VEHICLE ACCIDENT INFORMATION

PATIENT INFORMATION

Pafient Mamsa

Data

Date of Accidant Time of Accidant L] a.m.
] p.m.

Pleasa describs tha accidant in your own words;
Were you The: L] Drriver L] From F'E_ls:sanger |'|-I:I-'.I'.|' many pecple were

[] A=ar Passanger [] Padestrian in the accident vehicle?

ACCIDENT SITE IMPACT

Road/Straat Mame_ Diid your car impact another vehicle? [Yes [ Mo
City/Stata Diid wour car impact a structura? [I¥as [ Mo

Mearast intarsection with road'strest
Driving conditions [ Dry O Wet [ ey [0 Other

Which direction wara you headed?
Spead you werna traveling?

VEHICLE

Maks and moded of vehicle you weare in;

Wera you wearing a seatbealt? Oves [ Mo

If vas, what type? OLap [ Shoulder
Was vehicle equipped with airbags? [IYes [ Mo

If yas, did itthey inflate propery? [Yes [ No

Did your seat have a haadrest? OYes [CIMo
i yvas, what was the posilion of the headrest?

It yas, axplain

Did any par of your bady slrike anything in tha vehicla?

COYes I No If yes, explain
Was impact from :
] Front L] Rear [ Ledt [] Right [ Other

Al thiz tima of impact wena you:
L] Looking stralght ahaad
L] Looking to the left
L] Looking up

[ Looking to the right
L] Looking down

Were bolh hands on the stesring whaeal? [Yes [] Mo
If e, which hand was on the wheel? [ Right [] Left

Was your foot on the brake? IYes [JHNo
If yas, which fool was on the brake® [ Right [ Left

[ Low ] Midposition [ High Wara you: [ Surprised by impact [] Braced lor impact
OTHER VEHICLE POLICE
(i oppdicalie)
Did the police come to the accident site? [JYes [ Mo
Maka and moded of other vehicle Were Ihera ary witnesses? ClYes [ Mo
o Was a polica raport filed? [CYes [ No
yehichy diigeionae olar Vericls HocieGs, Was a trafiic violation issued? Cves [ Mo

Speed athar vehicka was traveding

i vas, to whom?
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PATIENT CONDITION

Weara you unconscious immadiataly after the accident? []Yes [JMNo If yes, for how long?

Pleasa describe how you kelt immediaialy afier the accidant

TREATMENT

Did you go to tha hospital? []Yes [ Mo
Whean did you go? [ Immediately after accident ] Mext day [] 2 days or more after the accident
How did you get to tha hospital ? ] Ambulanca [ Private transpartation
Mame of hospital Mame of doctor
Diagresis.
Treatment received
X-rays takan

SYMPTOMS/INJURIES
Have you bean able 1o work since this injury? [JYes [J Mo How mary work days have you missad?

Pricr ta tha injury wera you able to wark on an equal basis with others your aga? [OYes [No
If yeul have had any of the lellowing symploms Since your njury, please [ check:

0 Armmfshoukder pain [0 Feettose mimbness O Meck pain
[0 Back pain [0 HandAingar numbnoss ] Mok stiff
] Back stifinass [0 Headaches [0 shoriness of breath
[0 Chest pain ] Irritability ] steap difficutty
[0 Dizzimass O Jaw problems [0 Stomach upssal
[ Ear buzzing [] Leg pain ] Tension
] Ear ringing 0 Memory loss [ Wision Blured
[ Fatigue [ MNausea
I this condition gefting prograssively worse?  [Yes L] Mo L] Urikncawn [a
Mark an X on the pichure where you confinus to have pain, numbness, or tingling, e
Rale the saverity of your pain on a scale from 1 {least pain) to 10 {severe pain) h il |
Type ol pain: O Shap 1 Dl [ Throksbing [ Mumbiness / PR
[ #ching [ Shoaling [ Buming [ Tinglng 1 1[4 18]~ r -
Ol Cramps [ Stillreess [ Swedling [ Oty '

How often do you have ihis pain?

I it constant or does it come and go?
Coes it intardere with your; [CIWork [ Sleep ] Daily Roufine [] Recreation

Movements that ars painful 1o parform: [ Sitling [ Standirg 1 Walkimg
[JBanding [ Lying Down

Ton Thes el 6 oy kendreage, e aboges mlosrialon is comiiale gnd drect | uncerstandg thal /s ny reapormibly ko el my docor il ] o0 my mminge cPeld, o hires g
changs ih e

Sigrature of Paianl, Parert, Guardan or Personal Hopreserale Dase

Flagas prnd pams ol Paleed Peesan], Guamksn or Parsins Peprecsan by Fefaliormhys i Paban




New York Motor Vehicle No-Fault Insurance Law
Assignment of Benefits Form

(For Accidents on and after 3/1/2002)

l, (“Assignor”) hereby assign to, Falanga Family Chiropractic, P.C., (“Assignee”)
Print Patient Name

all rights privileges and remedies to which | am entitled under Article 51 (the No-Fault provisions) of the
Insurance Law.

The Assignee hereby certifies that they have not received any payment from or on behalf of the
Assignor and shall not pursue payment from the Assignor for services provided to said Assignee for

injuries sustained due to the motor vehicle accident which occurred on , hot
Print Accident Date

withstanding any prior written agreement to the contrary.

This agreement shall become null and void if at any time it is determined that benefits are not
payable due to the following circumstances: lack of coverage, violation of a policy condition, or
determination that the treatments/services rendered are not related to said motor vehicle accident.

Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of claim containing any materially false information, or conceals for the
purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which

is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the
claim for each such violation.

Signature of Patient

Address

Signature of Provider

Address

Date

NYS FORM NF-AOB(3/01/2002)



