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Comprehensive Personal Injury Health Profile  
 
At BoDo Chiropractic, we are committed to helping you reach and exceed your health and life goals. We know that a 
true state of well-being, one in which you feel alive, vibrant and fulfilled in all the major areas of your life, is possible 
when you are well adjusted! 
 
Date: ________________________   
 
Name: ________________________________________________________ DOB: ____ / ____ / ____ Sex: Male / Female 
             First               Last 
Address: ______________________________________  City: __________________  State: _______ Zip: ____________ 
 
Primary Phone: ___________________________________ Cell Phone: ________________________________________ 
 
Place of Employment: ___________________________________ Occupation: __________________________________ 
 
Email: ________________________________________ SSN (Required): ______________________________________ 
 
Marital Status:   S   M   D   W   Spouse’s Name: ____________________________________  Do you have children?  Y / N  
 
Have you seen another health care provider for your symptoms? If yes, please explain: ___________________________ 
 
__________________________________________________________________________________________________ 
 
Are you currently taking any medications?  Y / N  If yes, please explain: _______________________________________ 
 
How did you hear about our office? ____________________________________________________________________ 
 
What type of results would motivate you to tell others about the care you receive and encourage others to begin care?  
 
__________________________________________________________________________________________________ 
 
 
Insurance Information 

Insurance Company:       Name of Policy Holder:      

Policy Number:       Name of Policy Agent:       

Responsibly Party’s Name:             

Address:        City:     State:    Zip:    

Adjuster’s Name:         Adjuster’s Phone:       

Other Payment Arrangement Details:           
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Attorney of Record 

Attorney Name:         Date Retained:      

Email Address:        Phone:        

Address:        City:     State:    Zip:    

Were there any witnesses?             

If yes, please name:             

 

Nature of Accident  

Date of Accident:      Time of Accident:                     Were you wearing a seatbelt?   Y / N 

Please identify your position in the vehicle (driver, passenger, front seat, back seat):      

Please identify the direction the vehicle was heading (north, east, south, west):       

If possible, please provide specific address or location of incident:         

Please identify where you were struck from (behind, front, left side, right side):       

Number of people in the vehicle at the time of the accident:         

Approximate speed of your vehicle:            Approximate speed of your vehicle:      

Were you rendered unconscious at any point of the accident?         

If yes, please provide additional details:           

In your own words, please describe the accident:          

              

              
 
Please describe the following:  
 
How you felt during the accident:            
 
How you felt immediately after the accident:           
 
How you felt later in the day following the accident:          
 
How you felt the next day following the accident:          
 

Did you have any additional complaints before the accident? Please describe in detail.       
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Pain Scale 
 

 
Please circle the number below that best describes your current level of pain: 

 
0  1  2  3  4  5  6  7  8  9 10 

 
NO PAIN      LITTLE PAIN      MEDIUM PAIN      SEVERE PAIN 

 
 
How long have you been experiencing this pain?    _____ Years   _____ Months   _____ Weeks   _____ Days    _____ Hours 
 
Place an "X" on the illustration below on all areas that are causing you pain. Additionally, please indicate the type of pain 
with the corresponding letter below.  
 
 

A = Ache                B = Burning       S = Stabbing            N = Numbness               P = Pins and Needles     
 
 

 

 
 
 
Please provide any additional comments you may have below: _____________________________________________ 
 
__________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
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Notice of Doctor’s Lien 
 

I do hereby authorize DR. JENNIFER DORN AND DR. KYLE BLEVINS to furnish you, my Attorney, with a full report of his 
examination, diagnosis, treatment, prognosis, etc., of myself in regard to the accident in which I was recently involved.  
 
I hereby authorize and direct you, my Attorney, to pay directly to said doctor such sums as may be due and owing him 
for the medical services rendered to me by reason of this accident and by reason of any other bills that are due to his 
office and to withhold such sums from any settlement, judgement or verdict as may be necessary to adequately protect 
and fully compensate said doctor. And I hereby further give a Lien on my case to said doctor against any and all proceeds 
of my settlement, judgement 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.  
I fully understand that I am directly and fully responsible to said doctor for all medical bills submitted by him for services 
rendered to me and that this agreement is made solely for said doctor’s additional protection and in consideration of his 
awaiting payment. I further understand that such payment is not contingent on any settlement, judgement or verdict by 
which I may eventually recover said fee. 
 
I agree to promptly notify said doctor of any change or addition of Attorney(s) used by me in connection with this 
accident, and I instruct my Attorney to do the same and to promptly deliver a copy of this lien to any such substituted 
Attorney(s). 
 
Please acknowledge this letter by signing below and returning it to our office promptly following your receipt. My 
signature indicates that I have been advised that if my Attorney does not wish to cooperate in protecting the doctor’s 
interest, the doctor will not away payment and may declare the entire balance due and payable.   
 
__________________________________________________________________________________________________ 
Patient Name    Patient Signature    Date  
 

 
 
The undersigned being the Attorney of Record for the above patient does hereby agree to observe all the terms listed 
above and agrees to withhold such sums from any settlement, judgement, or verdict, as may be necessary to adequately 
protect and fully compensate said doctor named herein. The Attorney of Record further agrees that in the event this lien 
is litigated, the prevailing party will be awarded Attorney’s fees and costs. 
 
__________________________________________________________________________________________________ 
Attorney Name    Attorney Signature   Date  
 

 

Assignment and Instruction for Direct Payment to Doctor 
 

I,        , instruct and direct the following agency, 
      , to pay by check mailed directly to our facility, BoDo 
Chiropractic, located at 405 S 8th St. Suite 290, Boise, Idaho 83702.  
 
The professional or medical expense benefits allowable and otherwise payable to me under my current insurance policy 
as payment towards the total charges for professional services rendered. I understand that this is a direct assignment of 
my rights under this policy. This payment will not exceed my balance to the above-mentioned assignee, and I have 
agreed to pay, in a current manner, any amount of said professional service charges over and above any insurance 
payment paid by the insurance company and received by the doctor.  
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A photocopy of this Assignment shall be considered as effective and valid as the original. Additionally, I authorize the 
release of any information pertinent to my care to any insurance company, adjuster or Attorney invoiced in this case. I 
understand that out of network providers do not receive checks sent directly to their office; therefore, I will endorse any 
checks made payable to myself as the policyholder and mail them directly to the doctor for services rendered. 
 
__________________________________________________________________________________________________ 
Patient Name    Patient Signature    Date  
 
 

 
Cancellation/No-Show Policy 

 
We understand that there are times when you must miss an appointment due to emergencies or obligations for work or 
family. However, when you do not call to cancel an appointment, you may be preventing another patient from getting 
much needed treatment. Conversely, the situation may arise where another patient fails to cancel and we are unable to 
schedule you for a visit, due to a seemingly full appointment book. 
 
Keeping this in mind, we require at least 24 hours’ notice to cancel any appointment, and a credit card number is 
required to make your reservation. Once an appointment is booked – unless we hear otherwise – we will expect (and 
are excited for) you to be here. No-show and same day cancellations will be charged 50% of the service booked to the 
card number with which they were held for all new patient appointments. No-show and same day cancellations will 
be charged $25.00 to the card number with which they were held for regular, follow-up appointments.  
 
__________________________________________________________________________________________________ 
Patient Name    Patient Signature    Date  
 

 
 

Informed Consent and Acknowledgement of Privacy Practices 
 
I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures (or on 
the person named below for whom I am legally responsible) by any doctors of chiropractic working for, or associated 
with, BoDo Chiropractic. I have had the opportunity to discuss with the doctor and/or other personnel the nature and 
purpose of chiropractic adjustments. I understand there are some risks assumed in receiving care and treatment, 
including but not limited to; sprains, fractures, disc injury, stroke and dislocations.  I wish to rely on the doctor’s 
professional judgment during the course of any procedure, acting in my best interest.  
 
Chiropractic care involves the science, philosophy and art of locating and adjusting spinal interference patterns, 
misalignments. Treatment is aimed toward improving spinal, neurological and muscular functions. There has been no 
guarantee of cure for any specific symptom, disease or condition from treatment in this clinic. I understand that the 
chiropractor will use their hands or a mechanical device on my body to adjust joints and release muscles, which may 
cause an audible “click” or “pop” during the procedure.  
 
I understand that as part of my healthcare, this practice creates and maintains health records describing my health 
history, symptoms, examinations, test results, diagnoses, and understand that this information serves as a basis for 
planning my future care and treatment. This information is a means of communication among other health professionals 
who may contribute to my care; a source for applying my diagnosis and treatment information to my bill; a means by 
which a third-party payer can verify that services billed were actually provided.  
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We are required by law to maintain the privacy of, and provide individuals with this notice of our legal duties and 
privacy practices with respect to protected health information under the HIPAA Privacy Rule:  
 

● BoDo Chiropractic reserves the right to change the privacy practices as described in this notice, in accordance 
with applicable law.  

● I understand the following communications will be used by BoDo Chiropractic: a) telephone and voicemail, or a 
message with the individual answering the phone; b) a letter, or other written information mailed to me at the 
address provided by me; c) email to the address provided by me; I acknowledge the email accounts used by 
BoDo Chiropractic are Google Gmail accounts, which are not HIPAA compliant. 

● BoDo Chiropractic may use and/or disclose my PHI in order for BoDo Chiropractic to treat me and obtain 
payment for that treatment, and as necessary for BoDo Chiropractic to conduct its specific health care 
operations.  

● I understand that I have a right to request that BoDo Chiropractic restricts how my PHI is used and/or disclosed 
to carry out treatment, payment, and/or health care operations. However, BoDo Chiropractic is  
not required to agree to any restrictions that I have requested. If BoDo Chiropractic agrees to requested 
restrictions, then the restriction is binding on BoDo Chiropractic.  

● I understand the BoDo Chiropractic offers adjustments in an open room style, with other patients in the same 
room. Occasionally comments about your symptoms, improvements or lack there of may be discussed at your 
office visits.  

● I understand that this Consent is valid for seven years. I further understand that I have the right to revoke this 
consent, in writing, at any time for future transactions, with the understanding that any such revocation shall 
not apply to the extent that BoDo Chiropractic has already taken action in the reliance on this consent.  

● I understand that if I do not consent to the uses of disclosures described to me above and contained in this 
privacy notice, BoDo Chiropractic will not treat me. I further understand that if I revoke consent at any time, 
BoDo Chiropractic may refuse treatment.  
 

Our office provides care in an “open-style” adjusting environment. Adjustments are administered in an open area and 
as a result, patients are in sight of and earshot of each other, patients and staff. This environment is used for on-going 
care. Taking patient history, examinations and presenting report of findings are done in a private and confidential 
setting. If you prefer a private session, other arrangements can be made upon your request.  Your signature indicates 
authorization for this activity. 
 
I have read and fully understand this form and had an opportunity to ask questions about its content.  By signing below, I 
agree to the above-named procedures and practices.  I intend this consent form to cover the entire course of treatment.  
 
__________________________________________________________________________________________________ 
Patient Name    Patient Signature    Date  
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