
MOTOR VEHICLE COLLISION/PERSONAL INJURY QUESTIONNAIRE'

Please answer all questions completely:

1. Your name and address:

2. Phone Number:'

3. Please describe the collision in your own words:

4. Wheredid the collisionoccur?Cityrrown: State:

5. Dateof collision: Time: AM PM

6. Wereyou the: 0 driver 0 passenger 0 pedestrian

7. If passenger,were you in the 0 frontseat 0 right rear seat 0 left rear seat

8. Whattype of vehiclewereyou in?

9. Whattypewas the othervehicle?

10.Didyourvehiclestrikethe othervehicle?0 yes 0 no

11.Wasyourcar struckby the othervehicle?0 yes 0 no

12.Whatdirectionwas yourvehiclegoing?

13.Whatdirectionwas the othervehiclegoing?

14.Wasthe impactfrom: 0 the front 0 the rear 0 the left side 0 the right side

15.Whatwas the approximatespeedat the time of the impact?

Yourvehicle mph Othervehicle mph

16.Whatwas the weatherat the time of the coll~sion?0 dry 0 wet 0 icy

17.Wasyourvehiclein: 0 park 0 neutral 0 in gear Omoving Ostopped

18.Wereyourbrakesbeingapplied?0 yes 0 no

19.Wasyourvehicleshoved:0 forward 0 backward 0 sideways

20.Wereyou shoved:0 forward 0 whippedbackward

21.Did yourseat havea headrestraint(headrest?)0 yes 0 no

OBreakllvoug/l CoIchIng, LLC2000 UNAUTHORIZED DUPLICATIONIS ILLEGAL FORM 135 1



22.lf yes.whatwas the position0 low 0 midposition 0 high

23.Didyourhead rideover the headrest?0 yes Ono

24.Didyourhat/glassesend up in the backseator rearwindow?0 yes 0 no

25.Did anyotherpartof your bodyhit the interiorof the vehicle?0 yes 0 no

26.lf yes.pleasespecify:0 seatbeltrestraints 0 steeringwheel 0 dashboard

o windshield 0 sidedoor 0 sidewindow 0 other

27.Whichpartof your body?0 chest O.head 0 chin 0 face 0 R L knee
o R L shoulder '0 R L hand 0 other

28.Wereyou holdingon to the steeringwheel?0 yes 0 no

29.Didyou braceyourarmsagainstthe dash?0 yes 0 no

30.Did you braceyour legsagainstthe floorboard?0 yes 0 no

31.Wasyourankleturned?0 yes 0 no

32.Didthe vehiclego into a spinor roll as a resultof the impact?0 yes 0 no

33.lf yes,explain:

34.Howmuchdamagewas there to the outsideof the vehicle?0 none 0 some 0 a lot

35.Howmuchdamagewas thereto the insideof the vehicle?0 none 0 some 0 a lot

36.At the pointof impact,wheredid you experiencepain?Be specific:

37.Immediatelyafterthe accidentwereyou: 0 conscious 0 dazed 0 unconscious

38.If you lost consciousness,howlong?

39.Wereyou wearinga seat belt?0 yes 0 no

40.Didthe belt havea shoulderharness?0 yes 0 no

41.lf yes,did it contributeto the pain you are experiencing?0 yes 0 no

42.At the time of impactwereyou: 0 lookingstraightahead 0 lookingto the right

o lookingto the left 0 lookingdown Olookingup

43.Did the seat breakas a resultof the impact?0 yes 0 no

44.Wereyou bracedfor the impact?0 yes 0 no

45.Wereyou surprisedby the impact?0 yes 0 no

46.Didyou go to the hospital?0 yes 0 no

47.If yes,when?0 rightafter the accident 0 next day 0 other
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48.lf yes, how did you get there? 0 ambulance other:

49.lf by ambulance, did the ambulance attendants place you in a: 0 neck brace

o back brace 0 other

50.Any medication or medical supplies given?

51.Did you have x-rays taken at the hospital? 0 yes 0 no

If you went to the hospital, please answer the following:

Name of hospital

Name of doctor

Diagnosis

Treatment Received

52.Haveyou hadany similarproblemsbefore?0 yes 0 no

53.If yes,explain:

54.Are you diabetic?0 yes 0 no

55.Do you havehigh bloodpressure?0 yes 0 no

56.Do you havelow bloodpressure?0 yes 0 no

57.Do you havearthritisor degenerativejoint disease?0 yes . 0 no

58,What type of work do you do?

59.What are your job requirements?

60. Have you lost any days of work from this injury? 0 yes 0 no

61.lf yes, give dates:

Patient Signature

Witness

Print Name

. Date

Date
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PAIN LOCATION, INTENSiTY

PATIENT NAME

UESTIONNAIRE

DATE

KEY

WHAT IS YOUR CURRENT PRIMARY COMPLAINT:
SECONDARY COMPLAINT: .'
COMMENTS:

PLEASE USE THE ABOVE CODES TO EXPLAIN AND LOCATE THE AREAS THAT ARE BOTHERING YOU.

PLEASE RATE THE INTENSITY & FREOUENCY OF YOUR PAIN USING 0 - 10 PAIN SCALE(0= No PAIN, 10= MOST SEVERE
IMAGINABLE)

PRESENT PAIN LEVEL~ AVERAGEPAIN LEVEL~ PRESENT_% OF THE TIME;

WORST PAIN LEVEL--' PRESENT _010 OF THE TIME; LOWEST PAIN leVEL --' PRESENT _010 Of TIME.
WHAT WILL INCREASE YOUR PAIN?

WHAT GIVES YOU THE GREATEST RI!LJI!I'/CONTOL 01' PAIN?

WHAT ARE YOU UNABLE TO 00 BECAUSE OF YOUR PAIN?

---

. --.

USE LmERS BELOW TO INDICATE TYPE AND LOCATION Of DISCOMfORT
I

A = ACHE B = BURNING C = STABBING
I

N = NUMBING P = PINS & NeEDLES o = OTHER
I
I



~
" ~/"." ,..., -~.

I .. ~ 'I...L&! .l.. '.f.. e. "., It!"" ~,.

FRONT RANGE DIAGNOSTIC RADIOLOGY
2504E PikesPeakAve.,Ste.105 ColoradoSprings,CO 80909 (719) 471-3070

PATIENT INFORMATION

Lasl Name First Name Date of Birth '--
,\Jdress City Slale & Zip

relerlione Ii Male Felllale SS /I

\larilal Sialus: Married f Singlef Widowed f Divorced / Separated Relation to Insured: Self f Spouse I ChilJ .' Ollit'r

INSURANCE INFORMATION: Please cOlllo/eteill its elltirety.

Primary Insurance Secondary Insurance
Ilisurance Company:

Address:

City, State, Zip:
Telephone #

Claim #

PolicyII

InsuranceCompany:
Address:

City, State & Zip:
Telephone #

Claim II

Policy II

Insured's Name:
Address:

Date of Birth:

Telephone #

SS #

Type of Case: Group Health _ Auto _ Work Comp_ Patient_ Other _
.'\((urney's Information:
Name'
Address:

Employer'sInformation:
Name:
Address:

"

Telephone # Telephone ##

CLINICAL INFORMATION

Chief COll1plaint:

T rauJna: Date of Injury:

Surgery: Malignancy:

!{eferrillg Clinic f Doctor:

I UllderSI(ll/d that there will be a separate fee for radiology services. I authorize the release o[ allY n',edicol
III[o/'/l/(ltiol/ necessary to process this claim. I also authorize all c:lail1l.rto be sel/t directly to lilY il/Jurance (,OllljJ<JII\

(/IIJ / outhorize paymellttv he made directly to Frollt Rallge Diag1lostic Rt/div/ogy. la/so agree tv pClyfvr allY cu.
lidl' or deductible. alld ill the eVeI1l thaI I sllVuld receive payment for tlre.fl! services. I agree tv promptly remit
flU} mellt tv FrVllt Rall)!e-Dia)!IIvslic RaeJivlo"v. I alw accept persollal resfJollsibility for allY balallce due.

Dt/te:

()rflce Use Only
I !:ill' ')llblllillcd' Dale nilletl:



PATrENT OBSERVERPROTOCOLS

In order to promotea goodpatient-doctor relationshipand to foster an environmentin
whichthe patient and doctor feel comfortable,Dr. VincentLoparco,D.C.willutilize an
observer duringthe examinationand treatment of allpatients. Thisobserver shall be
present at all times whileDr. Loparcois performingan examinationof a patient and shallalso
be present at all times whenDr.Laparcais treating a patient. If physicaltherapy modalities
are to be utilizedandappliedbya chiropracticassistant, an observer need not be present.

Theobserver shallbe aware of the usualand customarycomponents'of the chiropractic
examinationsperformed by Dr.Loparcoandshallalso be aware of the usualand customary
chiropractictreatments utilizedby Dr.Loparco.Althoughit is not Dr. Loparco'spolicy.If
duringa patient's examinationit becomesnecessary to exposea portion of a patient's
breast tissue, genitalor glutealarea, Dr.Loparcoshall informthe patient of the reasonSfor
that portionof the examinationand the patient's understandingand consent shall be
confirmedby the observer. In addition,if treatment requires exposure of a portion of the
patient's breast area, genitalor glutealarea, Dr. Loparcoshalladvisethe patient of the
treatment that he proposesto utilizeand obtainthe patient's consent to proceed. The
observer shallconfirmthe patient's consent.

In the event the patient wishesto confer privatelywith Dr.Loparco,the observer shall
ascertain that the patient is appropriatelyclothed. The observer shall remainin the
Immediatearea so as to be availableto the patient, as needed.

NOTICE OF PATIENT O~OTOCOLS AND CONSENT

I. , acknowledge that I have been provided a

copy of Dr. Vincent Loparco's Patient Observer Protocols and consent to having the
observer present duringmyexaminationsand treatment.

PRINT PATrENT NAME PA TrENT SIGNA TURE

DATE

Witness: Date:

3/05
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DOCTOR'S LIEN

To AItorne)' Docwr:

Rocky Mountain Chiropr3cll~
1880Dublin Blvd. SlIi(~ E
Colorado Springs. CO S0909

RE: Authorizationfor Releaseof RecordsandDoctor'sLien,Assignment,andDireclion10my Anorn~'\

I hereby authorize Rocky..MountainChiropractic to furnish you, my Anomey, with a full repon and rt'cords
regardingmy casehistory,examination,diagnosis,treatmentandprognosiswith regards10 trt'altn~nI
related 10my acCidentwhich occurred on

I hereby give a lien and assignmentto Rocky Mountain Chiropractic on the proceedsor any wtl~m~lIl.
claim. judgementor verdictwhichresultsfrom saidaccidentandherebyauthorize.dir~ctandinstruct~Uli.

m~ Anorney.to paydirectlyto RockyMountainChiropracticsuchsumsasmaybedll~andOWlIIg (or
servlc~renderedme, and to withhold such sums from such senlement,claim, judgement or verdicI as m.1~
be necessar)'to protect Rocky Mountain Chiropractic any outstanding balanceowed at the time of
dlslrlbution of funds from any senlement,claim, judgement or verdicr.

I fully understandthat I amdirectedandfully responsibleto RockyMountainChiropraclicfor all bills
subminedby RockyMountainChiropracticfor servicesrenderedto me,andthatthisagreementISsolel~
for RockyMountainChiropractic'sadditionalprotectionandin considerationof saidDoctorsaW311111g.
payment.I funherunderstandthatsuchpaymentis notcontingentonanysenlemenl.C'laim.jlldg.~m~nl."'"
verdicl whichI mayeventuallyrecover.

I fully understandthattheLiengivento RockyMountainChiropractichereinis irrevocabk

TO MY ATTORNEY: I DIRECT THAT YOU BE BOUND BY THIS LIEN AND TREAT IT.
IRREYOCABL Y. AS AN ASSIGNMENTTO ROCKY MOUNTAIN CHIROPRACTIC OF ..\,\Y Sl'\!
THAT MA Y BE DUE TO ME, TO THE EXTENT AND ACCORDING TO THE TERM SL.:.\\SET
FORTHABOVE. BE ADVISEDTHAT ROCKYMOUNTAIN CHIROPRACTICIS RELYI'\li L.I'\J'
THIS LIEN, ASSIGNMENT.AND DIRECTIVETO YOU. AND AS A RESULTOF SUCHREL1.-\'-Cl.,
AT MY REQUEST,IS PROVIDINGCHIROPRACTICCAREAND TREATMENT FORWHICH THIS
LIEN, ASSIGNMENT.AND DIRECTIVETO YOU PROVIDESSECURITYFORPAYMENT.
.\10REOYER,ITISMY INTENTIONTHATROCKYMOUNTAINCHIROPRACTICBEVIEWED:\~
A 31WPARTYBENEFICIARYOFTHISDIRECTIONTOYOU,ANDI INTENDTHEREBYTO
IMPOSEUPONYOU AN OBLIGATION TO ROCKYMOUNTAIN CHIROPRACTICTO CO.\tPLY
WITH THETERMSOF THIS DIRECTIONTO YOU.

DATE PATIENT'SSIGNATURE

PRINTPATIENT'S NAMEWITNESS .
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ROCKY MOUNTAIN CHIROPRACTIC
NOTICE OF PRIVACY PRACTICES

'THIS NOTICE DESCRIBES HOW HEALTH INFORMATIONABOUT YOU MAY
BE USEDAND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PR1VACYOF YOUR HEALTH INFORMATIONIS IMPORTANT TO US.

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give
you this NOlice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the
pri\'~c> practices Ihal arc described in this Notice while it is in ellect. This Notice takes dfeci 14 April. 2003. and will remain in
elTecl until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permiued by
applicable law. We reserve the right to make changes in our privacy practices and the new terms of our Notice elTective for all health
information that we maintain. including health information we created or received before we made the changes. Before we make a
significant change in our privacy practices, we will change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this
Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health informalion about you for treatment, payment, and healthcare operations. For example:

Trratment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Ilealthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Hcalthcarc

operalions include quality assessment and improvement activities, reviewing the competence or qualification of health care

professionals. evalualing praclitioner and provider performance, conducting training programs, accreditation, certification. licensing or
credentialing activities.

Your Authorization: In addition to your health information for treatment, payment or healthcare operations, you may give us writlen
authorization to use your health information or to disclose it to anyone for any purpose. If you give us an authorization, you may'
revoke it in writing at any time. Your revocation will alTect any use or disclosures permiued by your authorization while it is in en'ect.
Unless you give us a wriuen authorization, we cannot use or disclose your health information for any reason excepllhose described in
this nOlice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Right section of this

NOlice. We may disclose your health information to a family member, friend or other person to the extent necessary to help with your
heallhcare or with payment for your healthcare, but only if you agree that we may do so.

P~rsons Involved In Care: We may use or disclose health information to notify, or assisl in the notification of (including identifying
or locating) a family member, your personal representative or another person responsible for your care, of your location, your general
condition,or death. Ifyouarepresent,thenpriorto useor disclosureof yourhealthinformation,we will provideyou with an
opportunityto object10suchusesor disclosures.Intheeventof your incapacityor emergencycircumstances,we will disclosehealth
informationbasedon a delerminalionusingourprofessionaljudgmenldisclosingonly healthinforn\alionthat is directlyreleval1lto
Ihe person's involvementinyourhealthcare.Wewill alsouseour professionaljudgmentandourexperiencewilhcommonpracticeto
make reasonable inferences of yourbestinterestin allowing a personto pick up medicalsupplies,x-rays,or olher similar formsof
health information. '.. ; '" "'.. ,':: ..

. . .,\ . ',...~." 't:..~

.\lar~eling lJeal1h.Helated Services: We will not use your health information for marketi'ng co"mmunications without your wrill~n
aulhorization.

, -.- . '.. !( : ,'!.r;~' ~..: ::.:. .c.
I{equir~d by La\\': Wemayuseor discloseyour heallhinformationwhenwe arerequiredto do soby law.
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Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a
possible victim of abuse. neglect. or domestic violence or the possible victim of other crimes. We may disclose your health
informalion to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.

"ational Security: We may disclose to military authorities the health information of Armed Forces personnel under certain
circumstances. We may disclose to authorized federal officials health information required for lawful intelligence.
counterintelligence. and other national security activities. We may disclose to correctional institution or law enforcement ollicials
having lawful custody of protected health information of inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as
voicemail mes~ages.postcards. or letters).

PATIENT RIGHTS
-\ccess: You have the righllo look al or gel copies of your health informalion, with limited exceptions. You may request thai we
provide copies in a formal other than photocopies. We will use the format you request unless we cannot practicable do so. (You must
make a request in writing to obtain access to your health information. You may obtain a form to request access by using the contact
information listed atlhe end of this Notice. We will charge you a reasonable cost.based fee for expenses such as copies and stafTlime.

You may also request access by sending us a letter to the address at the end of this Notice. If you request copies. we will charge you
S 1.00 for each printed page, and postage if you want the copies mailed to you. IfYQu request an alternative format. we will charge a
cosl-based fee for providing your health information in that format. If you prefer a summary or an explanation of your heahh
information for a fee. Contact us using the information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accoullting: You have the right to receive a list of instances in which we or our business associates disclosed your health
Informalion for purposes, olher than treatment, payment, healthcare operations and certain other activities. for the last 6 years. bulliOt
before April 14.2003. If you request this accounting more than once in a 12.month period, we may charge you a reasonable. cost-
based fee for responding to these additional requests.

Reslriclioll: You have the right to request that we place additional restrictions on our use or disclosure of your health informalion.
We are not required to agree to these additional restrictions, but if we do. we will abide by our agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health information by
alternative means or to alternative locations. (You must make your request in writing.) Your request must specify the ahernative
means or location. and provide satisfactory explanation how payments will be handled under the alternative means or location you
request

Amcndment: You have Ihe right to request that we amend your health information. (Your request must be in wriling. and it must
c.xplainwhy the information should be amended.) We may deny your request under certain circumstances.

QUESTIONSANDCOMPLAINTS
If you \\,ant more informal ion about our privacy practices or have questions or concerns. please contact us.

Ir you arc concerned that we may have violated your privacy rights. or you disagree with a decision we made about access to your
heallh informalion or in response \0 a request you made to amend or restrict the use or disclosure of your health information or to have
us communicate with you by alternative means or at alternative locations. you may complain to us using the contact information listed
althe end of the Notice. You also may submit a wrinen complaint to the US Department of Health and Human Services. We will
provide you with the address to tile your complaint with the US Department oflteallh and Human Services upon requesl.

We suppon your right 10 the privacy of your health information. We will not retaliate in any way if you choose to lile a complail1l

wilh us or with the US department of Health and Human Services.

ACKNOWLEDGEMENTOF RECEIf=>TOF

NOTICEOF-P~~PRACTICES...,~- ,.'
I, (prtnt) <''':'''i.."1r-r-,,. have received
a copy ofthlaolBce'8.NaIIc8ofPrtvacYPractices.

Contact Officer:

Dr. Vincent P Loparco DC
1880Dublin Blvd_Suite E

Colorado Springs, CO 80917
Phone: (719) 535-9900

Fax: (719) 535-9901

---.
Slgoahue Date


