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Oklahoma Injury Care

Mailing: PO Box 14740 QKC, 0K 73113

N: 200 W. Britton Rd, OKC, OK 73114
Phone: 405-755-8000 Fax: 405-755-8001
51 7825 5, Walker Ave., OKC, OK 73139
Phone: 405-634-1700 Fax: 405-634-1708

Ron D, Somerville, D.C.

GENERAL INFORMATION

SS#:

Name; Sex:

Date of Birth: Email Address:

Address: Employer Name;
Apt. Number: Emplover Address:

-City, State, Zip:

City, State, Zip Code:

Cell Phone: Work Phone:

Home Phone: May we contact you via emaii / text: Oves [ no

Emergency Contact: Phone Number: Relationship:

PERSONAL INJURY CLAIM INFORMATION MVA PATIENTS ONLY:

Date of Accident:

Name of insurance Company:

" Claim Number:

Phone Number:

Liable Party Name:

Is there MEDPAY?  [lyes Dno

MEDPAY Claim Number:

MEDPAY lnsurance Company:;

Phona Number:

ASSIGNMENT OF BENEFITS

Please read the following statements very carsfully:

If you have insurancs, please read and sign below:

V hereby suthorize the insurance company reimbursement o be paid by check, made out and direcily maied Advanced Pain Soluticns, Inc., DBA: Oklzhoma Injury Care {at the address
noled on the bill) the medical expense benefits allowable, and olhenwise payatle io me under my current inswrance policy, as payment toward fotal charges for professional services
rendered. This payment wif no! exceed my indebtednass to the sbave-meniioned assignee, and | agree 10 pay, in 2 current manner, any balance of said professionat services charges
over and above Lis insurance payment. If my current policy permits payment {0 be maiiad to mysell only, | hereby authorize vou to fist Advanced Pain Solutions, Inc, OBA: Okizhoma
Injury Care as Ine payes on any check issued for sarvices rendered lo Advanced Pain Solutions, inc, DBA° Oklahoma fajury Cere. [ hereby grant Advanced Pain Solutions, inc., OBA;
Oklahioma Injury Care limited power of altorney for the express purpose of endorsing drails or checks raceived by Advanced Pain Solutions, Ine., DBA: Oklahoma Injury Care which ars
mesant as payment for services rendered to me in that office and apply lo sush funds against my cuistanding accouni(s} in hal office.

This is a direct assignment of my rights and benefits for this policy.
A photacopy of this document shail be considered as effective and valid as the original.

SIGNATURE OF CLAIMANT:

DATE:




PATIENT HEALTH INFORMATION

Please check any of the following conditions that anply to you now, or have applied to you in the last six months:

__Headaches __ Neck Pain __ Pins & needles in arms/legs __ Abdominat Pain
__lLoss of concentration . Neck Stiffness __Fingers { toes aumb __ Stomach Ulcers

__ Light bothers eyes .. Upper back pain __ Sleep difficulties / Insomnia __ Bioody ! Black Slocls
__ Pain behind eyes . Mid back pain __ lrritabie _ Diarrhea

__Loss of memory __ Lower back pain .. Deprassion __ Constipation

.. Head seems heavy _.. Painin tailbone __ Anxisly ... Menstruzl problem
__ Fatigue _ Right/ Left shoulder nain __ Menial Disorders ... Anemiz / Bleeding
__ Dizziness / fainting .. Right/ Left arm pain __ High Blood Pressure . Cold hands / feet
__Nausea __ Right/ Left elbow pain __ Heart Attack __ Arthritis

__Ringing in ears .. Right/ Left wrist pain __ Seizures __ ChestPain

... Buzzing in ears __ Right/ Left hip pain . Diabetes _ Shoriness of breath
__Visual Problems _.. Right/ Left ieg pain __ Bladder Problems __Sinus trouble
___Loss of balance __ Right/ Left knee pain __ Kidney Disease __Asthma

_Jaw pain/ TMJ __Right/ Left ankle pain __ Urinary Trazt Infection __ Pneumonia

. Pain with chewing _.Legsweiling / Edema _ Fover __ Bronchilis
__Muscle Weakness __ Posltive Hiv / AIDS . Hepatitis C __ Tuberculosis

List any ofher health conditions not lisled above:

Do you routinely take Aspirin, Advil, Motrin, Aleve, Tylenol, Celebrax, or Vioxx? [dyes [Ino  Ifyes, please st

What aggravates these conditions?

What decreases the symptoms or pain?

List any prescription/non-prescription medicine and vitamins you are laking:

List any drug allergies you may have:

List any surgical operations you have had:

Date of last physical examination:

PERSONAL HABITS:

Do you smoke? E}yes Cino
If yes, how many packs per day?

Do you drink alcohol? Cyes [no

For how many years? if yes, do you drink. []social [7] heavy

Do you use recreational drugs? DYES no i yes, what types of drugs?

Are you (check cne}: [ Merried ] Single [ Divorced  [7] Wicowed

FAMILY HISTORY (siblings, parents, & grandparents)
High Blood Pressure: [jyes Clno lfyes, who? Stroke: Elyes DGno 1 yes, who?

Heart Attack: [:Iyes Png !fyes, who? Iigraines: myes Clno ifyes, who?

Diabetes: Dyes Flno 1fyes, who? Seizures: Dyes Ono Myes who?

Cancer: Clves Tno fyes who? BieediagP!oblems:[:]yes Cino ifyes, who?

if yes, what is your due date?

fpregnawcy occurs pEease no
of prég nancy, please 5|gn Eﬂd dale bnlow cems in that you are n




Other uses and disclosures:
We are permitted and/ or required by faw to make certain other uses and disclosures of your personal heaith information without your consent or
authorization for the following:
* Any purpose required by law;
» Public health activities, such as required reporting of disaase, iniury, birth, and death, or required public health investigation;
« I we suspect child abuse or neglect; if we believe you to be a viclim of abuse, neglect, or domestic violence;
= To the Food and Drug Administration {c report adverse events, product defects, or to pariicipate in produst recalls;
= Ta your employer when we have provided health care to you at the raguest of your employer,
» To a government oversight agency conducting audits, investigations, or civil or criminal proceedings;
» Court of administrative ordered subpoenz or discovery raquest;
= To taw enforcement officials as required by law to report wounds and injurias and crimes;
» To coroners andfor funeral directors consistent with law;
= |f necessary fo arrange an organ or tissue donation from you or a transplant far you;
» If you are a member of the military, we may also release your personal health information for national security or intefligence activities;
and
« To workers’ compeansation agencies for workers' compensation benefif determination.

RIGHTS THAT YOU HAVE REGARDING YOUR PERSCNAL HEALTH INFORMATICN:

»  Access fo Your Personal Health Information: You have the right (o copy andfor inspect much of the personat heallh information that we retain on your behalf
All requests for access must be made in writing and signed by you or your legal representative. You may cblain a “Patisnt Access o Health lnformetion Form” from the front
office person. You are entifled to one free copy of your persenal health information. if you request additional copies you may be charged a nominal fee for copying and
postage.

»  Amendments to Your Personal Health information: You have the right to reguest in writing thal personal health information that we maintain about you be
amended or corrected. We are not obligated to make all requested amendments bul will give each requesl carefui consideration. All amendment requests, must be in writing,
signed by you or your legaf representative, and must stale the reason for the amendment/correction request. If an amendment or correction request is made, we may notify
olhers who work with us if we bedieve that such nolification is necessary. You may obtain an "Amendment Reguest Form” from the front office persan or individual respensible
for medical records,

e Accounting for Disclosures of Your Personal Health Information: You have the right o receive an accounling of certain disclosires mada by s of your
personat health information after April 14, 2003. Requests must be made in writing and signad by you or your legal representative, "Accounting Request Forms” are available
from Ihe front office person o ingividual respansible for medical recards. The first accounting in any 12-month periad is free; you will be charged a fae for subsequent
accounting you reguest within the same 12-month period. You will be notified of the fee at the ime of your request.

= Restrictions on Use and Disclosure of Your Personal Health Information: You have the saht to request restristions on uses and disclosures of your
personal health information for reatment, payment, or heafth care operalions, We are nol required to agree to your restriction request but will attempt to accommedate
reascnable requests when apprapriate. We relain the right to terminate an agree-to reslriction if we believe the termination is appropriate. in the event of 8 lermination by us,
we will oty you of such termination. You alsc have the right to lerminate, in writing or orally, any agreed-to restriction by sending such termination notic to the individusl
responsible for medical records,

« Compiaints: i you believe your privacy rights have been viclates, you can file a complainl in wiiting with the Clinic Director/Privacy Qfficer at Oklahoma Injury Care at PQ

Box 14740 Oklahoma City, OK 73113. You may also fie a complainl with the Secretary of the U.S. Depariment of Health and Human Services in Washington D.C. in wriling
within 180 days of a violation of your rights. There will be no retalizlion for filing a complaint.

FOR FURTHER iNFORMATION
If you have questions or need further assislance regarding this Nolice, you may cenlact the Clinic Director/Privacy Cfficer at Okiahoma Injury Care at 200 W, Britton Rd Oklahoma City,
OK73114,

AUTHORIZATIONS

1. Authorization to release medical information
| hereby authorize the release of medical and madication information: pertinent to my care o the Daclors, Nurse Practifioners, Physician Associates, Medical Assistants, and
Office Staff at Okiahoma Injury Care.

2. Privacy notice Acknowledgment
With my signature below, | ackrowledge that | have read and received a copy of Oklahama lnjury Care Natice of Privacy Praclices.

3. Informed Consent
I'have been informed thal | have the right to refuse zny form of treatment. § undersiand the nalure of treatment and have been informed of the risks and possible
tonsequences involved with this treatment.

4. Financial Responsibility
| understand that | am fully responsible to Oklahoma injury Care for li charges incur in this office, including daductible, co-pays, co-nsurance, and all charges not covered
by insurance, as defailed in the Oklahoma Injury Care Financia! Policy, avaitable upon request.

5. Consentfc Treat
| understard that by signing the authorfzation below § am allewing for fre Doclors, Nurse Praciilioners, Physician Associates, Medical Assistants, and Office Staff to treat me
and discuss the details of my treatment with me as well as with each olher.

I agree to the authorizations listed above and | certify that all the information contained in this bookiet is complete and true to the best of
my knowledge.

SIGNATURE OF PATIENT: ‘ DATE:




Oklahoma Injury Care
Alina Justiz, M.D.

Heather Hadrick, APRN-CNP

Carrie Galyon, P.T.

Traci Lambert, APRN

Gary Seymour, APRN

Ron D. Somerville, D.C,

Mailing: PO Box 14740 OKC, 0K 73113

N: 200 W, Britton Rd, OKC, OK 73114
Phone: 405-755-8000 Fax: 405-755-8001
S: 7825 5. Walker Ave,, OKC, OK 73139
Phone: 405-634-1700 Fax: 405-634-1708

Patient name; DCE:
Date of Accident: Time of Day AM/! P
Location of Accident: Clty: State: Zip:

What was your positicn in the vehicle? [Driver [Front Passenger [ORear Passenger [OPedestrian
Were the vehicle air bags deployed? Tlyes [ne

m What type of vehicle were you driving?

Make: Modsl, Year:
CAR TRUCK VAN SUV
Compact Small Size Iini Compact
Mid Size Full Size Fuli Size Mid Size
Full Size Semi Company Full Size
mWhat type of vehicle was the other venicle?
Make: Model: Year:
CAR TRUCK VAN SUV
Compact Smali Size Mini Compact
Mid Size Full Size Full Size Mid Size
Full Size Semi Company Full Size

Did you receive medical attention at the scene of the accident? Ulyes [lno
Did you go to the hospital? [lyes Cno

If yes, what hospitai?

Where you taken by: Oambulance

Clprivate transportation

Have you been treated for these Injuries by another doctor? Clyes [no

If yes, what doctor and phone number?
Have you been x-rayed since the accident? Llyes [ino  If yes where:

Were you admitted? Lyes [no

Since the accident has your pain: Oimproved  stayad the same  Dlworsened

SIGNATURE OF PATIENT:

DATE:




Oklahoma Injury Care
Alina Justiz, M.D.

Heather Hedrick, APRN-CNP

Carrie Galyon, P.T.

Traci Lambert, APRN

Gary Seymour, APRN

Maifing: PO Box 14740 OKC, OK 73113

N: 200 W. Britton Rd, OKC, OK 73114
Phone: 405-755-8000 Fax: 405-755-8001
$: 78255, Walker Ave,, OKC, OK 73139

‘Phone: 405-634-1700 Fax: 405-634-1708

Ron D, Somerville, D.C.

PAIN INDEX

Please list the major complaints you have today:

Using the symbols provided below, mark the areas on the illustrations where you are experiencing these sensation:

BURNING
STABBING
PINS/NEEDLES
ACHING
NUMBNESS
SHARP
A §
1 x{
On a scale of 1 to 10, how strong is the pain now? (1 being the least, 10 being the worst)
0 1 2 3 4 5 0 7 8 9

SIGNATURE OF PATIENT: DATE:

X
/
¢

10

+




Additional Accident Details

Patient name:

Date of Injury:

Please describe the accident in as much detall as possible:

What was your position in the vehicle? Was your vehicle

Oloriver Crront Passenger Cata complete stop [J1n Motion
[ 1Rear Passenger Clpedestrian

Type of collision?

[Jrear-end Cside swipe CIMulti car piie-up

[JHead on [Csice impact(T-Bone)} CIRollover

Were any parts of your body hit at the moment of impact? (head/shoulder/arm/knee/hand/foot)
E]Steering wheel [(Ipashboard DCeiIing

Cbrivers’ side door DPassengers’ side door [ Jwindshield

DSeat Headrest

Were you wearing a seat belt?

Cyes Lno

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

Cyes Clno

Was a city police officer / OHP on the scene?

Clyes Cho

Do you have a copy of the report?

Clyes Lo

YOUR vehicle THEIR vehicle



Oklahoma Injury Care

Alina Justiz, M.D. Mailing: PO Box 14740 OKC, OK 73113
HMeather Hedrick, APRN-CNP N: 200 W. Britton Rd, OKC, OK 73114
Carrie Galyon, P.T. Phone: 405-755-8000 Fax: 405-755-3001
Traci Lambert, APRN S 7825 5. Walker Ave., OKC, OK 73139
Gary Seymour, APRN Phone: 405-634-1700 Fax: 405-634-1708

Ron D, Somerville, D.C.

Authorization to Disclose Medical Records

f, _ avihorize Oklahema Injury Care, their physicians, nurses, and other
personnel ("Heaith Care Providers") to use or disclose my heaith informalion during the term of this Authorization to the recipient{s} that |
have identified below:

Name Address Phone Number

1.
{Attorney)

2

{insurance Company)

3.
(Friend/Family)

4.

{Friend Family)

5.

{Other)

Information to be disclosed: | authorize the release of the foflowing healih information: (check the applicable box below)

G Altof my health information that the provider has in his or her possession, including information relating to any medical
history, mental o physical condition and any freaiment received by me.

& Only the following records or types of heaith information:

Term: |understand that this Authorization wilf remain in effect:
0 From the dafe of this Authorization untitthe ____ day of
Q  Until the Provider fulfills this request.
O Untif the following avent occurs:

-

f, at any time, | revoke this Authorization | must notify my Health Care Provider by contacting Oklahoma Injury Care. My
revocation will not apply to information already retained, used, or disclosed in response to this Authorization.

SIGNATURE OF PATIENT: DATE:

If this release Is signed by a representative on behalf of the patient, complete the following:

Representative's Name:

Reiationship to Patient:




Oklahoma Injury Care

Alina Justiz, M.D, Mailing: PC Box 14740 OKC, OK 73113
Heather Hedrick, APRN-CNP N: 200 W. Britton Rd, OKC, OK 73114
Carrie Galyon, P.T. Phone: 405-755-8000 Fax: 405-755-8001
Traci Lambert, APRN 5: 7825 5. Walker Ave., OKC, QK 73139
Gary Seymour, APRN Phone: 405-634-1700 Fax: 405-634-1708

Ron D, Somerville, D.C.

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

Medications
DAnti-inﬂammatory: Help reduce nflammation, which often helps to refisve pain.
*  lbuprofen-{Advil, and Motrin 1B}, Naproxen, Ketorolac { Toradol], and Aspirin,

D!ntramuscular Injections: Help reduce inflammation, which often helps to relieve pain.
= Kelorolac (Toradol), Corticosieroids (Kenalog)

DAnafgesic: Relleves pain,
»  Acelaminophen (Tylenol)

l:[Muscle relaxant:_Reduces muscle tension and helps relieve muscle pain and discomfort.
*  Cyclobenzaprine (Flexeri), Methocarbamol (Robaxin), Tizanidine (Zanaflex)

DNarcotiC: Relieves pain, dulls the senses, and causes drowsiness. May become addictive,
Tramadol (Uliram), Hydrocodone, and Oxycodons

Self-care
DHeaﬁng pad/ lce pack: Soothes painful muscles or isints.
DPhysicaE exercise: Can help maintain physical function while recovering.

Therapy
LiManual Joint mobilization: Stretching a oint past its restricted rance of motion ‘o restore movement/reduce
pain.
DStretching: Stretching exercises can improve fexibility and Improve physical function.

DPhysicaE therapy: Restores muscle strenath and function through exercise.

LITENS: Applying a small electrical current to a part of the body to dull the sensation of pain.

Medical Referral

CIX-RAY: 1ests are commonly done te show up hones and certain other tissues,

LleT or CAT: Combination of X-rays and a computer to create pictures of your organs, bones. and cther fissues.

CIMRE: Test that uses powerful magnets, radio waves, and a computer to make detailed pictures inside vour hody.
LIEpidural steroid injection: Injection of cortisone and & numbing agent into the spine,

Specialists/Referral
DPrimary care provider (PCP): Prevents, dizanoses, and ireats diseases.

DOrthOpedic surgeon: Performs surgery for conditions affecting bonas and muscles.
DSpine surgeon: Performs surgery on the spine.

Clpain management: Eases suffering and improves quality of life for those In pain.




