
PLEASE BRING THESE ITEMS TO YOUR VISIT

AUTA INSURANCE

. lnsurance Company (Auto or Workman's Comp)

- Name, Address, Phone Number

. Auto lnsurance Policy Card

r PIP Policy Declaration Page

r Adjuster's Name and Phone Number

r lnsurance Claim Number

HEALTH INSURANCE

r Health lnsurance Card{s}

ATTARNEY

o Attorney's Name, address, & phone number (if applicable)

. Letter of Protection

OTHER ITEMS

r Driver's License

. Police Report

r PIP Application of Benefits form ( plensr oBTATN rRoM ADJUSTIR)



(o SANDOZifi$ffit{ffi
CH I nO PRACTIC pH: 856-2oGe560 Fax: 856.206-e70r

wrvw.sanoozcnrolrraq rc com
Aontdcsk@isandozcltir*-"ri","n-9

Welcome Ib Sandoz Chiropractic Center
coN 1.I DDN'IIAL PA.I.IEN:I' INTORMA'I.ION Irp-RM _ PLEASE pRINl.

First Name: Middle: [ast:

Prefbrred Name: Maiden Name:

Race (choose one): [Asizn] [African Americau] [Caucasian] [ltispanic] [Nativc American] [Other]

Ethnicity (choose one): [Non-llispanic] [tlispanic] [Withhcld]

Address: Postal Code:

City State: E-mail address:

Appointmenl reminder preference: [Cell Phone Call] flIomc Phone Calll [Text Messagel [E-mail]

(Circle more than one above if you would prefer that)

*lome Phone Work Phone , Cell Phonc

Cell phone canier (for lext mcssages) [AT&T] [Verizon] [Spdnt] lvirgin] Other

Date of Eirth / / Social Security Number

Gender: [Male] [Female] Ileight: fl in \Ueig[tt: lbs.

Manied Single Divorc€d Widow(er) Number of Children Pregnant: .Due Date:

Employer Occupation

Emergency C;ontact: Cont8ct Phone #

Whom may we thank for referring you I

Primary Care Doclor: Phone:

Chiropracton you have seen before:

Name City State When

List all accidents or injurics:

Type Wh€n llospitalized'l

List all surgeries:

Type. When

List medications andlor vitamins and supplements you are taking

Name For How long

Name , -For _[{ow long

Use back ofsheet for any additional space needed.

Sardoz Chiropr.ctic Cc[l.r - Phonc; E56206-95$ Far 85G2069701
fu$de*@ce&zottLogng*is,s!0 wr.tindozthirotrtclic.com



}AIN DRAWING

Name: Date:

Please be sure to fill this out sxlremely accurately. Mark thc area on your body whcre you feel the
dcscribed sensation(s). Use rhe appropriate s1:nbol(s), mart thc area ofradiating pain, and include all
alllcted areas. You may draw on lhe face as well.

!s.r.r,.$ynrloll

Numbness

Pins & Needlcs
ooooo00

llunring Pain
xxxxxxxx

Stabtring I'ain

Aching Pain
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t, \,

t t

* \, I
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t\t) I
I
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Chief Complaint:

Patient Explanatiol of Incident:

Date of0nsct:
On the Jnb: Yes No
Auto Accident: Ycr No

Did synptoms appear grrdually or suddenlf
Days offwork:
Days off wor&:.....,.,....... .

Sandoz Chiropraclic Cetlef - Phooer 85t206-9560 Fax: 856-2.06-9701
e!&de!kes€&d9e*irp.!r.a9t$.seti[ rtxuxeudq*r]iaetrl{lir.se&



Paticnt Name: [)ate:

Below are listed common synptoms which may suggest the presence ofan ailmurt involving a

particular body s),stem. If you ever had a listed symptom in the past, please check ttrat symptom in the

left hand column. If you are presently koubled by a particular syrnptom, check that symptom in the

right hand column.

Posr llllrsculorkll.arl P

Ncct paio
Shouldcf pain
lain in upp$ lrm or clbow
ltand pail
UpI'cr bnd( pain
lnrv blck pnin
Pain in upper lcg or hip
Poin in lo*er lcg or lncc
Prin in onklc or foot
Jarv pain
S*a{lin8 inJoinr\ (list j{ials}

( I Sriflhcss ofjoxrrs (listjoinls) [ |

N$rou. S!,stcm
Dcprc$ion
lnsornnia
gc{ $cuing
Fainring
Conwlaions
DiziIcss
Hnrdrchc
Muscular incoo.dm.tiql
Hclring lors
Tinnitu-r (c!r norsrs)
Ear pain
lmpairld rision
Eyc pain
lamlysis

Rcrpintory
Shorlncsr of br6lh
Chroaic pain
Chronic couglr
Cl:roaic siuusiris

Po{ Glltr.cologl.
I I Pllill durinS r&llst.uatior
I I lne8ular mandrual llotr
I I StbxinS

t ) Mmopo!\at synplom\

Grrito-Urlnary
Painful urination
l.oss of blod(hr conrrul
Frcqus{ uri$ation
Urc-thol rlischargc

Cl Trrct
Abdominal pain
Difricllt srvollorving
Ha{ntorn,iod l8cst ion
Conslip6lion
Diarhca

Sltir
R&5lr

D(tnalilrs or c.crrnrir
Persisicnr ilctinS

Pl.a!..hcck rny of tt. follorriag thrt lpply lo you

'lbbac(o

Alc'ohol, Qty frcqu$cy
Tr8nquili/6\ Scdrtilrs
l-sratives
Coffct, crps day
ReSular soda. coos dry
Dicl sodil. calls doy
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Frmlly lllstory: Lislsl Ldow arc a lrnlo,t disrnscs ond diso(k'as |tlclsc irdrcolc rvhclhcr you tnv. 0 Plrcnt, Sihling a d or
C.aodprrcflt rvho havc had ! porticulirr disord€r' in rhc past or ar"' prcslrtly troublcd by r hsrtrl drsordcr

Pasi Condillon Cooditioo
erryhys.mn
Anhrilis
Drug or dcohot dcpardency
Dirbercs
Ulc.f,

gndocrlna
kxs of .pt|clitc
Abnaonnl rvcithl gdfl
Abno.rnal wcighr loss

Hern discase
High blood prcssurc
,!$gin!
Hc.n a(!a&
Srrokc
A:lh|Irr
collbladdcr
C6nctr

Pa$

othcr
Otter
Oth.r

Sandoz Chiropraaic Center - Phoae; 856-206-9560 Fax: 856-206-9701
frontdesk@saldozchiropractic,com wrrw.sandozcbirqr.ctic.com

Ca.diovsscd!r
R6pid hlrlnb!1t
Cficsr pai0s
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P6teol's Namo- _ -

LOW BACK OISABILITY QUESTIONNAIRE (oswEsrRY)
ITE

Thb quostoonako ha6 bo€n deslgned to give lh€ dodor lntormatbn Bs to hou yo.Jr b..k psin has E rsded your sbility to msn8og h
er€.Fay fite. Ph.aE amw.. .vory !.ctlon snd marl In sach !.cdor o!!ly ONE bot utlch sppaes to you- W6 ,9alzo tou may

cooslder trat tvo of tre statemenE ln Bny q€ soctm r€ho to you, bti Flcrrr lult mrtt th! bor nrtrtcn MOST CLOSELY
dgsqrlbo! Fur ptqthm

Soclton I - Psln lntenslty Secton o-Sta'lding

Soction 2 - PersoralGaro (Washlng,0rc6sirl9, elc.] Sac$on 7 -Sl66ping

O I can tderato the poh ,^llhorli havl.g to lEa Flt dl6tB.
D The paln ls b6d blt lcsn rEoag€ dlhout lald.€ pdnkllers,
D PahkllloG ghro co.nd€to rdl€flrom paln.
D PalnHllsrs gh,e mod€rate rdief lrofi paln.
D Fdinkllla.s gfue 'i€ry lild€ t"lioffro,n p8in.
D Pai *iller5 have no gfrcl 0(l tl€ paln and I do oot usa tlqn

O I can lod( aftor myso( nornall wllhout causirg 6xlra pdn
D I can look ana, mysrlt normlly but lt causgs oxtra pah-
D lt is palntul to look .i€r mysslt and I am dori and csroful.
t) I ne6d 6omg help but man€0e .rFst ol my porsonal calg.
D I no6d holp €va.y day l.l mod aspects of sslfcare.
D I do not g6t drass€d, I r!-.sh tdth dificulty and stry ln bed.

Section 3 - Liftlng

o I cso llfi hesvy $Euhts wlttlout oxt a paln.
D I csri ln hs6vy $lghts but lt ghes e(ra paln.
D Psl. prslr€r{s ms ksn llfu,E hsavy tlrlgHs ofi th6 foor. bd

I can r{Enag€ if t ley arB cqlvat{a.ttly podton€d. fo(
example m a lablo.

D Pai. pGv€ots mo lrcrn lilting heavy wolghts, but I can
r!3oago {gt to rnodiun rl8lgNs lf Ih€y a,s corNenbnlly
posidonad.

D I can lit vory [g[tt $,8lghts
O I cannot [n or cary anytNng at all

Sectlon 4 - Walklng

D Palo do€s nol prBrsnt mq Lom walkhg , dsianc6.
D Pd. pre\ronls m. f.gm vra$ng mo.€ ttan dte mlle
D Pdn pr€vsnts me f"m rlaldng rlqrB lhan ors-i.ll mlls.
D pdn prsvonts me i?orn wdl&g more than oagqJarto. mlo
D I car or{y rval uC.tg s Etld( or cnrtclles
D I em ln bed most of 0l€ lrn€ s,td hav€ to.r9ld to the tdlet

Secllon 5 - Sl$ng

D I c8n slt ln Eny ciat 6s long 6s I llk€
D I c8n ooly dt h firy blrorlt€ dralr E long Es I lik€
D Paln pBrrenb ms trom slt!.B mo.e lhsn ons horn.
D Pah plEvsnE $s kom sltliE mors lb8n 30 mhutos
D Paln pra,/onts mB ,nm 3tlktg rsts han 1 0 mlnulos
D Pa&! prsvsots m9 from shirg slmost 8l he ime.

%AOL

D lcan dand a6long as I v€nt $rllhoul €rra pah
D I can Eland as loig as I want hn lt glws odra paln.
D Pakl pravo(|B ma trom daodkE mor6 thar I hour.
O Paln prsvsflb me from dardog more ha. 30 minute6
D PBln pl6/€nts ma tom sbndirE mor6 han 10 mlnd€s
O Psln p.B'.rrts tno fiom Elar(hg at atl.

D Paln doo3 not p.gv6ot ms tom d6€plrE well
D I can slo€p wsn ody by uslrB buolE
D Evsn wll€n I fato t*l€tg I hav6les6 tha.t 6 hours slsp.
D Ewn when I tNko tadots I ll.va loss lhao 4 hqrs dep
O Evsn r|ten I tal€ iat sb I have loss th8l 2 holrs slesp.
D Palo preve,rts .'16 ftom Eloqphg at all.

Seclion I - SoclalLlfG

D My soclal tr& ls oormd snd gkB$ mo no sdrs pain.
D ity sochlfb b nomd bld hcresos tho degt€s of paln
O Fah has no slgatficant €fH oo my lodal llb apart frun

lknung my mofe eneE€tc hbresls, €g.dard€.
D Pah has re*icted my sodal XIe ard I do not go orit a3

oiga.
D Pah ha6 roslricbd my sodal lih to my home.
O I lEvo no sodal [re b€cause o, paln.

S6c.tlon I - Traveling

D I can tavBl 8nf.t€rE wthoot sxt,:r paln
D I ca.r lra6l aoyv/horo bl.( lt gfuos ,r€ srdra pah.
D Pr$n ls bad but I marEgo lolrm€ys ov6r 2 hours-
O Pain ls bd hrl I tnarEg€ loumeys less lhan I hour.
D paln r6slrlcls r€ b short nocs$ary loumays u.der 30

n{nulos
O Hn ptovmls mo from kavdhg ercept to lh6 doclo. or

hosCtd.

Ssdlon l0 - Cha[glng l}agreo otPaln

D Uy paln ls rapUly g€tieg b€fier.
D Uy psln iu.tllaies bul orord ls defir tE g€tlhg b.[or
O Uy p6ir Esfils b bs g€tiE better hjt h!(orrem€nt b dew

al Ut6 p.ssgrt.
o ltry pah 18nelh€.gotung b€ .rnor worse.
O U, pdn ls gradutlyvroEe!fig.
Ot y pain is rap[dly vrors€nhg

Sdln!. O€a&.rs rr! aaaad qt a vq{ad acab ol &5. Tolll Bcaaes
sd 6'rt&t !y 2 olt b€ by runb€. ol 5&.l. rrls{,€r€d m'/!dbd ty
10. A B@r. ol 22% or droro ls corddarsd slgnfiaant ,clivlU.3 ol drny
ll*Adt.dly

Sandoz Cliroprectic Ccnttr - Photrc: 855-20G9560 Fax: 85G206-9?01
!pqtjq!@$l(lefqb!9r!C!&,9e8 wwwsandczciironectic.com
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ilECK DISABILITY qUESTIONNAIRE (osWEsrRY)

-
This quaGtioonalro has bs€n dsdgned b live the doctor lironnato,t a3 b how Iqr nB* pall has !t gdod yoor.ablity to manage ln
a,rory;Jay tl'o. Ploam anoror erory t?ctlon tttd mart l.t lrch srctlo.! only Ol{E bor whl$ applhs to }ot . We .Eatz8 you r&8y

constdor thst trc ol tre stat6non6 lfl roy on€ sec on ralato to you, bui pl..se lu.l ma th. bor whlch MOST CLOSELY
d6scrlber yourprotrl!m,

Ssctlon I . Paio Irtsnsily Ssclion d-Stindlng

D I ca't toh.at6lho prh wifioJl havln, ts use pdnkllers.
D The paln h bad but I cao mar€ge w'ltlort bltrg pslnklllols.
D Pahkllqrs glve conlddo rslef rrom paln
D Painkllo.a giv€ moderate t€ftet tom pslt!
D P6lnkllhr8 glvs ve.y li$s rc{et tro.fl p8ln.
O Palnklll6rs hav6 flo efi€d oo the paln and I do nol us€ them

Soclion 2 - Petsonai CBte (Washing, Oresslng, otc.)

O I c6n lod( aier mlsdl oorrtldly tdlrnol caud€ onta palo.

O I ca.r look aie. myself nofllsfiy bU ll c8t!365 adr8 p8ln.

D lt ls pahful to hok at8r mF8lt ard I arn dow 8nd casftr.
D I rcsd some h€lp ht mamg? mosl ot my pstsonal ca.o.
D I neBd heh swry day h moli alpecb of solf crrs
O I do not gsl dressod, | !,ish tr& diffcdty end st y hbed

Section 3 - Llftlng

D I can slrrd as long s8 I want rvllhorrt gxlra pah.
D I can sl{d as long as I va^t bd ll givrs ertr8 pain-
D Pain preveds ms lto.n standing mo.6 thgl I hoJ,.
D Palo Fovsob mo hom dandhg rror€ lhsi 30 mhubs
D Pain prsvoflts me liom slandhg nror€ han 10 ,tln es.
O Paln p@v8nts nlo tro(n sladi.E st all

Section 7 - Sleeplng

O Parn does nol prelr€ t rno fmm sleeplrrg wdl
D I c€fl sls€p Yv€alonly by 

'Js|ru 
bueb.

O Evsn tdlten I tal(s bta€ts I havo toss thafl 6 hours sleep.
D Evsn rrtl€o I take bblrb I hsvs loss [la l4 horrs sleep.
D E/sn wl€n I tako bllkls I hav6 lg3! lhan 2 hours 3le@.
D Palo p.olrenls mo fiom sle€plng at all.

S€ction 8- SoclalLlf€

O l,y 5ocid lift ls normsl ard oivss me no oxtra pah.
D My sodd [b ls oo.fial bui |'rc.sasos 0l9 d6greo ot pain.
t Pah has no dgdfrlol etfoct oo my sochl lib ap6rl fr€rtl

&niung my ,noro €,r6rgo0c lrtgrosb, e 9 (bndE.
O Pah has r€s[icbd my sodal llh and I do not go cul as

otqr.
D Paln has rEsticlod rny rocbl llb to rny tlo re.
D I haw no sodal lilo becansa ol pah.

Secton 9 -Travdlng

D I can travd mylrigrs itihotrt 6xtaa pah.
O I can tl"awl anfrJhe.€ blJt lt gi!r6 m€ grtra paln.

D p6ln ls brd but I managg loumoyE ovE 2 iours.
O Paln 16 b3d hrt I fllanago Joumeyr l€6s lho'l t how.
D pdn ro*lcls me to Ehod ngcassary lormtys und6r 30

mhl.las,
D Paln prswsts m€ fiom travallng oxcopt lo lhe doctor or

hosp[al.

s€dion l0 - Changiog Dsgroo ofPaln

O lry pdtr ls Epldy getdng bo[e..
D lry p*r iudtrrao3 b{lt orordl 16 d€fidtdy go{kg t6tr{
D t y p*r soonrs to b6 g€dog bgttsi hrt hB.ovc,nqll ls slq,

at 0!e prE€nt.
D tly psla ls nd0E gtottog b€d€r nor rorsa
Dt y paio b grodually u,algoolng
O iry p€h b repldy wqtlerlno

O I csn tn h€avy wsighls wiflout €:(lra paln.
D I csfl t hosw c,rlghts but lt glvss 6rt-a paln.
D PSln prswr{s m" f.om llirng h€8vy trglgms otf [to 0oo., but

I c€o maago ll they are eo.tveihfluy podUonod, fot
€rafiplo on a taDh

D Palo p,Evsnb rne ltr,tl $titg hsavy tolghts. but I can
manoos lbht to .rlsdrxll yrrhhts l, UEy 8lg conv€dsnty
posilo,Ed.

D I can llt vBry llght wdghts.
O I carrDt ['i ot catry s.rytttrE al al

S.ctlon 4 - Walklng

D Pain does nol p,evsnl me lron walking any dlsla^c6
D Paln p,sve.rts mB iom \r,/alklng mo.a lhan on€ mllo.
D Paln pasv€nts mr frorn yrstldrg mom than otl€-hslf m lle.
D Paln pGvgflts ms llom ll,3lkhg mo,e than one.quad€t mlh
O I csn only walk u8ing s slick ot crutdlos.
D I am ln b6d most of lhe time aM hav6 to cravyl to lho tollgt

Soction 5 - Sltling

O I can sl ln sny chal, as loog as I l*6
D I c.n only slt ln ilry fa1,o,ltr dralr 6 lo,E a8 I lik6
D Paln provgntE ms from d$ng rrlolg than orto ho{t
O Paln p.evsis m. iom s fiig rno.s lhEn 30 ,Illnuloa
D Paifl prgvenls m€ trryn du'lg rno,B olEn t0 lrftubt
D P6ln pGv€ola me tom drhg atnod a[ 016 tmo.

%ADI.

Sco*E Orr6s0or6 en $o{€d .}rl a !€.tad lcal€ ot GS Tot l loort3
&rd md{C, by 2. O!l,tdi. by firt r oI lrctitrs .n$Erod nd0diod }y
10. A rdr ot 22!a or aiore ls to.!t[&ed dlnnaanl aclMlha ol dary
llvhf dl!t!{lu,

CofimtntB

Sandoz Chirogactic Center - Photc: 85&206-9560 Fax: 856206-9701
&ontdek@sudozchiroggEricjgo - wr&1*.!8ndozqhiroEsatic !o-m



\:sANt oz
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INFORJVTED CONSENT FOR CIIIROPRACTIC SPINAL MANTPULATION. DIAGNOSIIC X.RAYS
AND TR$ATIITENT. AUTITORIZATION AIID RDLEASf,

I hereby request ard consent to thc pedormarcc ofcliroptactic &djustrncots &nd other chiropractic procedtues, rncluding
various modes ofther.py modalitics (includilg but ool lLnited lo ultrasound, musclc stimulrtiot! hterfercnlial, ice, heat,
traction, spiftl decomprcssioo) and diagoostic x-rays, oo mpelf(or oD lhe pltieot oaocd bclow for wlrim I am legally
responsiblc) by o, under tte ordcrs oflhe liccnscd doctors ofcLirgp.actic offie Saodoz Ciiroproctic Certer or rny doctor,
wio now or il the futur€, wo*.s as a relief doctor-

I havc had the opponunity to discuss with my doctor thc nature and purposc ofchimpractic adlustmentl and procedures and

understand that spinal nranipulation involves the doctor placing his or bcr hands on my spioc dchvcring 6 quick th&sl or
impulsc to the involvcd arca(s). I also undc.rstand and un informed that as in t}{ prlctice ofmcdicine, in thc praclice of
chiropractic drere arc sorne .isks lo tr€rttolol including, but not limilcd to: 6&turcri. disc iduries, Etokes, dislocatioos,
sprains, sorvress, and phlsical therapy bums. I understand and comprchend all such risks and complhations and rcalize
that ahcrnatives to care might include ruedical trcatdent, su.gery or doing norhing l. by my signarure below, confuo and
accept care ond thercfore corlsc,nt to 6rd atrec to those trcatments dcemed acccssary by ary doctor to be io my b€sl hterest.

I aulhori?.c pqmrent of utsurance bcn€fits dirL,ctly to the Sando? Chitopractic Cenler. I udcrst nd nnd rgree to alloiv this
office to use my Confidential Palicot Health Information forms fot the purpore oftreatment" paynrcnt, heahhcarc operations
and coordroation of carc and authorize thc Sandoz Chircpraclic Centcr to comnuoicalc lvith my mcdicrl physician{s) about
my conditio.s ,nd treatorcnt I utdcrsl3rd and ag.ec that I am responsible for sll costs ofchiropractic carc, regardless of
irrumnce covemgc I also agce that iimy iccount go€s into a 'collecaion state' for fton{ayrcot I chrrge of359o will bc
iocurrcd on lhe total smount owed. I also undcrstarid ard.grc! dral ifl suqr.rd or tc.minatc my schedule ofcare s
determined by ary treatiog doctor, any lces for profc-srsional services will be immedio(cly duc and plyablc. I undcrsbnd the
Federal Govcmnrcnt has decmcd it mandatory lo noliry my doctor of my otkr pany or iisurancc compaly who may bc
lc$ponsiblc fot reimbursenr€rl for my he.tment.

I haw rcad and undcrstand how my Pitieot Heal& lnformation will bc uscd and I agrce to thcsc pohcics ard proceiures I
have also rcad, or have had rcad to me thc abovc i.fomred coflseol, lutlsrization lnd release I hare Lad an oppornrnity o
&sk any sud sll questions about it,t coltert, Brd by signing below, I rgrce to 0re above.namcd procedures. I intend for this
coftsent fotul to co\ cr the entirc course of trc.t$e for my present condition lnd for futu't coodilionds) for which I seek

trealnrenl

Pntient's Signanrre

Printed Narne:

l)ate

CONSENT TO TR}]A'I INT OF A TIIINOR CITtr,I)
I hercby authorizc the doctors of Sandoz Chiropractic Center, rnd b. whomever thcy may designate as a$ei$aatrti to
ldministcr trertrEnl ss deemed necessary to

Signaturc ofParent or legal guardron. Relationship

Datc Wltness Signatur€:

X-RAY PRI|GNANiCY RT:Lf,ASE FORM

To the best of my knowlcdgc. I a!! NO'I pregrrnt Ird I .o!l5cnt to prolccGd Rcdiogmph cxpostfe at Sondo?
Chirop6clic Ccoler.

I sln or nray bc pregDanl; howetier, I consent to limiled p.olecied Dilgilosxc Rrdiogrdphs ofmy C€rvical Spinc
(Ncck).

Date:

Sardoz Chiropraclic Cmter - Phone: 856206-9560 Fax: 856-206"9701

tp!tC9!&@!cdgf c.hifS!t!g!i!,998 ww!.sandozohirotrEctic.com

Patient's Signaturc



Fanancial Responsibilitv
I have requested profession al services from Sandoz Chiropraclic / Dr. Sandoz on behalf of myself and/or my
dependents. and understand that by making this requesl; lam responsible for all charges incuned during the course of
said services. I understand that all fees for said services are due and payable on the date setuices are rendered and
agree to pay all such charges incurred in full immediately upon presentalion o, the appropriate slatement unless other
arrangements have been made in advan6e.

Assiqnment of lnsurance Benefits
lheleby assign all applicable health insurance benetits to which I and/or my dependents are entiued to Sandoz
Chiropractic / Dr. Sandoz I cedify that lhe health insurance information thai I provided to Sandoz Chiropractic I Dr
Sandoz is accurate as ol the date set to(h below and that I am responsible for keeping it updated.

I hereby authorize sandoz Chiropractic / Dr. Sandoz / Lynette Bernier to submit claims, on my andlor my dependent's
behalf, to the benefit plan (or its administrator) listed on the current insurance card I provided to Sandoz Chiropractic in
good faith. I also hereby instruct my benefit plan (or ils administrato4 to pay Sandoz Chiro c I Dr. Sandoz directly
for services rendered to me or my dependents. To the extenl lhat my current policy prohibits direct payment to Sandoz
Chiropractic / Dr. Sandoz, I hereby instruct and direct my benefit plan (or its adminisirator) lo provide documentation
stating such non-assignment to myself and Sandoz Chirorraclic / Dr. Sandoz upon request. Upon proof of such non-
assignment, I instruct my benefil plan (or its administralor) lo make th6 check payable to me and mail it directly to Sandoz

rao ic / Dr, Sardoz

I am fully aware that having health insurance does not absolve me ol my responsibility to ensure that my bills for
professional services from andoz ChiroDractic , Dr. Sandoz are paid in ,ull. I also understand thal I am responsible tor
all amounls not covered by my health insurance, including co.payments. co-insurarce. and deductibles.

Authorization to Rel€ase lnformalion
I hereby authorize Sandoz Chiropractic / Dr, Sandoz / Lvnette Bernier to: (1) release any information necessary to my
health benetit plan (or ils administrator) regarding my illness and treatments; (2) process insurance claims generated in
the course of examination or trealment: and (3) allolv a pholocopy of my signature lo be used to process insurance
claims. This order will remain in effect unlil revoked by me in writing.

ERISA Authorizalion
lhereby designate, authorize, and convey 1o Sandoz Chiropractic / Dr. Sandoz / Lynette Eernier to lhe full extent
permissible under law and under any applicable insurance policy and/or employee health care benefit plan: (1) the right
and ability to act on my behalf in conneclion with any claim, right, appeal or cause in action that I may have under such
insuranc€ policy and/or benelit plan: and {2) the right and ability to act on my behalf to pursue such daim. right. appeal, or
cause of aclion in connection with said insr:rance policy and/or benefil plan (including but not limited to. the right to act on
my behalf in respect to a benefit plan governed by the provisions of ERISA as provided in 29 C.F.R. 52560.5031(bX4)
with respecl to any healthcare expense incurred as a result of the services I received from Sandoz ChiroDractic / Dr.
9e!!9! and, to lhe extent permissible under the law, to claim on my behall such benefits, claims, or reimbursement. and
any other applicak le remedy, including fines.

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

Printed patient name Authorized signature

Policyholder/lnsured

ASSIGNi'ENT OF BENEFITS I ERISA AUTHORIZATION FORM

Date



@
New j€rre, Department of B.nking.rd lruurarc.

CONSENT TO REPBESENTATION IN APPEALS OF UTILIZATION
I,IANAGEI.IENT OETERMINATIONS AND AUTHORIZATION FOR RELEASE OF
MEOICAL RECORDS IN UI.I APPEALS ANO INDEPENDENT ARBITRATION OF

CLAIMS

APPEALS Of UTILIZATION I.IANAGEI'TENT DETERMINATIONS

You hare dre right to rsk to!. i$rarcr, HHO or other compiny providi.g your henkh benetir &i.rie.) to (hange i.! uti,il,rion
mrnalemenr (UM) de<i9lon lf ihs (rffler determine! thra a asrvi(e ot trsltment (overed under yorr h*lth bmefits ptan ir or w::
oot Bedi@lly rererilrr.' Thii i5 callad i UM apperl. You rl.o hiv. d1e righr to illow i dorlor. horpiul or orhar he,th crre
provider to make r Ul''l rppeal lor you.

Thar€ ar€ tlrrle appeal roger il you ere <overed under e heekh ban€0ts plzn agrued in Ney. rerser. SBte l: dle <arrier reviewg
your case ldtrt r ditfarc^t hlrldr c.re protestionrl from the one wtro firit reviewed your cr!e. Sute 2: the .rrricr raliervr your
c.ie usint z panel that lnclrr&r medical profetilonit trained in .rser like yours. Strgc 3: your <ase will b€ r€viewed ah.oulh $e
lndepen&nt Herl6 Care Appe:ls Progrrm of tfie New Jerscy Oepanment ol Eanting end lnsuBore {DOBI) uting en l^depend.n.
Utilize.ton Reviev, Ort rit.tion (IURO) rhrt cofltrr<a with medicel profatsio.trli vrhole pra.tice! irldrd. c.se. lke yo!r!. the
henlth .1.e providet it requi.ed !o ittempt to lend you r letrer tellir6 yolr i( In.end. ao lile.o rppe.,b.fore filint.r eicfi ltit -

Ar Sl,ge :. the healch crre provide. will rhrre ,o!r personal .od ,nedi..l inform.rion wirh DOBI. the IURO, and rhe IURO's
aont',cled medicrl prof$lionals. Eyerrone it iequired b, law ao loep yot r lnfofiudon aonfidential. DOBI must repom dar, abol]r
IURO d€cilioni, blr no perlonal inlorirudon lr eyer incllded in rhese rep.rB.

Yorr hrve thc ritht !o (an.el (revoke! your (onrcot at ln, tirna- Your financirl obl'tation, lF ANY. does not ch:nge be<alre 1ou
clroole to give consent to aeprelenutioo, or Lter revoke your consent- Youa aonsenr to rcpresa.ration :nd relerse ol iofnrnrrtion
tor.ppe.! of r Ul4 dete.minilion wil, eod 2{ monl}li after dlc &ae you rito rh€ conrant

INOEPENDENT ARSITRATION OF CLAIMS

Your healtl cire Provider h.i the riSh! to take Cerain clcim! to rn independent d.ims artirarlon process drrouth (he DOBI. To
r.bimie the clrm(5). the health ore prgvl&r rr|.y thrre 3o$e ol yow per:onal .nd m.dical inro.marion rirh the DOBI. the
rtbitralior orytnization, rtd lhe irbit.etion profe$ioml{r), Ewrrone ir ,.qiried ro k..p you. irflr.n.doo (onlidcntirl. The DCgl
reporG dali abour (he rrbitralion o(rtaomes, blg no perlonJ htor[Btjoh !vl,l be io d1e r€.?ons. You. qoasent to t]re relerse ol
inforrnation lor th€ rrbitotion pro(ets will end 24 monrhr rfter *re data rou ritr dte Gqn5erl

CONSENT TO REPRESENTATION IN UM APPEALS ANO AUTHONIZATION TO RELEASE OF
INFOBMATION IN UM APPEALS AND ARBITRATION OF CLAIHS

f] represenrerion by l-]] n raagp*l ofrn:dverre UM deteroinrtion:r dloaed by NJ.S,A.2625-ll, rnd relere of ptrsoort
health ialormadon to DOBI, i!!.ortrector, lor lhe lnd€p€rdent HesLh Clre App.rh Pr r.rr, and independen! .onlnK.or!
.eeielvint the rpperl. My roasent to repreJqnudon and iu*$.irdon o, relerte or lnform.don expire, ln 24 mon!h., b{r I
ma, revol€ bo(h rooner.

L] re{err. ol pertonil he:lth inforrnlticn to DOBI. ir5 coornrtor. tor th. lndepedent OrJrn5 Arbit..tion Progrem. md rny
indePerdent coalr.(tori thal ma, be tequirad ao p€rform ahr lrbiarrtion pro<cai. I'ly lld6rtzrdon o, relcare ol hlonnarion
for purpo:es ol drimr arhiE_ation will expiro in 2{ mondrs

SitnaMe: * -.--_-.'---'..* tn3. lD#: _ __ _- O1r.i 

--

R.lationthip to Prdsnc fl I .m the Prli€nr n I am lhc Person l lepre5enurh;Grofu-ion.rtt tnfo.mrtoi-iiiff

' It dE prii.fi li . mho., 6r u,t.bla ta ...d &d (@fi... rr! l@m d@ r. !15r, e fn lbl hot .iV. . 96r6nC f.r.lrsatilt 6t rr€ p.d6r iry cor{r.rc r!"

Health C.rc Provld.r; Thc Prtieit or hlt or hGr Pe..ona! lepr€rcotadye MUST rccriy. . copy ot both .ide.rp.get
of thl5 documeat AFTER PAGE I h.r b!.Jr Go.nfLt d, d8l.d.nd d.tsd.

lbb.narr.b 07/06 ?.S! I d:
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..? CHIROPRACTIC

J T.PHYSICAI THFRAPYCENTFR

2057 Briggs Road, Suite 204
Mount Laurel. NJ 08054
856-206-9560
Fax 856-206-9701 www.sandozchirpractic.com

Dr. John E. Sandoz
Dr Joshua J. Sandoz

PIP Overview Sheet
Dear Patients,

You are seeking care with Sandoz Chiropractic & Physical Therapy Center for
injuries you sustained in a motor vehicle accident. Please be aware that we will do
everything necessary to ensure that you receive quality treatment and care.

Signature:

Date:

We request that you provide all the information necessary to ensure that we can
properly bill your insurance carrier. New Jersey plp deductibles can range from g250_
$2500, with a 20% co-insurance. Based on determination of re$ponsibiliiy, you may be
IMMEDIATELY responsible for these fees. we will call your car insurance canier to
verify this information.

lf you have secondary insurance (health insurance) that you would want your
patient responsibility fees billed to, please provide copies of your card(s) so thafwe can
call to verify chiropractic benefits and coverage. we will submit any remaining balance
from your car insurance to see if any of the remaining cost is picked up.

lf you have retained an attorney to represent you for your motor vehicle accident,
please know that we will send your medical bills to your attorney, so that they may keep
track of services you have incurred in our office. we will inform them of the final
balance once care is cut off or finalized by your car insurance for any further treatment.

Your personal injury insurance carrier reguires that your care be "pre-certified" to
be deemed medically necessary. Please be advised thal this "pre-certification" cannot
be completed until you are a patient in our office.

As you progress with care or treatment for your injuries, if your "pre-certification"
be returned to us denied, you will immediately be responsible for the bill. We can
attempt to use your major medical insurance to submit the balance for your care.

Patient Name:-=""---.,--'-_=.-



LETTER OF PROTECTION
INSTRUCTIONS TO COUNSEL

l,-,clearlyunderstandthatallpaSt,presentandfuture
bills incurred at Sandoz Chiropractic & Physical Therapy Center are my responsibility
for payment.

I hereby ratify my agreement to pay all bills incuned during my health care at this office.

I also, hereby irrevocably agree to have the doctor's entire bill paid from any proceeds
of any nature by way of seftlement, judgement or otherwise I or you might receive. I do
hereby irrevocably authorize the Law Office of, _, to pay
Dr. Sandoz in full from any such proceeds of settlement, judgement, enforcement of
judgement actions, or recovery obtained on behalf of myself. You are to pay the
doctor prior to disbursing any proceeds to me,

I also understand that if the settlement does not cover the doctor's entire bi , I am still
responsible for the remainder.

I do hereby waive any applicable statute of limltations on the collection of my account
with Sandoz Chiropractic & Physical Therapy Center.

I instruct you, as my attorney, not to attempt to negoliate my doctor's bill, which has
provided all services billed for, and I agree to pay in full.

Patient Signature:_ Date

Witness Signature:_ Date:

Lawyer's Signature:_ Date

Witness Signature:_ Date:



Assignment of BeneJits & Ltd, Power of
Attorney

Patient's Narne Date of Accident

I irrevocahly assign to you, my meelical providcr, all ofmy rights and bensfils under my insurance
cortraot for palmenl for scrvices rendered to nie. I authorize you kr file insurance claims on my
behalllirr sen'ices rendered to me and this specilically includes llling any appeal in your name on
rny behalfagainst the insurance carrier. I irrevocably aulhorize you to retoin an attornsy ofyour
choice crn my behalf lor collection of your trills and possible PIP arbitralion proceedings against
your insurarce carricr (ifneeded). I direct that all reimhursable medical payments go dircctly to
you. my medicai prorider. I authorize you to act on fliy behalf. I conscnt to you acling on lny
behalf in this regard and in regard to my general health insurance coveragc pursuintl to the "bsnelit
denial appeals process" sct fbrh in the NJ Adrninistrative Codc.

In the evont the insurance carrier responsible ti:r rnaking medical paymenls in ihis matter docs not
accept my assiglment, or niy assign&ent is deemed invalid. I execute this lirnited power of ottomey
and appoittt your collection attomey as niy agenl to qollcct peynenl for 1,our medieal senices
directly against the carier in this case including filing any appeal, demand. PIP artritration or
lawsuit. I specifically authorize thal attorney to file direclly against that carrier in mv name or in
your narne as a rncdrcal provider rendering sen ices 10 !ne.

I authorize you and or your assigned to obtain rnedical inibrmation regarding my phpical condition
Aom an.v other hcalth care provider. including hospitals. diagnostic center-"i. elc. and I specifically
authorize such hcalth care providers to release all such information to you about mc, including
medical reports, X-Ray repods, narralive repods, and any other rcport or information regarding niy
phlsical condition.

Datcd Paaient Signature



APPLICATION FOR SENEFITS-PERSONAL INJURY PROTECTION
I . 

'O 
ENABLf, US TO OE'EBMINE IF YOU AFE ENTIILEO TO EENEFI-TS UNOER THE PEFISONAL INJUFY

PfrOlECI,oN LAW YOU MUSTCOMPLETE ANO SIG! IHIS FOBM,
2, YOU MUST ALSO S]C! IHE ATTACI.iEO AUTHOEIZ:A]ION(S)
3, FET(JRN PROMPILY WITH Ai'Y MEOICAL BILI.S YOU HAVE FIECEIVED IO OAIE

| 
* . Bus,rESS

YCUR AOOFESS II,]O . SIXEEI C'TY OF TOWN, STATE ANO ZIP COO'I

OATE AND TIME OF ACC'O€NT PLACE O' ACCIDE\I (STqEET CIY OR TOW\ AND S'IATE,

gIIIEF OESCFiPIION OF ACCI'ENT

WERE YOU IHE DBIVEBOF THE AUTOMOBILE?
9VEBE YOU A PASSENCER IN IHE AUTOMOAIE?

YESONOO
YESg NOC WERS YOU AMEMAER OF T:I€ AUiOMOAIL.

owNeF s HousEhot0?

YES c NO ll

YE6O NO!
OO YOI.J OF ANY MEMBEN OF YOIJR IIOIJS€HOLO OWN A\I AI]TOMOSIL€' YES C] NO L]
O'SCSIBE ALL AUTOMOBILES OWNEO 6Y YOU OA ANY MEMAEF OF YOUR FAMILY ITIAT FESIO€O IN YOUN OUSEIOLO AS OF THE OATE OF
Tlt€ Loss.
AUTOMOAIE OWNER IISIIR NCE CO. pOLICyNUtiBEF

OIO YOU HAVE HEAIIH INSI]AANCE O.t THE OA-TE OF LOSS? YES O NO tr
IF YES, PROVIOE T}lE I^IFORUA-flON RIOUEST€O E€LOW REGARDTNG YOUN HEAL]8 INSUR€R1S)]

WEBE YOU INJUA€O AS A AESULT OF T{IS ACCIOEMT? YES O I{O C IF YOUR ANSW€R IS YES COI'PLE E TIIE F€ST OF Tr{S FOfiM.
IF TO. SICN HERE A'IO REIUiN IHIS FOf[/l TO US

YES tr NOtr

AN IN-P TIENTz C OUT-PAT'ENT? !

€XPENSE? YES T] NO O
AT III,IE OF YOUN ACCID'NT WEFE YOU IN TH!
COUAS€OF YOUi EMPIOYMEN]? YES r: NO {::]

WA6ES OA SALANY^S I I{HA-T IS YOUF AVENAGE
WEEKIY WAO€ OR SALARY' S

NAV€ YOU BECEIV€O O' ARE YOIJ ELI6I6LE FOF
aENEFfTS UNOEC YES t{O

tttANY WOtMMEti',S COiilpENSATtOat LAW1 tr tr
{2t aMp[oyEEs TEMf,oft Fy olsA8]lJiy aENEFIT STAIUTE? tr Cl
(3) MqDICAF€' tr tr

A PEB UIEE( Q PER MON-rH

AXO OIHER EMPLOYEAS FOF OXE YEAA PfuOE IO ACCIOENT OAT€ A'!D 6IVELIST NAIqES A{O AOORESS'S OF YOUF €MPLOY€R
OCCUPATIOT! AtlO OATES CF EMPLOYM€N'

ai{;;i; -

EXPENSES? Y€S I NOO IF YES. EXPLAINON R€VEFSE SIDE,

ANY PERSOX WHO KI{OIIIII,IGLY F|IES A SIAIEMEI{I
cnliflllaL ano cMtt aENALTIES.

oF crrrlil corat tfullc axy F lsE oF IdsLEAotlG INFOAMAIIOi{ tS SUBJECT TO

SIGNATUBE

AUTHONEATION EOB MEDICA! INFOBMATION
U IO TUFNISI] AlL INFORMfi()I YOU MAY TIAV' RECAFONC W CO'IO rf,| S{LE !'NOEA YOINossERV rloNoitRE^rMtNr.,NGLUO c rH. Nr$oaY oaraNEo. x.flay 

^No 
rHrsrcaL rrttot\cs ota6Nosrs A,!o pRocNaais you an€ rurso€rzEo ro pRovroE

IH|S rNFOR'VAT|oN iN ACCOFralr qoTecrDN SEIEFIS !rW.

@
AUTHOhIZATION FO8 WAG€ AND SALARY INFOFMAI'ON

e6siroN4eu Fa,srsENsns,N

@
AuiHORIZAIION TO EXTENO fIM€ IO SCIiEOULE A PIIYSICAL EXAMINAIION FO€ OECISION PO'MT BEVIEW

^D€rri 
n nclr ffi^..o.ro lxE {EDtcr{: N6cEsslry o. I:sr6 oh rFE^ri€{rs tro€R rx€ cuiE oaclsrin,,o6,iRaEw R t}r

@

TO:

I

OFYOIJB INJIJFY? YES: iIO tr

SIGNATUAE:


