
 



 



 





Medical Problems, (example: high blood pressure, diabetes, etc.) 

Date of diagnosis: Problem: 

Are you: f l married I I single I J with significant other (check) 

Do you, or have you ever smoked, or chewed tobacco? (describe amount) 

Do you use alcohol, and if so how often and how much? 

Describe your occupation: 

Describe your children's names, age, and health: 

Age of mother (or at time of death) and any health problems: 

Age of father (or at time of death) and any health problems: 

Any medical illness that runs in your family (cancer, diabetes, etc.)? 

Current weight: _____ _ Any gain or loss in the last year?! I Yes I I No 

Dental problems? I 1 Yes I I No If yes, explain. ____________ _ 

Female patients: Date of last menstrual period _____________ _ 

Number of Pregnancies: ______ Any problems with delivery? [ } Yes [ } No 

Were you born from a C-section or vaginal birth? _____________ _ 

Describe previous car accidents and injuries: (include dates) 

Have you ever had: f 1 "the wind knocked out of you" 

If so, please describe: 

I 1 blackout or concussion? 
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Circle the words that describe your pain: 

Aching Sharp Penetrating Throbbing 

Tender Nagging Shooting Burning 

Numb Stabbing Exhausting Miserable 

Gnawing Tiring Unbearable Intermittent 

Continuous 

What m11kcs your pain better? _____________________ _ 

Whal m11kcs your pain worse? _____________________ _ 

I lave you noticed any of the following symptoms? CIRCLE A1 Y THAT APPLY 

Headache 
Jaw pain 
Blurred or double vision 
Low back pain 
I irritability 
Pins/needles in firms 
Shoulder pain 
Dizziness 
Depression 
Buzzing in eilrs 
Loss or s111el I 
Feet or hands cold or hot 
Numbness/fingers or toes 
Fear of driving or sitting in a car 
/\ny other symrtoms? 

Select the type of pain you have, hold down the Ctrl key to select more that one item

Other Symptoms





FINANCIAL POLICIES 

PLEASE READ CAREFULLY 

Patient Responsibility: 

I understand and agree that health and accident insurance policies are an arrangement between the insurance carrier and myself.  

Furthermore, I understand that Therese M. Scott, D.O. and staff will prepare any necessary reports and forms to assist in making 

collections from the insurance company, and that any amount authorized to be paid directly to Therese M. Scott, D.O., will be credited 

to my account on receipt.  By signing below I authorize my insurance company to pay and hereby assign directly to Therese M. Scott, 

D.O. all owed benefits.  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 for such services.

It is further understood and agreed that any and all costs incurred by Therese M. Scott, D.O., in collecting on a past due account, 

including collection costs and attorney fees, both at trial and on appeal, shall be payable by myself (the patient, or patient's guardian, 

or parent).  Interest will be charged on balances over 60 days, 18% per annum. 

Insurance Information: 

Medicare:  Therese M. Scott, D.O., does not bill Medicare for any services performed.  Dr. Scott has opted out of Medicare and 

cannot except any form of Medicare, including Advantage plans.  If, while under Dr. Scott's care, I become eligible for Medicare, I 

will immediately inform the front desk regarding this. 

Workers Compensation:  In order to file a Workers' Compensation claim, the name of your insurance carrier, the date of injury, and 

claim number, if available, is needed.  I will notify the front desk if the visit is due to an injury covered by Workers’ Compensation. 

Private Insurance:  For the convenience of our patients, we will bill private insurance with assignment of payment to Therese M. 

Scott, D.O. If you have a co-payment plan, your co-payment is due at the time of service.  Other balances on the account will be billed 

to you when we receive payment from the insurance company.  We do not bill secondary insurance companies. 

Motor Vehicle Insurance:  In order to bill for a motor vehicle accident, the name of your insurance company, date of accident, and 

claim number is needed.  The office will bill your vehicle insurance directly.  If your insurance company does not pay for the services 

rendered it is your responsibility to pay for the services and receive reimbursement from your motor vehicle insurance. 

Same Day Payments:  A reduction in fees is available to patients paying at the time of the visit.  If other arrangements are made for 

payment, cash reduction does not apply.  The office does accept Cash, Check, and Credit/Debit cards. 

Cancellation Policy:  The office of Therese M. Scott, D.O. requires 48 hours notice if you must cancel your appointment.  Otherwise, 

you will be charged a fee of $75.00 for an established patient and $100.00 for a new patient for a non-cancelled visit, which must be 

paid in advance of a future appointment.  Insurance companies do NOT reimburse such charges.  Please note that I have allotted a 45 

to 60 minute slot that is dedicated entirely to you, and I appreciate your consideration of my schedule. 

I have read and understand the above information. 

____________________________________________________________________ ____________________________ 

Name   (printed)  Driver’s License Number and State 

____________________________________________________________________ ____________________________ 

Patient signature (or guardian if patient is a minor under age 15, and relationship) Date 






	undefined: 
	Name: 
	Date: 
	Address: 
	Birth date: 
	Age: 
	undefined_2: 
	Home: 
	Zip: 
	Work: 
	Employer name: 
	Cell: 
	Address 1: 
	Address 2: 
	Referred by: 
	Your MVA ins Co: 
	Telephone: 
	Address 1_2: 
	Address 2_2: 
	Claim: 
	Policy: 
	Policy is in whos name: 
	Relationship to patient: 
	Policy holders Soc Sec: 
	Policy holders birth date: 
	Date of Accident: 
	when: 
	Ins Co: 
	Telephone_2: 
	Address 1_3: 
	Address 2_3: 
	Claim number: 
	Policy_2: 
	Name of attorney: 
	Address_2: 
	Telephone_3: 
	Insurance co: 
	Phone: 
	Address 1_4: 
	Address 2_4: 
	Group: 
	ID or Policy: 
	Policy in whos name: 
	Relationship to pt: 
	Policy holders Soc Sec_2: 
	Policy holders birth date_2: 
	Primary Doctors name: 
	Phone_2: 
	Address 1_5: 
	Address 2_5: 
	Relationship to pt_2: 
	Phone_3: 
	Person responsible for account: 
	Employers phone: 
	Address 1_6: 
	Address 2_6: 
	1: 
	2: 
	Date_2: 
	Name_2: 
	Date_3: 
	Have you had xrays CT scans MRI scans: 
	Have you had eye surgery If yes Date: 
	Date of diagnosis Problem: 
	1_2: 
	2_2: 
	1_3: 
	2_3: 
	3: 
	Name_3: 
	Date_4: 
	Date incl time of the accident: 
	1_4: 
	2_4: 
	3_2: 
	relationship to you: 
	I I Type: 
	l I Make: 
	l I Year: 
	I I Type_2: 
	I I Make: 
	I low fast was the other vehicles moving: 
	I I Year: 
	If o who was it issued to: 
	Who was at fault: 
	What were the road conditions: 
	Hanel: 
	Left foot: 
	Right foot: 
	Eyes: 
	I lead: 
	If so which hospital: 
	What tests were done at the hospital: 
	What mikes your pain better: 
	Wlrnt makes your pain worse: 
	Date_5: 
	Parent or legal guardian: 
	Name_4: 
	printed: 
	Drivers License Number and State: 
	Date_6: 
	Patient Name Print: 
	Date_7: 
	Patient ame: 
	Address_3: 
	Date of Birth: 
	Phone_4: 
	andor treatment I agree to its release  YE NO Initials: 
	following date: 
	I hereby request: 
	Phone or Fax: 
	undefined_3: 
	Phone or Fax_2: 
	undefined_4: 
	Phone or Fax_3: 
	Date_8: 
	Date from: 
	to: 
	Date_9: 
	Emergency Report: 
	Date_10: 
	Check Box23: Off
	Check Box24: Off
	Current issues: 
	Xray and CT scans: 
	Condition: 
	Limits: 
	Allergies to Medications: 
	Current Meds: 
	Current Herbals: 
	Surgeries and Procedures: 
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Hospitalizations: 
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Tabacco: 
	Alcohol: 
	Occupation: 
	Children: 
	Mother: 
	Father: 
	Current Weight: 
	Illness: 
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Dental Problems: 
	Date of Last Period: 
	Number of Pregnancies: 
	How were you born: 
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Car Accidents or injuries: 
	Check Box60: Off
	Check Box61: Off
	Text62: 
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Speed: 
	Yes No: [ ]
	Who: 
	Body part: 
	Perscriptions: 
	Houshole chores: 
	Symptons at time of impact: 
	Current symptons: 
	Medical Care: 
	Pain: [ ]
	Initals: 
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Symptoms 1: [Stomach upset]
	Click on those that apply, hold the Ctrl key to select multiple items: Click on those that apply, hold the Ctrl key  to select multiple items
	Other symptoms: 


