such sums from any settlement, judgment or verdict may be necessary to adequately protect said doctors. And I hereby further give a lien on my case to said doctors against any and all proceeds of 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 fully understand that I am directly and fully responsible to said doctors for all medical bills submitted by them for service rendered me that this agreement is made solely for said doctor’s additional protection and in consideration of their 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. After all potential automobile (PIP), health or medical pay insurance has been exhausted, doctors agree to forego collection of medical bills directly from patient until patient’s underlying personal injury claim has been resolved, or until patient’s relationship with above attorney’s office has terminated, whichever comes first. As consideration for the above, patient agrees to waive any applicable statute of limitations with regard to the collection of patient’s medical bills. Instead , doctors shall have the right to institute legal proceedings for the collection of patient’s medical bills within three years form the date that patient’s underlying personal injury claim is resolved, or three years from the date doctors receive notice that patient’s relationship with above attorney is terminated.

Date:
_________________
       Patient’s Signature:
________________________________





       Address:

________________________________








________________________________


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 doctors above named.

Date:
_________________
       Attorney’s Signature: ______________________________

Attorney:
1.)
Please date and sign doctor’s lien.

2.) Return one copy to doctor’s office in the enclosed envelope.

3.) Keep one copy for your records.

Drs. Stein and Lerman, P.A. HIPAA Requirements:

Drs. Stein and Lerman, P.A.:

(a) Is required by Federal law to maintain the privacy of your private health information (PHI) and to provide you with this Privacy Notice detailing the Practice’s legal duties and privacy practices with respect to your PHI.

(b) Under the Privacy Rule, may be required by State law to grant grater access or maintain greater restrictions on the use of release of your PHI that that which is provided for under Federal law. 

(c) Is required to abide by the terms of this Privacy Notice. 

(d) Reserves the right to change the terms of this Privacy Notice and to make the new Privacy Notice provisions effective for all of your PHI that it maintains.

(e) Will distribute any revised Privacy Notice to you prior to implementation.

(f) Will not retaliate against you for filing a complaint. 

This notice is in effect as of 4/15/03.

By subscribing my name below, I acknowledge receipt of a copy of this Notice, and my understanding and my agreement to its terms. 

____________________________________

Patient Signature
____________________________________

Date
Drs. Stein and Lerman, P.A.

90 Painters Mill Road, Suite 131

Owings Mills, MD 21117

Print Name:
__________________________________________________________________​​​​​___________
Tx Frequency:  1   2   3   4

Signature:
_____________________________________________________________________________

New Patient Office Visit


Physical Therapy


                X-Ray Continued

___ 99201 Eval 10 min


___ 97010 Cryotherapy


___ 73510 Hip-Unilateral 2+ views

___ 99202 Eval 20 min​


___ 97014 Electric Stimulation

___ 73550 Femur- 2 views

___ 99203 Eval 30 min


___ 97035 Ultrasound


___ 73560 Knee- 1 to 2 views

___ 99204 Eval 45 min


___ 97110 Therapeutic Exercises

___ 73564 Knee- Complete 

___ 97001 P.T. Eval


​​___ 97018 Paraffin Bath Therapy

___ 73590 Tibia/Fibula- 2 views






___ 97140 Manual Therapy

                ___ 73610 Ankle- 3+ views

Estab Patient Office Visit

                ___ 97799 Physical Rehab


___ 73620 Foot- 2 views
___ 99211 Eval 5   min






                ___ 73660 Toes- 2+ views

___ 99212 Eval 10 min


X-Ray

___ 99213 Eval 15 min


___ 72052 Cervical-Davis


Durable Medical Equipment
___ 99214 Eval 25 min


___ 72050 Cervical- 4+ views

___ E0190 Cervical Pillow






                ___ 72020 Cervical- Single view

___ L1902 Ankle Brace 

Consultations



___ 72100 Lumbar- 2 to 3 views

___ L1800 Knee Brace
___ 99241 Consult 15 min


___ 72110 Lumbar- 4+ views 

___ E0230 Cold Pack

___ 99242 Consult 30 min


___ 72114 Lumbar- Complete

___ A4556 Electrodes

___ 99243 Consult 40 min

                ___ 72070 Thoracic-2 views

                ___ 99070 Exercise Ball






___ 73030 Shoulder- 2 views

                ___ L3020 Orthotics-Left

Chiropractic



___ 73070 Elbow- 2 views


​​​​___ L3020 Orthotics-Right


___ 98940 CMT 1-2 regions


___ 73080 Elbow- 3 views


___ 97504 Orthotics Fitting
___ 98941 CMT 3-4 regions


___ 73110 Wrist- 3+ views

                ___ 99002 Mailing Orthotics

___ 98942 CMT 5 Regions
              

___ 73120 Hand- 2 views


___ L3700 Elbow Brace

___ 98943 CMT Extraspinal


​​​___ 73130 Hand- 3+ views 

                ___ L3908 Wrist Brace






___ 73140 Fingers- 2+ views




                


___ 73520 Hip- Bilateral, 2+ views

___ Add’l CPT/ DX: ______________

File #: ________________________________
Payment: ______________________________  Date: ___________________________

Cervical DX



Sacral/Coccyx DX



Ankle/Foot DX

​___ 847.0  Cervical sprain/strain

___ 720.2 Sacroiliitis


___ 845.00 Ankle Sprain/Strain 


​​​___ 722.0  Cervical Displacement

___ 847.4 Coccyx Sprain/Strain

___ 825.21 Ankle Fracture

___ 723.4  Cervical Radiculitis

___ 847.3 Sacrum Sprain


___ 719.47 Ankle Joint Pain

___ 739.1  Cervical Segmental Dysfunction
___ 724.6 Sacrum Disorder 


___ 845.10 Foot Sprain

___ 722.4  Cervical Disc Degeneration






___ 728.71 Plantar Fascial Firbromatosis

___722.91 Cervical Disc Disorder

Chest/Abdominal/Rib DX


___ 845.13 Toe Sprain/ Strain 
___721.1   Cervical Spondylosis with myelo
___ 789.00 Abdominal Pain

___ 807.00 Rib Fracture 


Wrist/Hand DX

Headache DX 



___ 848.3   Rib Sprain/Strain


___ 842.02  Wrist Sprain/Strain
___ 307.81 Tension Headache

___ 922.1 Chest Contusion


___ 354.0    Carpal Tunnel Syndrome
___ 850.9   Cerebral Concussion






___ 842.13  Finger Sprain/Strain
___ 851.8   Cerebral Contusion 

Hip DX




___  834.02 Interphalangeal Dislocation

___ 346.9   Migraine Headache

__​_ 719.85 Hip Joint Dysfunction

___ 719.44  Hand Joint Pain






___ 843.9 Hip Sprain/Strain


​​​







___ 727.09 Hip Tenosynovitis








___ 848.5 Pelvis Sprain/Strain 



Thoracic DX



Shoulder DX



Leg/Knee/Toe DX:

___ 847.1 Thoracic Sprain/Strain

___ 840.9   Shoulder Sprain/Strain

___ 924.11 Knee Contusion

___ 739.2 Thoracic Segmental Dysfunction
___ 726.0   Adhesive Capulitis

___ 844      Knee Sprain/Strain

___ 848.3 Rib Sprain/Strain


___ 726.10 Shoulder Tendonitis

___ 844.9   Knee/Leg Sprain/Strain


___ 724.1 Pain in Thoracic Spine

___ 840.4   Rotator Cuff Sprain/Strain

___ 729.5   Lower Extremity Pain


___ 353.0 Thoracic Outlet Syndrome

___ 826.1   Rotator Cuff Syndrome

___ 719.56 Lower Leg Joint Stiffness 






___ 726.2   Shoulder Impingement 

___ 719.46 Lower Leg Joint Pain






___ 719.41 Shoulder Joint Pain

___ 845.13 Toe Sprain/Strain

Lumbar DX



___ 719.51 Shoulder Joint Stiffness
___ 847.2   Lumbar Sprain/Strain






Miscellaneous:
___ 739.3   Lumbar Segmental Dysfunction
Elbow Dx



___ 848.1   Jaw Sprain

___ 724.4   Lumbar Radiculitis

___ 841.9   Elbow Sprain/Strain

___ 728.85 Muscle Spasm

___ 722.2   Lumbar Disc Herniation

___ 726.32 Elbow Lateral Epicondylitis
___ 729.1   Myofascial Pain Syndrome

___ 724.8   Facet Syndrome







___ V57.9   Rehabilitation

___ 722.83 Lumbar Postlaminectomy Syndrome





___ 526.4   TMJ Disorder

___ 722.10 Lumbar Disc Displacement








___ 756.12 Spondylolisthesis 

___ 724.02 Lumbar Stenosis

FAX TRANSMITTAL

Date: ______________________

Attn: Medical Records



             Fax: _________________________

From: Drs. Stein and Lerman, P.A.

HIPAA AUTHORIZATION AND CONSENT

 FOR RELEASE OF MEDICAL RECORDS

____________________________________________________

__________________

Patient’s Name








Patient’s Date of Birth
______________________________________________________________

_____________________

Patient’s Street Address







Social Security Number
____________________________________________________

__________________

City, State, Zip Code







Phone Number
I, the undersigned patient, hereby authorize ____________________________________ 


     





           (Name of Hospital)
to release copies of medical records dated ________________________to:






       (Dates of Service)
Drs. Stein and Lerman, P.A.

90 Painters Mill Road, Suite 131

Owings Mills, MD 21117

Office: (410) 581-9966

Fax:     (410) 581-9969

__________________________________ is authorized to release the following:



(Name of Hospital)
· Abstract Reports, Consults, Lab work 

· Emergency Room Record

· Admission History and Physical

· Outpatient Surgery

· Discharge Summary

· Radiology Reports


I, the undersigned patient, understand that I may specify a date for the expiration of this authorization, but that it shall expire by law, without my express revocation, one year from the date written below. Revoking this authorization will not have any effect on action that the health care provider took in reliance on the authorization before the health care provider received notice of the revocation. The information to be disclosed may be protected by law. I understand that my ability to receive health care treatment from the health care provider will not be affected if I do not sign this form.  However, without my signature, this request to release the information described above will not be honored. The protected health information provided under this authorization may include diagnosis and treatment information, including information pertaining to chronic diseases, behavioral health conditions, alcohol or substance abuse, communicable diseases (including HIV/AIDS) and/or genetic marker information.

_____________________________________________

Signature of Patient



Date
_____________________________________________

Signature of Witness



Date

***Please fax or send all requested information to the above named provider.***

PATIENT’S HEALTH HISTORY

Name: ________________________________________________

Date:____________________________

Reason for Visit _____________       ____________      __    Date your symptoms began: _​​​​​_                        ___________

What treatment have you already received for your present condition? (Circle one)          Medication            Surgery 

Physical Therapy           Chiropractic Care          None       Other ______________________________________________

Name of other Doctor(s) who have treated you for you present condition _______________________________________

Describe the details of the accident and injuries sustained ___________________________________________________

What makes your pain worse? _______________________What makes your pain better? _______________________

Describe your pain (i.e. dull, achy, sharp, etc.) ____________________________________________________________

On a scale of 1- 10, with 10 being the most severe, what would you rate your pain?  ________

Does your pain radiate into your arms or legs?  Y  /  N   If yes, please describe. _________                                ________     

Injuries/Surgeries you have had


Description




        Date


Falls

_________________________________________________
__________________________


Broken Bones
_________________________________________________
__________________________


Dislocations
_________________________________________________
__________________________


Head Injuries
_________________________________________________
__________________________


Surgeries
_________________________________________________
__________________________

EXERCISE (Circle One)
    WORK ACTIVITY
(Circle One)  


   HABITS

None


                 Sitting


          Smoking       Packs/Day
_____________

Moderate


    Standing


          Alcohol        Drinks/Week_____________

Daily


                 Light Labor

            
          Caffeine       Cups/Day
_____________

Heavy


                 Heavy Labor

                       High Stress   Reason
_____________


MEDICATIONS

     ALLERGIES


VITAMINS/SUPPLEMENTS

_____________________
     _______________________
_______________________

_____________________
     _______________________
_______________________

_____________________
     _______________________
_______________________

[image: image1.jpg]) ==




Circle the area(s) where you have pain.
