SOUTH FLORIDA INJURY CENTERS
954 606-6325 Fax

-

GENERAL RELEASE & RELEASE OF MEDICAL
RECORDS

TO ALL CONCERNED REGARDING THIS MATTER: That I have requested the
release of the X-rays and medical records of:

________________________________________,
Print Patient's Name
Patient's DOB: ____________________
Patient's SS#_________________________
Dr. Brian S. Wilner
I hereby acknowledge receipt of their X-ray films and medical records. In consideration
of the foregoing, I hereby release and forever discharge the aforesaid Doctor of
Chiropractic from any and all responsibility or liability of any kind, nature, or character
whatsoever arising from said treatment.

_____________________________________

_________________
Date

PERSONAL INJURY CONFIDENTIAL PATIENT INFORMATION
South Florida Injury Centers, Inc

Date: _____________
PLEASE PRINT AND WRITE N/A IF ANYTHING DOES NOT APPLY.
PATIENT DATA
Name: ________________________________

Age: ____

Date of Birth: ___/___/___

Male

Female

Address: ______________________________________ City: __________________________ State: ___ Zip Code: ____________
Home #: (____) ________________

Cell #: (____) _______________ Email________________________________

Employer: ____________________________

Occupation: ________________________________

Work #: (____) _________________ Fax #: (____) ___________________ Social Security #: ______-_____-__________
Married

Single

oyer: _______________________________ Phone #: (____) _____________________
Name of nearest local relative or friend not living with you: ___________________________________________
Home #:(____)____________________ Work #: ___________________________

PRESENT COMPLAINT
Describe your problem: _______________________________________________________________________________________
_______________________________________________________________________________________
Other doctor(s) seen for this problem? Yes
_________________________________
Were you taken to the hospital?
Have you missed any work?

Yes

Yes

No

No

No (IF YES, PROVIDE NAME OF HOSPITAL): _________________________________
(IF YES, PROVIDE DATES MISSED FROM WORK): __________________________

MEDICAL HISTORY
POLIO
ANEMIA
ASTHMA

DIABETES
HEPATITIS
ARTHRITIS

RHEUMATISM
CONCUSSION
CONVULSIONS

MULTIPLE SCLEROSIS
DIGESTIVE DISORDER
HIGH BLOOD PRESSURE

CANCER
NEURITIS
BACKACHES

DIZZINESS
NERVOUSNESS
EPILEPSY
NUMBNESS
SINUS TROUBLE
HEART TROUBLE
OTHER: ______________________________________________________________

Have you had any surgeries? Yes No (IF YES, LIST TYPE OF SURGERY): ________________________________________
Do you drink alcohol? Yes No
Do you smoke cigarettes? Yes No
Treated by a physician for any condition in the last 12 months? Yes No (IF YES, DESCRIBE CONDITION):
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Date of last physical exam: ____/____/____

Date of last menstrual period: ____/____/____
Are you pregnant?

Yes

No

Name of Physician_____________________________Phone number________________________________________
Allergic to any medication?
Taking any medication?

Yes
Yes

No (IF YES, WHAT KIND): _________________________________________________
No

(IF YES, WHAT KIND): ___________________________________________________

ACCIDENTAL INJURY REPORT
AUTO ACCIDENT PLEASE COMPLETE FOLLOWING QUESTIONS:
Date of accident: ____/____/____
Did you report the accident to the insurance company?
What kinds of vehicles were involved?
Were you a:

Driver

Truck

Passenger

Car

Yes

No

Motorcycle

Pedestrian

IF YOU WERE A PASSENGER PLEASE INDICATE YOUR LOCATION IN THE VEHICLE:
____________________________
Was your vehicle moving when the accident occurred?

Yes

Did your vehicle hit other vehicles?

Yes

No

Where? ____________________________________________________

Did the other vehicle hit your vehicle?

Yes

No

Where? ____________________________________________________

Was the accident reported to the police department?
Were traffic citations issued?

Yes

No

Yes

No

MPH: ________

No

To whom? _______________________________________________________

Describe the accident including causes and surrounding/circumstances: ________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________

SOUTH FLORIDA INJURY CENTERS, INC.
CONSENT TO MEDICAL CARE

PLEASE READ THIS FORM CAREFULLY & COMPLETELY BEFORE SIGNING
I, ____________________________, understand that I have a condition that requires medical
treatment. I authorize the Doctor(s) of SOUTH FLORIDA INJURY CENTERS, INC. to
determine what kinds of diagnostic procedures (tests) must be dome in order to learn more about
my condition. These may include x-rays, pathological testing, diagnostic testing, or other testing.
I understand that if my doctor advises a more complex test, or one, which has special risks, that it
will be explained to me. Further, I authorize the personnel of SOUTH FLORIDA INJURY
CENTERS, INC. to assist in giving, or to give, the tests, which my doctor will order.
I also authorize my doctor to determine what kind of treatment is to be given, and perform such
procedures as he/she may deem necessary, in his/her professional judgment, to preserve my
health.
Additionally, I authorize the personnel of SOUTH FLORIDA INJURY CENTERS, INC. to assist
in the giving, or to give, the therapy, which my doctor may order. I fully understand that medical
tests or treatments may involve certain unavoidable risks, if part of my treatment is very complex
or carries special risks, it will be explained to me.
I understand that it is not practical to list every aspect of medical care, nor every procedure or
treatment, which I might receive. However, I acknowledge that my doctor is available to answer
any questions I might have.
FOR FEMALES OF CHILD BEARING AGE: I certify that to my knowledge I am not, or
could be, pregnant and failure to disclose this condition could result in harm to my unborn child if
exposed to radiation through x-ray. Therefore, I consent to any diagnostic x-rays that my doctor
would need to diagnose my condition and enable him/her to render treatment.
I certify that I have read this form and have had it explained to me. I further certify that I fully
understand its contents.

________________________________

___________________

Signature

Date

________________________________
Witness

FOR PATIENTS UNABLE TO SIGN OR MINORS

_____________________________________

_________________

_________

Legal Representative

Relationship

Date

INFORMED CONSENT DOCUMENT

PATIENT NAME:

To the patient: Please read this entire document prior to signing it. It is important that you understand the
information contained in this document. Please ask questions before you sign if there is anything that is unclear.
The nature of the chiropractic adjustment.
The primary treatment I use as a Doctor of Chiropractic is spinal manipulative therapy. I will use that
procedure to treat you. I may use my hands or a mechanical instrument upon your body in such a way as to move
your joints. That may cause an audible "pop" or "click" much as you have experienced when you "crack" your
knuckles. You may feel a sense of movement.
Analysis/ Examination/ Treatment
As a part of the analysis, examination, and treatment, you are consenting to the following
procedures:(please initial each)
Spinal Manipulative therapy
Range of motion testing
Muscle strength testing
Ultrasound
Radiographic studies
Other(please explain)

Palpation
Orthopedic testing
Postural Analysis
Hot/Cold therapy
Vital signs
Basic neurological testing

EMS

The material risks inherent in chiropractic adjustment.
As with healthcare procedure, there are certain complications which may arise during chiropractic manipulation
and therapy. These complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain,
cervical myelopathy, costovertebral strains and separations, and burns. Some types of manipulation of the neck have
been associated with injuries to the arteries in the neck leading to or contributing to serious complications including
stroke. Some patients will feel some stiffness and soreness following the first few days of treatment. I will make
every reasonable effort during the examination to screen for contraindications to care; however, if you have a
condition that would otherwise not come to my attention, it is your responsibility to inform me.
The probability of those risks occurring.
Fractures are rare occurrences and generally result from some underlying weakness of the bone which I check
for during the taking of your history and during examination and X-ray. Stroke has been the subject of tremendous
disagreement. The incidences of stroke are exceedingly rare and are estimated to occur between one in one million
and one in five million cervical adjustments. The other complications are also generally described as rare.

INFORMED CONSENT DOCUMENT
The availability and nature of other treatment options.
Other treatment options for your condition may include:
Self-administered, over the counter analgesics and rest
Medical care and prescription drugs such as anti- inflammatory, muscle relaxants and pain killers
Hospitalization
Surgery
If you chose to use one of the above noted "other treatment" options, you should be aware that there are risks
and benefits of such options and you may wish to discuss these with your primary medical physician.
The risks and dangers attendant to re maining untreated.
Remaining untreated may allow the formation of adhesions and reduce mobility which may set up
a pain reaction further reducing mobility. Over time this process may complicate treatment making it more
difficult and less effective the longer it is postponed.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE.
PLEASE CHECK THE APPROPRIATE BLOACK AND SIGN BELOW
I have read ( ) or have had read to me ( ) the explanation of the chiropractic adjustment and related
treatment. I have had discussed it with Dr. Wilner and have had my questions answered to my
satisfaction. By signing below I state I have weighed the risks involved in undergoing treatment and have
decided that it is in my best interest to undergo the treatment recommended. Having informe d of the
risks, I hereby give my consent to that treatment.

Date:

Patient's Printed Name

Patient's Signature

Date:

Doctor's Name

Doctor's Signature

SOUTH FLORIDA INJURY CENTERS, Inc.

AUTHORIZATION TO PAY DOCTOR
I hereby authorize _______________________________(insurance company) to pay by
check made out and mailed to:
South Florida Injury Centers, Inc.
291 E. Commercial Blvd.
Oakland Park, FL 33334

The expense benefits allowable and otherwise payable to me under my current insurance
policy, as payment toward the total charges for professional services rendered. This
payment shall not exceed my indebtedness to above mentioned assignee and I have
agreed to pay, in current manner, any balance of said professional service charged over
and above this insurance payment.

_________________________
Date
________________________________
Pat
________________________________

SOUTH FLORIDA INJURY CENTERS, INC.

HARDSHIP AGREEMENT
Date: _____________
To Whom It May Concern:
By my signature below I am requesting that my doctor reduce normal and
customary fees charged so as to allow me to receive chiropractic care. My financial
circumstances are such that if I were to pay the customary fees charged I would be forced
(due to economic reasons) to not receive care.
I recognize that any agreement made to assist me is purely confidential and that
my fee arrangement would be different than that which is standard in the office.
If my insurance company policy demands full payment of the deductible or copayments, I agree that it is my responsibility to notify my insurance carrier that due to
economic hardship I am only making partial payment.

____________________________________
__________________________________
Witness

SOUTH FLORIDA INJURY CENTERS, Inc.

AUTHORIZATION OF SIGNATURE

I, ______________________________________hereby authorize Dr. Brian S. Wilner to
affix my signature for endorsement of checks made payable to me and Dr. Brian S.
Wilner for Chiropractic payment.

____________________
Date
_________________________________
P
_________________________________
P

NOTICE OF INFORMATION PRACTICES
Protecting the privacy of your personal health information is important to us. This
notice describes how information about you may be used and disclosed and how
you can get access to this information. Please review it carefully.
Disclosure of your protected health information without authorization is strictly
limited to defined situations that include emergency care, quality assurance
activities, and public health, research, and law enforcement activities. Any other
disclosures for the purposes of treatment, payment, or practice operations will be
made only after obtaining your consent. You may request restrictions on
disclosures.
Disclosures of protected health information are limited to the minimum necessary
for the purpose of the disclosure. This provision does not apply to the transfer of
medical records for treatment.
You may inspect and receive copies of your records within 30 days a request to
do so. There may be a reasonable cost-based fee for photocopying, postage and
preparation.
You may request changes to you records. Our practice has the right to accept or
deny your request.
We maintain a history of protected health information disclosures that is
accessible to you.
In the future, we may contact you for appointment reminders, announcements,
and to inform you about our practice and its staff.
Our practice is required to abide by this notice. We have the right to change this
notice in the future. Any revisions will be prominently displayed in a clearly visible
location in our office.
You may file a complaint about privacy violations by contacting Office Manager.

Name___________________________________ Phone__________________

The effective date of this Notice of Information Practices is April 14, 2004.
Thank you.

Pain Diagram
Please mark the area of injury or discomfort on the chart below, using the appropriate
symbols:
Numbness

Pins & Needles

Burning

Aching

----------------

ooooo
ooooo
ooooo

^^^^^
^^^^^
^^^^^

xxxx
xxxx
xxxx

Stabbing
⊗⊗⊗⊗
⊗⊗⊗⊗
⊗⊗⊗⊗

Please use the space below to describe your condition further if needed:
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
Date: _________________ Signature: ___________________________________________

