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Ohlahoma Iniury Care
Alina Justiz, M.D.
Heather Hedrick, ApRN-CNp
Carrie Galyon, p.T.

TraciLambert, ApRN
Gary Seymour, ApRN
Ron D. Somervil/e, D.C.

ORMATION

Mailing: PO gox 14740 Ot(C, OK 73113
N: 200 W. B.itton Rd, OKC, OK 73114
Phoner 405-755,8000 Fax: 4OS_755_8001
5r 7825 5. Wa ker Ave., Ot(C, Ot( 73139
Ph one I 405-534-t7OO Fax: 405_634_1708

GENERAL INF

Nam e: Sex SS#

Date of Bidh

Adoress

EmallAddress

Emp oyer Name

Apt. Number Emp c,ver Addiess

City, State, Zip

Cell Phone

City, Slate Z;p Code

Work Phone

Home Phone l\,1a,\, \,ve contact yo,.r via emaii/ iextt -yes

Phone Number:Ernergency Contactl

Eno

Relallonshic

PERSONAL INJUR

Date ofAccrdent

Y CLAIM INFORM ATION II4VA PATIENTS ONLY:

Clarm Number Phone i'llmber

Eno fulEDPAY lnsurance Company

\are o: :s-ra-ce .o::a /. _

Phone Number

Liable Party Name

is ihere MEDPAY? Eyes

IVEDPAY C aim Number:

ASSIGNIMENT OF BEN E FITS Please reaci ihe iollowino stale ments very carefullv:
lf you have insurance, please read afd sign below:

o,"erandaoole his nsL_alceoa):e.. ia,crr"-.cc,.,. oe.n 5par 1p-l.ooe ra _0 0.,,,i,": l re,et.a-._o.te.ol .o s.!d\a-(ecoanscurons.,.c DgA:C\.eronalnurycaea9lheoaveeolal/crec; s< ar'''qo (e' er,ceeoi;-r-; ce:Pa,s, -_.:,..-c:q o..aro-J ,,,.ae .-e.ei.g,aalaova.-eooo:sorl.,r:s.ilc,D3A
meantaspaymenticTsetuicesrenderedlom;nu,rtoriurni.jpiytir";i;;;;;;;:i;,;.;;.;.i!ac.ouni{s),rliaroiirce.

This is a directrssignment of my rlghts and benefits for ihis p o licy.
A photocopy of this document shall be constdered as cifecttve ancl valicj as the crigifal

SIGNATURE OF CLAIMANT
DATE



PATIENT HEALTH INFORMATION
Please check any of the following conditions that apply to you now, or have applied to you in ihe last six months:

_ Headaches

_ Loss ofconcenkatiorl

_ Light bolhers eyes

_ Pain behind eyes

_ Loss of ril€mory

-Head 
s€ems heavy

_ Fatigue

_ Dlz2lness / fainting

_ Na!sea

_ Rlnging in ears

_ Buzzing in ears

_Visua Problems

_ Jaw pain / TNU

_ Pain wjth chewli!
[4usc e Weakness

_ Neck Paii

_ Neck Sllflness

_ Upper back pain

_ lvlld back pain

_ Lovr'er back pain

_ Pain n tailbone

_ Righl/ Lefl shoulderpa n

,Righl/Left arm pain

_ Righl/Left elbow pa n

- 
Right/Left wrist pain

__Righl/Lefthip pain

_ Righl/ Left leg pain

_Right/Leftknee paf

-Righl/Leftanke 
paln

_ Leg svr'ellng / Edema

Posl[ve HIV/AIDS

_ P ns & need es in arms/legs

_ Fingers / toes fu.ib
_ S eep aiffculi,es / lnsomnra

_ rrrlable

* Depresslon

- lviefia D sordeis

_ H gh B ccd Pressure

I sr r,,,..
_ Diabetes

_ B adder Prcblsms

_ Kidney Disease

_ u.inary Tract niecion

_ Slomach ljlcers

_ Bloody/ I ack Slools

_ Dia(hea

_ Constipelion

* I,r'€nskue probiem

-Anemia/Beedng_ Cold hands / ieel

_ A{hrus

_ChestPain
_ Sho.lness olbreaLh

_ Sinus troLrble

_ Preumonla

_ Bronchitis

Tuberculosis_ liepaii(ls C

L sl dny or'er health conditions r ol hs:eo aoove

Do you routifely take Asprrii, Advil, tuloirin, Aleve, Tyleno , Ce ebrex or Viorx? E)yes Enc iyes, pleaseisi

What aggravates these cond iions?

What decreases lhe symptoms cr paiN?

Lislany prescrjption/non.prescriplion medicine afd v tamins yo! are lakirg

Ljsl any drug allergies you may have:

Lisl any surgical operations yo! have had

Daie of lasi physjcal examinatiol

PERSONAL HABITS:

Do yoLr smoke? Eyes Eno
ll yes, how many packs pet day? __ For how many yeats? _
Do \oL -se ec'ear onal otdos? l-T,,oc l-119 i'1es \rha' tF.es c'o -:s-

Are you (check one)i E [,lallied E Sifgle E Divorced

FAMILY HISTORY

Do yoir drink alcoho ? ElyeS EnO
lf yes, do you dr fkr Dsoc al fl heavy

E V(idor'/ed

(siblinos. 0arents, & orand 0arents)

High Blood Pressure:

ileadAttack:

Diabetes

Cancer:

Dno
Eno
EIno
Eno

EIyes
Elyes
Eyes
n

fyes, who?

fyes, who?

fyes, r.r'ho?

siToKe: I l\,^.
H I!J

Migralnes: EyeS
Seizuresi EyeS
sreed rr ProblenrsrE

EnO if yes v/ho?

-lh^ iives who?

EnO Iyes, vJho?

I yes, who? _ eS f]nO if yes, \,/ho?

regn.a.ngy;ryoum!stifformyc!rdoclorprortoanymedca irea(rnenl llpregnancy occ!rs, please nolfyyour doctor piiorto.tieaimeni:,f
:'t ':inerels,no.pbssbiitiof,pregnancy,pleasesigrandclalebeovi;;eiifyingthalyouaienoipregnarl: 

..

ant; SIGNED: .' , . DAiE;

if yes ,,!hai 's y'our dle date?

was yo!r astrnerstr!ai pea;od?

l:am:n0t pleg n



Other uses and disclosures:
We are permitted and/orrequired bylawto makecedan other uses and disclosures oIyourpersona heaith nformation v,/ithoui you]' consent or
authorization for the fo lowing:

. Any purpose required by law;

. Public healh activities, such as required repOrting ofdisease, injr.rry, lrirth, and death, orrequired pubiic heath nvestigaticn;
' ll we suspect child abuse or neglect, li vie believe you t0 be a viciirn of abus€, neglec(, or dornestic violence;
. To the Food and Drlg Adm niskat on to report ao'verse events, product deiects, or to pad c pate ln product recalls,
. To your employer when we have provlded nea th care lo yoij at the request of ycur enrp cyer;
.To a government overs ght agency conductlng a!dits, nvestigaticns, orcivi orcriminal proceedlngs,
. Coufi o{ administrative oTdered subpoena or dlscovery requesL
. To law en{orcemeJrt olficials as required by iaw to reportwounds and injlries and cr mes;
. To coroners and/or funeral directors cotsisientwith iaw;

' lf necessary to arrange an organ or tissue doraicn frcm you or a irarsliani for you

' lf you are a mernber ol the mi itary, we may a so release your perscnal heallh inlormation f0r nal onal security or inte ligence activitiesj
and

' To workers' compensation agencies lor workers'ccmpefsation bene{lt determination.

RIGHTS THAT YOU HAVE REGARDING YOUR PERSONAL HEALTH INFORI\4AT]ON

Access to Your Pefsonal Health Informaiion: Yo! have ihe .ighi lo ccpy and/or nspeclnrrch oi ihe persofal health lnlorrnaton hatv/e retain on yo!r behail.

ofilc€ pelson. You are en(led to one lree copy ofyour personalhealth niormaiion. ll you request additionalcopies yoLr rnaybechaiged ancninaliee iorcopying and
postage.

Amendments to You r Personal Health lnformation: YoLr have lhe nghtio requestin wrlt;ig thaL pelsonai heaith information thatwe mainta n about yo0 be

for medlcalrecords

Accounting for Disclosures of Your Personal Health lnformationIYouhavethe Ehtto receive an accountin! olcertain disccsuresrnade by usofyour

accounting yo! requestw thin the same 12-nronth perlod. You vrill be irotfed ol lhe lee al the irne oi your request.

Restrictions on Use and Disclosure of Your Personal H ealth informatlon; You have the iight ic request resti.tions on uses aid i sctosur€s ctyo!r

responsib e for med calrecotds

Box 14740 0k ahorna C ly, CK 73113. You may a so ile a ccmp ainlvrilh lhe Secretary oi the U.S. Departmeni of l-leallh and Human Setuices in Weshingtoa D C. n wrjling
withio 180 days ola v oaiion olyoLrr rights. There yrlllbe no reia j;tion fff i rng a cofip ainl.

FOR FURTHER INFORIMATION

0K73114

AIJTHORIZATIONS

1. Authorzation to release medica
Lhereby auhorjze lhe reease oirnedica
0f, ce StaffatOkiahcma lr;ury Care.

information
a.c rnedicaion lniormaiion perlinerrt io my ca.e lo the Doctorc, Nurse Practiloners, Physlcian Assoclates, l''iedlcal Assisianis, and

2. P.ivacy notice Acknowledgment
Wth my sigiature below, acknoweoge thatlhavereed and received a copy of oklahorna lijury Care i'loticeclPrvacy Praclices

3. lnforned Consent
ihave been inlormed lhallhave ihe righttc reiuse any forrn oltrealrngni iundeGland lhe nature ol lr€atmentand have been nforrned of the rsks and possibie
cons€quences lnvolved wllh this treatment

4. FinarcialResponsibility

by insurance, es deia ed in the 0k ahoma lnlLlry Care F nancial Po cy, avaiiab e upon req!esl.

5, Consenl to Treal

and dlsclss the detaiLs of rny keat..entw ih me as wellas w th each olhcr

I agree to the auihorizations listed above and I cedify that all iho inforrnation contained in this booklet is complete and true to the best of
my knowledge

SIGNATURE OF PATIENT DATE



Oklahoma Injury Care
Alina lustiz, Nl.D.

Heather Hedrick, APRN-CNP

Carrie Ga yon, P-T.

Traci Lambert, APRN

Gary Seymour, APRN

Ron D. Sornerv lle, D C.

MaLling: PO Box 14740 OKC, OK 73113
Ni 200 W Brltton Rd, O(C, Ol( 73114
Phone 405-755-8000Fax: 405-755-8001
Sr 7825 5. Walker Ave., OKC, OK 73139
Phone: 405-634-1700 F ax: 4A5-634-11AB

Patient name; DOB:

Date oi Acc Cent T rne cf Day

Zp

All/ Pi\4

Location of AcciCeni: C lv

What was your position in ihe vehic e? EDriver EFront Passenger ERear Passenger EPedestrian

Were the vehicle air bags deployeC? Eyes Eno

rWhat type of vehicle were you drivinq?

N4 ake: i\4 od e Year

CAR TRUCK VAN SUV

Compact Small S ze f'l in i Compact
Mid Siz-" Full Size Fu Li Size tvlid Slze

Full Size Semi Com p any Full Size

rWhai type of vehicle r,vas the other vehicle?

M ake 1,4 od e Year

Did you receive med ca attention aiihe scene of ihe accrcJeni? nyes Eno
Did you go to the hosprtal? Eyes Eno
lf yes, what hospjlal? lrlere you adnr tled? Eyes Eno
Where you taken by: Eambulance Eprivate transporlation

Have you been treated for these lnluries by anoiher doctor? Eyes Eno
lf yes, what doctor and phcne number?

Have you been x-rayed since the accident? lyes Eno fyes where

Since the accident has your pain: E mproved Estayed the same EwoTsenecj

CAR TRUCK VAN SUV

Compact Snaii Size Mini Compact
lv4id Size Full Size Fu Ll S ze Mid Slz-"

Fu li Size Semi Company Fu I Slze

SIGNATURE OF PATIENT DATE



Oklahoma Injury Care
Alrna Justiz, M.D
Heathe. Hedrick, APRN-CNP

Carrie Galyon, P.T.

Traci Lambert, APRN

Gary Seymour, APRN

Ron D. Somervil e, D.C.

Malline P0 Box 14740 OKC, OK 73113
Nr 200 W B.itton Rd, OKC, 0K 73114
Phonei 405-755-8000 Faxr 405-755-8001
5: 7825 5 Wa ker Ave , OKC, Ol( 73139
Pho n e: 405-634-1700 Fax: 405-534,1708

PAIN INDEX

Please listthe major comp a nts you have today

Using the symbols provided below, mark thc arcas on the illusirations lvhere you are experiencing these sensation:

BURNING
STABBING

PINS/NEEDLES
ACHING

NUMBNESS
SHARP

x

0

+

On a scale of 1 to 10, how strong is the pain now? (1 being the least, 10 being the worst)

0 1 2 l 6 7 8

SIGNATURE OF PATIENT

3 5

DATEi

9 10



AdditionalA nt Details

Patient name:

Date of Injuryl

Please describe the accident in as much detail as possible:

What was your position in the vehicle?

lDtiu"r. EFront passenger

nRear Passenger ! Pedestrian

Was your vehicle

IAt a complete stop EIn N4otion

Type of collision?

flRear-end

nHead on

lJ srce swrpe

nSiOe impact(T-Bone)

nMultt car pile-up

nRollover

Were any pats of your body hit at the moment of impact? ( h ea d/s h o u lder/a rmlknee/ ha nd/foot)
I Steering wheel I Dashboard !JCetltnq

E Driuers' side door

flseat Headrest

n Pass.n g.rs' side door Iwindrhi"ld

Were you wearing a seat belt?

Eyes tr no

Were you rendered unconscious at the accident? Where was the impact to:
12

nyes lno

Was a city police officer / OHP on the scene?

nyer nno

Do you have a copy of the report?

lyes flno

l1

r0 2

I

2

YOU R veh icle

11

THEIR vehicle

11



Oklahoma Injury Care
Alina J!rstiz, M.D.
Heather Hedrick, APRN-CNP

Car.ie Ga yon, P.T.

Traci Lambert, APRN

Gary Seymour, APRN

Ron D. Somervi le, D.C.

Mail ng: PO Box 14740 OKC, OK 73113
N: 200 W. Brltton Rd, O(C, O ( 73114
Phone. 405-755-8000 Fax: 405-755-8001
S: 7825 5 Walker Ave., 0l(C, OK 73139
Phone. 405-634-1700 Fax: 405-634-1708

Authorization to Disclose Medical Records

l,

p

h

a i:r: r le 0^ a'ror a i'.-r,, la'e, l- ei' ph/s.cians, nJrses, ano olhet
ersonneli"Health Car€ Providers') to use or d sclose my h€alth nfornralion dirring the term oithis Authorzation to the rec pient(s) that i

ave identified beiow:

Name Address P hone Number

(Attoney)

2

(lnsuaance CompEiy)

3
(iriend/Fam ly)

4
(F.iend Famiy)

5
(01herl

lnformation to be disclosed: aulhorlze th e release cf Lhe Ioiio\rlrg hea ih inicrmaton (check the appicable bcx below)

o Alofmyheaihinformalontraliheproviderhasinhsorherp0ssessjor,includinE nicrmatton relating io anynedical
history, rnenta or physical condition anc alry lreaiment received by me

o 0ily the lo o\,,, ng records oT tyres of heaiih inf0flnai 0r

Term: i understand thatllris Authcrizatioir will rein3la 1n ,tt.a
r] From the date of this Auihor zaton uf til tlre __ cay ol __, 20_*
a Unti ihe Provider fuli ls th s request
o Uniil the io lo\fing event occurs

lf, at any time, I revoke lhis Authorization I must notify my Health care Provider by contactlng Oklahoma lnjury Care. llly
revocation will not apply io infoflnaiion already |eta ned, used, or disclosed in response to thjs Auihorization.

SIGNATURE OF PATIENI DATE

li this release is s gned by a representatve on beha i of the pateni, comp eie the fojlowinq

Representatlve's Name

Relationship to Paiient: _



Oklahoma Injury Care
Alina Justiz, M.D.
Heather Hedrlck, APRN-CNp
Carrie Galyon, P.T.
Traci Lambert, ApRN
Gary Seymour, APRN
Ron D. Sornerville, D.C.

Mai ing: P0 Box 14740 Ol(C, OK 73113
N: 200 W. Br tton Rd, OKC, O( 73114
Phone: 405-755-8000 Faxr 405^7S5-8001
S: 7825 S. Walker Ave , OKC, OK 73139
Phonei 405-634-1700 F ax: 405-634-7708

Help us help you! Tell us what you expect for care.
Medications

tr
and Motrin lB), Naproxen, Ketorolac (-loracJol), and Aspirin

naceTE0SDehnft0hchI0ammafnecUdpHtn n fla m matory
lbuprofen (Adv

tE lntramu scu Iar lnjec Ion s: Help reduce inflammaiion . which oflCn helps io rel eve pain
. Ketorolac (Toradol), Corflcosieroids (Kenalog)

ERnatg eslc:Relreves cain

Acetami nop he n (T y I e nol)

EMuscle relaxant: Reduces mi.rscle tens or and he rs reiieve musc e oa n and discornfoi1. Cyclobenzaprtne (Flexeril), Methocarbano

ENarcotic: Relieves pain, duils the senses and ca

(Robaxin), Tiza nid ine (Zanaflex)

ggs drolsiness. Mav become addiciiveu

Self-care

Therapv

paln.

Tranadol (Ultram), Hydroccdone, ancl axycodone

nHeating pad i lce p ack: Soothes Dainful nruscles or icrnis

E Physical exercise: Can heto marntain ohvslcal func ticn wh le recoverrno

nManual Joint mobilization: Stretchinq a ioint oast its resti.icteci r-an q qf mot on to restore movement/reduce0

nstretching : Stretchinq exercises can imorov ibi iiy and mDrove ohvs cal functione ilex

IPhysical therapy : ReslJi'es riisc.e st'eT0ln a:rd'Ji cton rhrouoh exerc.se

ETENS:l,pptl,inq a smal electrical current to a e body io duli the sensaton cjf oaincarr of ih

Medica I Referral

EX-nRy: Tests are commonlv done to srow up lones and ce(ain oiher tissues

f]CT or CAT: Combinaiion of X-ravs and a comout er to create pictures of voUlorQans, bones and orher tissues

EMRI: Test rnat lses oowen-l m aqnets, radio \!av6s and a computer tc make detailed prctures insrde vour bodv

n Epidural steroid injection; lnieciicir of corljsore and a nirmbinq aqent nto the soine

Specialists/Referral

nPrimary care provider (PCP): prevents dlaqnoses, ancj ireats diseases.

nOrthopedic surg eon: lerforms surQerv for condlt oI tnQ bones and musc es,s afiec

Espin. surg eon: Pedorms suroer y on the spine

proves o i.r a lrtv ol llie for those in painflPain manag ement: Eases sulfenno and im


