
CHIROPRACTIC• ORTHOPEDICS

CLINICAL NUTRITION • PAIN MANAGEMENT

- 
- 
- 

- -

- 

Office use only:

ROF Date: ____________________  Visit type: ______________________________

Acct ID _______________   Case ID _____________Scanned Date _________________ Completed Date ________________ Int. ______ _______









Consent for Treatment
I, the undersigned, herby authorize the Doctors of Health Plus Wellness and whomever they may designate as their assistant(s) to 
perform diagnostic tests, including but not limited to radiographs, and to administer treatment as is necessary

I, also, certify that no guarantee or assurance has been made to the results that may be obtained.

I understand and agree that accident insurance policies are an arrangement between an insurance carrier and me.  Furthermore, I
understand that this office will prepare any necessary reports and forms to assist me in making collection from the insurance company and 
that my amount authorized to be paid directly to this office will be credited to my account upon receipt. I permit this office to endorse 
remittances for the conveyance of credit to my account. However, I clearly understand and agree that all services rendered to me are 
charged directly to me and that I am personally responsible for payment.
Patient’s Signature Date / /

Witness



Authorization to Release Medical Information

I authorize the release of any medical information necessary to process my insurance claim(s) and also certify that 
all insurance information given to this clinic is correct and complete.

Patient’s Signature Date / /
Witness

Request for Payment of Benefits to Provider of Care

I hereby authorize the Insurance Company/Insurance
Administrator to pay by check, and for it to be mailed directly to Health Plus Wellness the expense benefits 
allowable and otherwise payable to me under my current policy, as payment toward the total charges for 
professional services rendered. I have agreed to pay, in a current manner, any balance of said applicable charges. 
I agree that this office be given power of attorney to endorse/sign my name on any and all drafts for payment of 
my bill.

Patient’s Signature Date / /
Witness

Attorney Representation and Protection of Balance

I, the undersigned patient am directing my Attorney, , to pay any outstanding bills
out of my settlement and, in effect, protecting any such balance. I hereby make and declare the instructions herein 
contained to be irrevocable. I fully understand that I am directly responsible for all medical bills and this 
agreement is made solely for the doctor’s additional protection and consideration of his awaiting payment.  I 
further understand that such payment is not contingent on any settlement, judgment or verdict by which I may 
eventually recover said fee. I have been advised that if my attorney does not wish to cooperate in protecting the 
doctor’s interest, the doctor will not await payment but, will require me to make payment on a current status.

Patient’s Signature Date / /
Witness

Consent for Treatment of Minor

I hereby authorize the Doctors of Health Plus Wellness and whomever they 
may designate as their assistant(s), to perform diagnostic tests, including but 
not limited to radiographs, and to administer treatment as they deem 
necessary to my (indicate relationship of child),

(Child’s name)

Guardian’s Signature Date / /
Witness



ASSIGNMENT OF BENEFITS AND DOCTOR'S LIEN

I, , hereby authorize Health Plus Wellness Centers
to release to you a full report of findings, diagnosis, treatment and prognosis for me regarding injuries 
sustained in the accident in which I was involved on .

I direct you as my attorney to pay directly to Health Plus Wellness Centers all moneys owed to the 
doctor in consequence of this accident, as well as any other sums outstanding with the doctor. I 
authorize that these funds be withheld from any settlement made in this case.

I further give a lien on my case to Health Plus Wellness Centers against any and all proceeds of the 
settlement, judgment or verdict which may be paid to me or to you as my attorney as a result of the 
injuries sustained in the accident and treated by Health Plus Wellness Centers.

This lien does not supplant my own responsibility of outstanding medical bills, but is given as protection 
for the doctor and in consideration for this willingness to await delayed payment. I understand that 
payment of all outstanding fees to Health Plus Wellness Centers are payable upon demand and all are 
not contingent on the receipt of an award through settlement, judgment or verdict.

As a further inducement to accept a lien for my medical treatment, I hereby authorize and direct my 
attorney to communicate any offers of settlement to my doctor, and to discuss my case openly and fully 
with him/her. This authorization and direction is made in consideration for the acceptance of this lien. I 
understand that the doctor will send a copy of this authorization to my attorney, and direct my attorney to 
honor this obligation to communicate with my doctor. I also authorize my attorney to send my doctor, 
upon settlement, a copy of the settlement statement.

Patient Date

As the attorney of record for the above-named patient, I hereby agree to observe the terms of this 
agreement, and to withhold from any award in this case such sums as are required for the adequate 
protection of Health Plus Wellness Centers.

Attorney Date



ASSIGNMENT OF BENEFITS AND DOCTOR'S LIEN

I, , hereby authorize Health Plus Wellness Centers
to release to you a full report of findings, diagnosis, treatment and prognosis for me regarding injuries 
sustained in the accident in which I was involved on .

I direct you as my attorney to pay directly to Health Plus Wellness Centers all moneys owed to the 
doctor in consequence of this accident, as well as any other sums outstanding with the doctor. I 
authorize that these funds be withheld from any settlement made in this case.

I further give a lien on my case to Health Plus Wellness Centers against any and all proceeds of the 
settlement, judgment or verdict which may be paid to me or to you as my attorney as a result of the 
injuries sustained in the accident and treated by Health Plus Wellness Centers.

This lien does not supplant my own responsibility of outstanding medical bills, but is given as protection 
for the doctor and in consideration for this willingness to await delayed payment. I understand that 
payment of all outstanding fees to Health Plus Wellness Centers are payable upon demand and all are 
not contingent on the receipt of an award through settlement, judgment or verdict.

As a further inducement to accept a lien for my medical treatment, I hereby authorize and direct my 
attorney to communicate any offers of settlement to my doctor, and to discuss my case openly and fully 
with him/her. This authorization and direction is made in consideration for the acceptance of this lien. I 
understand that the doctor will send a copy of this authorization to my attorney, and direct my attorney to 
honor this obligation to communicate with my doctor. I also authorize my attorney to send my doctor, 
upon settlement, a copy of the settlement statement.

Patient Date

As the attorney of record for the above-named patient, I hereby agree to observe the terms of this 
agreement, and to withhold from any award in this case such sums as are required for the adequate 
protection of Health Plus Wellness Centers.

Attorney Date



ASSIGNMENT OF BENEFITS AND DOCTOR'S LIEN

I,  , hereby authorize Health Plus Wellness Centers
to release to you a full report of findings, diagnosis, treatment and prognosis for me regarding injuries 
sustained in the accident in which I was involved on   . 

I direct you as my attorney to pay directly to Health Plus Wellness Centers all moneys owed to the 
doctor in consequence of this accident, as well as any other sums outstanding with the doctor. I
authorize that these funds be withheld from any settlement made in this case. 

I further give a lien on my case to Health Plus Wellness Centers against any and all proceeds of the 
settlement, judgment or verdict which may be paid to me or to you as my attorney as a result of the 
injuries sustained in the accident and treated by Health Plus Wellness Centers.

This lien does not supplant my own responsibility of outstanding medical bills, but is given as protection 
for the doctor and in consideration for this willingness to await delayed payment. I understand that 
payment of all outstanding fees to Health Plus Wellness Centers are payable upon demand and all are 
not contingent on the receipt of an award through settlement, judgment or verdict.

As a further inducement to accept a lien for my medical treatment, I hereby authorize and direct my 
attorney to communicate any offers of settlement to my doctor, and to discuss my case openly and fully 
with him/her. This authorization and direction is made in consideration for the acceptance of this lien. I 
understand that the doctor will send a copy of this authorization to my attorney, and direct my attorney to 
honor this obligation to communicate with my doctor. I also authorize my attorney to send my doctor, 
upon settlement, a copy of the settlement statement.

Patient Date

As the attorney of record for the above-named patient, I hereby agree to observe the terms of this 
agreement, and to withhold from any award in this case such sums as are required for the adequate 
protection of Health Plus Wellness Centers.

Attorney Date



Concussion Questionnaire 

Date of Injury: ____________________ 

Please use the following scale to rate your 
symptoms as listed below: 

0 = Never Experienced 
1 = Mild     
2 = Moderate    
3 = Severe 
R = Resolved 

Dizziness 0 1 2 3 R 

Headaches 0 1 2 3 R 

Hearing changes 0 1 2 3 R 

Vision Changes 0 1 2 3 R 

Balance Changes 0 1 2 3 R 

Nausea and/or Vomiting 0 1 2 3 R 

Light Sensitivity, bothered by bright light 0 1 2 3 R 

Noise Sensitivity, bothered by loud noise 0 1 2 3 R 

Sleep Disturbance 0 1 2 3 R 

Fatigue, Tiring More Easily 0 1 2 3 R 

Being Irritable, Easily Angered 0 1 2 3 R 

Feeling Depressed or Tearful 0 1 2 3 R 

Feeling Anxious or Tense 0 1 2 3 R 

Poor Memory 0 1 2 3 R 

Poor Concentration 0 1 2 3 R 

Feeling Mentally Foggy 0 1 2 3 R 

HeatherHPWC
An€overall€score€between€16€and€35€may€be€indicative€of€post-concussion€syndrome,€and€greater€than€35€may€also€be€predictive€of€moderate€to€severe€limitations€in€brain€function.


