Gonstead Chiropractic Clinic, P.C.
1301 Shiloh Rd Suite 1310 Kennesaw, GA 30144

Auto Accident Insurance Information
In an attempt to secure timely payment for the services rendered in this office, please fill out ALL of the following
information as completely and accurately as possible. We will be happy to file all claims for you.
Patient Name_________________________________
Date of Accident________________

Date__________________

Date first seen in this office__________________

ATTORNEY INFORMATION
Attorney Name: _____________________________Phone_______________________
Address________________________________________________________________
Contact Name______________________________

MEDICAL PAYMENTS INFORMATION
1. Personal Policy
Insurance Company Name_________________________________Phone___________________________
Adjuster Name ______________________________Claim # _____________________________
2. Second Party Policy
Insurance Company Name_________________________________Phone___________________________
Adjuster Name ______________________________Claim #______________________________

PERSONAL HEALTH INSURANCE
Company Name ____________________________________Phone #: ______________________
Insured’s Name ____________________________________Insured’s ID#: __________________
Group# ____________ SS#__________________ Insured’s D.O.B: _____ __________________
Relationship to Insured: Self

Spouse Dependent

Assignment & Release
I, the undersigned, certify that I (or my dependent) have insurance coverage with ______________________ and
assign directly to Dr. Joshua Kolonick all insurance benefits, if any, otherwise payable to me for services rendered.
I understand that I am financially responsible for all charges whether or not paid by insurance or my
settlement. I hereby authorize the doctor to release all information necessary to secure the payment of benefits. I
authorize the use of this signature on all insurance submissions.

______________________________________ ____________________
RESPONSIBLE PARTY SIGNATURE

RELATIONSHIP

_________________
DATE

Gonstead Chiropractic Clinic, P.C.
AUTO ACCIDENT INFORMATION
Patient’s Name: ___________________________________________ Today’s Date: _____/_____/_____
DOB_____________________

Claim Number:

_______________________________

AUTO RELATED ACCIDENT
Date & Time of Accident_____________________________________  am  pm
Were you the: _____ Driver _____ Front Passenger _____ Rear Passenger
Were you wearing a seatbelt?

___yes ___no

Did airbags inflate?

__yes __no

Did your head strike the headrest, windshield, or window?

__yes __no

Did any part of your body strike any part of the vehicle?

__yes __no

Please explain_____________________________________________________________________

________________________________________________________________________________
What was the position of your body and head at impact? __________________________________________
Did you anticipate the impact? ______________________________________________________________
How did you feel the day of the accident? _____________________________________________________
Which area of the vehicle was impacted? ______________________________________________________
What was the approximate speed of the vehicles involved? ________________________________________
What were the road conditions? ____________________________Weather conditions: _________________
Damage to your vehicle: __________________________________________________________________
Other driver’s vehicle: ____________________________________________________________________

AFTER INJURY
Did the accident render you unconscious?
__yes __no
Please explain ___________________________________________________________
Have you received any other care for this injury?
__yes __no
When & Where __________________________________________________________
Were x-rays taken? __yes __no If so, what parts of body? ____________________________________
Meds prescribed? __yes __no Please list: ___________________________________________________
Please explain symptoms you are experiencing as a result of this accident: ___________________________
_______________________________________________________________________________________
Are you able to work?
__yes __no
Have you retained an attorney? __yes __no
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MEDICAL PROVIDER’S CONTRACT
This is an agreement between the undersigned _____________________________________, hereafter
called “patient”, and GONSTEAD CHIROPRACTIC CLINIC, P.C., hereafter called “provider”, for full and
complete payment of the provider’s medical services and expenses by the patient from the proceeds for
any insurance settlement, judgment at trial, or recovery from any other means or sources.
In consideration the provider hereby agrees to provide, following the reasonable request and appropriate
authorization, reports of care to the patient’s attorney without charge to the patient’s attorney.
In further consideration the provider agrees upon reasonable request and appropriate authorization to
meet with patient’s attorney to discuss the treatment of the patient. Such meeting shall be of reasonable
duration in consideration of patient’s condition and shall be without charge to patient or attorney.
Patient agrees to pay provider regardless of the outcome of any case, claim or litigation in which the
provider’s reports, notes care and treatment plan are used.
Following the outcome of the claim, case or litigation, if collection becomes necessary, patient will then
become liable for interest at the highest current legal rate and provider’s attorney fees and expenses for
successful collection of fees for services.
A copy of this contract is to be sent to the patient’s attorney with a request the attorney follow these
directions in making payment from any recovery to the undersigned provider.
This agreement shall follow the patient and binds all attorneys or firms handling the patient’s case.
Patient directs his attorney to withhold payment of the provider’s total bill for services/ expenses for any
settlement to recovery from whatever source and to make payment immediately to the provider.
This is an obligation coupled with an interest. It is NOT an agreement for payment based upon the
outcome of any claim or litigation.
If any clause or provision of this agreement becomes illegal, invalid, or unenforceable for any reason it is the
intent of the parties that the remaining part of this agreement not thereby be affected.
This agreement does not waive any right of the provider or preclude the provider from any reasonable actions to
collect.
Read, understood, agreed and signed by these parties on this date ____/____/____.

____________________________________
Provider

____________________________
Patient

__________________________________
Attorney
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DOCTOR’S LIEN AND ASSIGNMENT
Claim #
Date of Loss:
Patient:
Insurance Co.
Ins. Co. Address:

Insured Name and Address:

I_____________, hereby authorize and direct my attorney, _____________, to pay Joshua Kolonick, D. C.
from the proceed of my settlement or recovery as a result of the injuries sustained by me on ___________ , the
unpaid balance of any charges for professional services rendered by said physician and his associates on my
behalf, arising as a direct result of said accident, said professional services to include those of treatment
heretofore or hereafter rendered to the time of the settlement or recovery, as well as those for medical reports,
consultations, and court appearances on my behalf. Payment of the amount as herein directed shall be the
same as if paid by me. This authorization to pay my physician shall constitute and be deemed an assignment
of so much of my recovery from my case as shall cover the aforesaid charges. I understand that this assignment
in no way relieves me of my personal responsibility and obligation to pay my physician for all such charges for
the services rendered.
Under no circumstances is this assignment revocable nor can it be changed unless proof of payment in full of
the doctor bill is shown. And I hereby further give a lien on my case to said doctor against any and all
proceeds of any settlement, judgment or verdict, which may be paid to you, my attorney, or myself as the result
of the injuries for which I have been treated or injuries in connection therewith.
In the event of any dispute as to the charge for services rendered as a result of said accident, I hereby authorize
and direct my attorney to withhold the full sum claimed by my physician until such time as the matter is
settled. I understand that my attorney shall have the right to deposit said funds into the Registry of court in an
appropriate proceeding if resolution of this dispute cannot be accomplished within a reasonable period of time.
Furthermore the parties agree that should any dispute arise, Georgia Law shall govern the terms of this
agreement and the prevailing party shall have the right to recover attorney’s fees, court costs, and interests.
I further authorize said physician to furnish said attorney with any reports he may request in reference to my
injuries, including the right to examine and copy x-rays and reports concerning my injuries and medical care.
Your full cooperation with my attorney will be appreciated. You are requested to disclose no information to
any other firm, insurance adjuster or other person with written authorization from me, unless required to do so
by law.
I accept the above lien and assignment.
Date: ________________

Signed: _____________________________________
Witness: _____________________________________

The undersigned being attorney of record for the above patient does hereby agree to observe all the terms of
the above and agrees to withhold such sums from any settlement, judgement or verdict, as may be necessary to
adequately protect said doctor above named.
Date: ________________

Signed: _____________________________________
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