
 
 
Tidal Chiropractic: New Auto Accident Patient Information 
4215 Burns Road #250, Palm Beach Gardens, FL 33410 

 
AUTO ACCIDENT HISTORY FORM 

Personal History: 
 
Name:_______________________________________________ Address:__________________________________ 

City:_______________________________________ State:__________________ Zip Code:___________ 

Birth date: __________________________________ Age: ______  Sex:_____ M_____ F  

Home Phone: ________________________________________ Cell: _____________________________  

Email: __________________________________________________________________ 

Business/ Employer: _________________________________  Business Phone: _______________ 

Type of Work:_________________________________________________ Hours/week:___________________ 

Circle One: Married   Single   Widowed   Divorced   Separated   Other Number of Children:___________ 

Emergency Contact:________________________ Phone Number: ___________________  Relationship: _______ 

Whom may we thank for referring you to this office?__________________________________________________ 

 

Accident Information:   

 

Date and time of accident___________________________ ❑am ❑pm 

Were you the: ❑Driver   ❑Front Passenger   ❑Rear Passenger 

Make and model of the vehicle you were occupying?_____________________________________________________ 

If a traffic violation was issued, to whom was it issued?____________________________________________________ 

Number of people in accident vehicle?___________ 

Did the police come to the accident site?                       ❑Yes ❑No 

Was a police report filed? ❑ Yes ❑No 

Were you wearing a seatbelt? ❑Yes ❑No 

Did airbags deploy? ❑Yes ❑No 

In relation to the base of your skull, where was the headrest?  ❑Above  ❑Below  ❑Right at the base of skull  

What did your vehicle impact? ❑Another vehicle ❑Other_______________________________ 

Did any part of your body strike anything else in the vehicle? ❑Yes ❑No 

If yes, please describe______________________________________________________________________________ 

Make and model of the other vehicle(s) involved?______________________________________________ 

What was the approx. speed of your vehicle?___________________ 

Did the impact to your vehicle come from the: ❑ Front  ❑ Rear  ❑ Right side  ❑ Left side  ❑ 0ther  

 



 

During impact, were you facing: ❑ Right ❑ Left ❑ Forward 

Did you see the impact coming? ❑Yes ❑ No 

Was your head turned at the time of impact, if so describe: ❑ Yes ❑ No ________________________________________ 

If another vehicle was involved, what was the approx. speed of the other vehicle? ________________ 

 In your words, please describe the accident: 

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_______________________________________________________________________________________________ 

Have you gone to a hospital or seen any other doctor? ❑ Yes ❑ No 

When did you go? ❑ Just after the accident   ❑ The next day   ❑ 2 days or more later 

How did you get there? ❑ Ambulance ❑ Own transportation 

Name of hospital and/or attending doctor:_______________________________________________________________ 

Describe any treatment you received__________________________________________________________________ 

Were X-rays taken? ❑Yes ❑ No   If yes, of what areas of the body____________________________________________ 

Was any medication prescribed? ❑ Yes ❑ No If yes. please list:______________________________________________ 

Have you been able to work since this injury? ❑ Yes ❑ No 

Are your work activities restricted as a result of this injury? ❑ Yes ❑ No  

 

If yes, please describe: 

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 

 



 

Have you experienced any of the following symptoms since your accident: 

 ❑ Dizziness ❑ Difficulty Sleeping ❑ Jaw problems ❑ Nausea 

❑ Memory Loss ❑ Irritability ❑ Arm/Shoulder pain ❑ Mid back pain 

❑ 

Headaches 

❑ Fatigue ❑ Numb hands/fingers ❑ Low back pain 

❑ Blurred vision ❑ Tension ❑ Chest pain ❑ Back stiffness 

❑ Ringing in ear ❑ Neck pain ❑ Shortness of breath ❑ Numb feet/toes 

Please describe any checked symptoms or any other symptoms you may have had since your injury: 

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Is your condition getting worse?  ❑ Yes  ❑ No  ❑ Constant  ❑ Comes and goes 

Are there any other hobbies, work or leisure activities that you normally would do but are unable to do since your 

injuries?________________________________________________________________________________________ 

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

___________________________________________________________________________________________________ 

 

 

 

 

 

 

 

 

 



 

 

Auto Insurance Information: 

Have you filed an injury (PIP) claim with the auto insurance company? ❑ Yes ❑ No 

If so, what is the name, address, and phone number of the insured? 

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Claim#:______________________________________________________________ 

Have you retained an attorney : ❑Yes ❑ No 

Name:______________________________________________________________ 

Phone: _____________________________________________________________ 

  
Patient Name: _____________________________________ Date: _____________ 

 
Please Initial ALL 

_____ We invite you to discuss with us any question regarding our services. The best services are based on an understanding 

between provider and patient. 

_____  Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been 

made. 

_____ I authorize the staff the staff to perform any necessary services needed during diagnosis and treatment. I also authorize 

the provider to release any information required to process insurance claims. 

 _______  I understand the above information and guarantee this form was completed correctly to the best of my knowledge 

and understand it is my responsibility to inform this office of any changes to the information I have provided. 

 

Signature ________________________________________________________________________ 

Date________________________________________ 

 



 

 

 

ASSIGNMENT OF INSURANCE BENEFITS, RELEASE, AND DEMAND 

 

Insurer and Patient, Please Read the Following in Its Entirety Carefully! 
1, the undersigned patient/insured, knowingly, voluntarily and intentionally assign the rights and benefits of my automobile 
insurance, also known as Personal Injury Protection (hereinafter PIP), and Medical Payments policy of Insurance to the 
above health care provider. I understand it is the intention of the provider to accept this assignment of benefits in lieu of 
demanding payment at the time services are rendered. I understand this document will allow the provider to file suit 
against an insurance company for payment of the insurance benefits or an explanation of benefits. If the provider's bills are 
applied to a deductible, I agree this will serve as a benefit to me and I authorize and request such litigation. This assignment 
of benefits includes the cost of transportation, medications, supplies, overdue interest and any potential claim for common 
law or statutory bad faith/unfair claims handling. If the insurer disputes the validity of this assignment of benefits, then the 
insurer is instructed to notify the provider in writing within five days of receipt of this document. Failure to inform the 
provider shall result in a waiver by the insurer to contest the validity of this document. The undersigned directs the insurer 
to pay the health care provider the maximum amount directly without any reductions and without including the patient's 
name on the check. To the extent the PIP insurer contends there is a material misrepresentation on the application for 
insurance resulting in the policy of insurance being declared voided, rescinded, or canceled, I, as the named insured under 
said policy of insurance, hereby assign the right to receive the premiums paid for my PIP insurance to this provider and to 
file suit for recovery of the premiums. The insurer is directed to issue such a refund check payable to this provider only. 
Should the medical bills not exceed the premium refunded, then the provider is directed to mail the patient/named insured 
a check which represents the difference between the medical bills and the premiums paid. 
 

The insurer is directed by the provider and the undersigned to not issue any checks or drafts in partial settlement of a claim                       
that contain or are accompanied by language releasing the insurer or its insured/patient from liability unless there has been                   
a prior written settlement agreed to by the health provider and the insurer as to the amount payable under the insurance                     
policy. The insured and the provider hereby contest and object to any reductions or partial payments. Any partial or                   
reduced payment, regardless of the accompanying language, issued by the insurer and deposited by the provider shall be                  
done so under protest, at the risk of the insurer, and the deposit shall not be deemed a waiver, accord, satisfaction,                     
discharge, settlement or agreement by the provider to accept a reduced amount as payment in full. The insurer is hereby                    
placed on notice that this provider reserves the right to seek the full amount of the bills submitted. 
If the insurer schedules a defense examination or examination under oath (hereinafter "EUO") the insurer is hereby 
INSTRUCTED to send a copy of said notification to this provider. The provider or the provider's attorney is expressly 
authorized to appear at any EUO or IME set by the insurer. The health care provider is not an agent of the insurer or the 
patient for any purpose. 
 
This assignment applies to both past and future medical expenses and is valid even if undated. A photocopy of this 
assignment is to be considered as valid as the original. I agree to pay any applicable deductible, co-payments, for services 
rendered after the policy of insurance exhausts and for any other services unrelated to the automobile accident. The health 
care provider is given the power of attorney to endorse my name on any check for services rendered by the above provider, 
and to request and obtain a copy of any statements or examinations under oath given by patient. 

Release of Information: I hereby authorize this provider to: furnish an insurer, an insurer's intermediary, the patient's other 
medical providers, and the patient's attorney via mail, fax, or e-mail, with any and all information that may be contained in 
the medical records; to obtain insurance coverage information (declaration sheet and policy of insurance) in writing and 
telephonically from the insurer; request from any insurer all explanation of benefits (EOBs) for all providers and 
non-redacted PIP payout sheets; obtain any written and verbal statements the patient or anyone else provided to the 
insurer; obtain copies of the entire claim file and all medical records, including but not limited to, documents, reports, 
scans, notes, bills, opinions, X-rays, IMEs, and MRIs, from any other medical provider or any insurer. The provider is 
permitted to produce my medical records to its attorney in connection with any pending lawsuits. The insurer is directed to 
keep the patient's medical records from this provider private and confidential and the insurer is not authorized to provide 
these medical records to anyone without the patient's and the provider's prior express written permission. 

 
Demand: Demand is hereby made for the insurer to pay all bills within 30 days without reductions and to mail the latest 
non-redacted PIP payout sheet and the insurance coverage declaration sheet to the above provider within 15 days. The 
insurer is directed to pay the bills in the order they are received. However, if a bill from this provider and a claim from 
anyone else are received by the insurer on the same day, the insurer is directed to not apply this provider's bill to the 



 

deductible. If a bill from this provider and claim from anyone else is received by the insurer on the same day, then the 
insurer is directed to pay this provider first before the policy is exhausted. In the event the provider's medical bills are 
disputed or reduced by the insurer for any reason or amount, the insurer is to: set aside the entire amount disputed or 
reduced; escrow the full amount at issue; and not pay the disputed amount to anyone or any entity, including myself, until 
the dispute is resolved by a Court. Do not exhaust the policy. The insurer is instructed to inform, in writing, the provider of 
any dispute. 
Certification: I certify that: I have read and agree to the above; I have not been solicited or promised anything in exchange 
for receiving health care; I have not received any promises or guarantees from anyone as to the results that may be 
obtained by any treatment or service; and I agree with the provider's prices for medical services, treatment and supplies are 
reasonable, usual and customary. 
Caution: Please read before signing. Please ask to view a copy of our charges. If you do not completely understand this 
document please ask us to explain it to you. If you sign below, we will assume you understand and agree to the above. 
 
Patient's Name________________________________________________________________ 
 (Please Print) 
 
Patient's Signature____________________________________________ 
(If patient is a minor, signature of parent/guardian) 
 
 
Date _______________________________ 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

MEDICAL REPORT AND DOCTOR’S LIEN 
I hereby authorize Wasserman Chiropractic of Palm Beach to furnish you, my attorney, with a full report of my examination, 
diagnosis, treatment, prognosis, etc. 
 
I hereby authorize and direct you, my attorney, to pay directly to said Doctor and/or Wasserman Chiropractic of Palm Beach                    
sums as may be due and owing for services rendered both by reason of other bills that are due, and to withhold and                       
forward immediately to Lundahl Chiropractic such sums from any insurance reimbursement, settlement, judgment, or              
verdict which may be paid to you, my attorney, or myself as a result of the injuries in connection herewith. 
 
I completely understand that I am fully and directly responsible to Wasserman Chiropractic of Palm Beach for all medical                   
bills submitted by both parties for any and all services rendered and that I will pay bills no later than three months from the                        
time such services have been provided, and forward immediately to said Doctor and Wasserman Chiropractic of Palm Beach                  
reimbursement received from my insurance carriers. This agreement is made solely for said Doctors and Wasserman                
Chiropractic of Palm Beach additional protection and, in consideration of their payment to said Doctor and Wasserman                 
Chiropractic of Palm Beach is unconditional and is not congruent on my receiving any insurance reimbursement,                
settlement, judgment, or verdict. 

In the event my insurance carrier fails to pay Wasserman Chiropractic of Palm Beach for services rendered within thirty                   
days as described by the Florida Statutes, I HEREBY AUTHORIZE WASSERMAN CHIROPRACTIC OF PALM BEACH TO RETAIN                 
THEIR OWN CORPORATE ATTORNEY(S) TO REPRESENT ME ON MY OWN BEHALF IN ORDER TO COLLECT FROM SAID                 
INSURANCE CARRIER THE REASONABLE MONIES OWED TO WASSERMAN CHIROPRACTIC OF PALM BEACH. I hereby              
acknowledge and understand that I shall incur no attorney's fees or costs as a result of Wasserman Chiropractic of Palm                    
Beach retaining their own corporate attorney(s) on my behalf. Representation by Wasserman Chiropractic of Palm Beach                
attorney(s) shall solely be for collection of overdue and/or unpaid medical bills owed to Wasserman Chiropractic of Palm                  
Beach for services previously rendered on my patient's behalf. Furthermore, if it becomes necessary for Lundahl                
Chiropractic to institute a lawsuit against patient/client to recover any monies due to a result of services rendered by                   
Wasserman Chiropractic of Palm Beach to patient/client, the prevailing party in any such cause of action shall be entitled to                    
recover from the other it's reasonable costs, including any and all attorney's fees at all levels. 

It is the intent of the undersigned that this agreement is irrevocable and shall apply to the previously described cause of                     
action whether or not the undersigned should engage co-counsel or substitute attorneys at any future time. In the event                   
this should occur, the undersigned further agrees to immediately advise the doctor's office in writing of said substitution or                   
engagement of co-counsel. 

Patient's attorney agrees to forward immediately to Wasserman Chiropractic of Palm Beach payment received as               
reimbursement for services rendered to the above patient by Wasserman Chiropractic of Palm Beach. The attorney agrees                 
to provide the doctor's office with a brief report on the status of the patient's case. 

 
PATIENT ____________________________________________________ DATE_________________________ 
 
WITNESS ____________________________________________________ DATE________________________  
 
The undersigned, being an attorney of record for the above patient, hereby agrees to comply with all of the terms of the                      
above and consents to withhold sufficient sums from any reimbursement, settlement, judgment, or verdict to pay said                 
Doctor and Wasserman Chiropractic of Palm Beach who shall have a priority lien and charge against any such sums, to                    
which attorney's lien and charges shall be subject and subordinated. 
 
Furthermore, the attorney agrees to immediately notify doctor's office in writing should there occur a substitution of                 
counsel, referral to attorney, retention of co-counsel or termination or modification in any manner of attorney/client                
relationship. The attorney further agrees to immediately notify the doctor's office in writing should there occur any                 
insurance reimbursement, settlement, judgment, or verdict in said patient's case. 
 
ATTORNEY ____________________________________________________ DATE________________________  


