James M. Kolodziej, D.C. 1/2
9371-3 Cypress Lake Drive
Fort Myers, FL 33903

IF YOURS IS AN ACCIDENT OR ON THE JOB INJURY, PLEASE ANSWER THE FOLLOWING QUESTIONS.
NAME DOB

DATE OF ACCIDENT OR INJURY TIME OF ACCIDENT OR INJURY
TYPE OF ACCIDENT OR INJURY __ AUTO COLLISION ___ ON THE JOB INJURY ____ OTHER
WHERE DID THE ACCIDENT OCCUR?

DESCRIBE HOW ACCIDENT OR INJURY HAPPENED

IF YOURS IS AN AUTO ACCIDENT, PLEASE ANSWER THESE QUESTIONS.

What was your position inthe car? _ Driver __ Passenger
If Passenger, were you sittingin __ Front _ Right Rear __ Left Rear
Did your vehicle strike other vehicle? Was your car struck by other vehicle?
Was the impact from the front from the right side from the left side from the rear
At the time of impact, were you looking straight ahead looking right looking left
Were both hands on the steering wheel? Was your foot on the brake? Were you braced for impact?
Where in the car were you after the impact?
Were you wearing a seat belt? Did you strike anything in the vehicle at time of impact?
If yes, specify: _ Steering wheel _ Dash board __ Windshield ___ Side Door ___ Arm Rests ____ Side Window

Please state part of body:
Immediately after the accident, how did you feel?

Were you unconscious? In a daze? Did you go to the hospital?

If you went to the hospital, when? At time of accident Next day

How did you get to the hospital? Ambulance Private Transportation

Did the ambulance attendants place you in: Neck collar Splints Brace

Name of hospital

Attended by DR. Were you X- rayed at the hospital?

If so, what was the diagnosis?

Were you admitted to the hospital? How long did you stay?

What treatment was rendered?

What recommendations were made? __ See own Doctor? ___ See orthopedic Doctor? __ Physical therapy

Have you seen any other doctor as a result of this accident?
Doctor’s name

IF YOURS WAS AN ON THE JOB INJURY, PLEASE ANSWER THESE QUESTIONS.
Did you report this injury to your employer?
Was care recommended at our office?

Have you lost any time from work? Dates: From thru
Limited work dates: From thru
Date returned to work:
Did your require hospitalization? Date admitted Discharged

Name of hospital
Describe, in detail, your symptoms immediately following the accident/injury (VERY IMPORTANT)

Did you have any of the symptoms before? If yes, which ones?

Describe any new symptoms since the accident/injury

Have you had previous injury to the presently injured area? If yes, how did it happen?

SIGNATURE DATE

[ See additional doctor notes on page 2.
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Patient name: pt# Date:
PDQ form

James M. Kolodziej, D.C.

Instructions: These questions ask for your views about how your pain now affects how you function in everyday activities.
Please answer every question and mark the ONE number on EACH scale that best describes how you feel.

1. Does your pain interfere with your normal work inside and outside the home?
Work normally 0-—1-—2--3--4-—5-—6-—7—-8—9—10 Need help with all my personal care

2. Does your pain interfere with personal care (such as washing, dressing, etc.)?
Take care of myself completely 0-—1—2—3—~4-—5—6—7—8—9—10 Need help with all my personal care

3. Does your pain interfere with travelling?
Travel anywhere I like 0—1—2-—-3-—4-—-5—6-—7—8—9-—-10 Only travel to see doctors

4. Does your pain affect your ability to sit or stand?
No problems 0-—1-—2—3—--4-—5—6—7—8—9-—10 Can’t sit or stand at all

5. Does your pain affect your ability to lift overhead, grasp objects or reach for things?
No problems 0—-1-—2-—3—4-—5—6—7-—8---9-—--10 Can’t do at all

6. Does your pain affect your ability to lift objects off the floor, bend, stoop or squat?
No problems 0—1-—2-—3—4—5—6—7—8—9—10 Can’t do at all

7. Does your pain affect your ability to walk or run?
No problems 0-—1-—2—3—4-—5—6—7—8-—9—10 Can’t run or walk at all

8. Has your income declined since your pain began?
No decline 0—1-—2—3—4-—5—6-—7—8-—9-—10 Lost all income

9. Do you have to take pain medication every day to control your pain?
No medication needed 0—1-—2—3—4—5-—6—7-—8—9—10 On pain medication throughout the day

10. Does your pain force you to see doctors more often than before your pain began?
Never see doctors 0—1—2—3—4—5-—6-—7—8-—9—10 See doctors weekly

11. Does your pain interfere with your ability to see the people who are important to you as much as you would like?
No problems 0-—1-—2-—3—4-—5—6—7—8-—-9-—10 Never see them

12. Does your pain interfere with recreational activities and hobbies that are important to you?
No interference 0—1-—2-—3—4-—5-—6—7—8—9--—10 Total interference

13. Do you need help of your family and friends to complete every day tasks (including both work outside the home and
housework) because of your pain? Never need help 0—1—2-—3—4-—5—6—7-—-8-—9—10 Need help all the time

14. Do you feel more depressed, tense or anxious than before your pain began?
No depression/tension 0—1-—2---3-—4—5-—6—7-—8—9-—10 Severe depression/tension

15. Are there emotional problems caused by your pain that interfere with your family, social and/or work activities?
No problems 0—1-—2—3~-4-—5—-6-—7-—-8-—9—10 Severe problems

Signed Date

9371 Cypress Lake Drive, Suite 3
Fort Myers, FL 33919
Phone (239) 433-9189 ¢ Fax (239) 433-4672
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James M. Kolodziej D.C.
9371-3 Cypress Lake Dr.
Ft. Myers, F1 33919

Date

NOTICE OF INITIATION OF TREATMENT

Patient:
Insured:
Date of Loss:
Claim #:
Policy #:

To Whom It May Concern:

Please be advised that I have been consulted by and have begun rendering medical
treatment to the above referenced patient, with the patient’s first date of treatment
occurring on .

Also enclosed please find a direction to pay by which the patient has directed you to send
the check for payment for services rendered to the undersigned. The patient has also
granted us a lien on the benefits.

In accordapce with 627.736(5)(b), I will be timely submitting the bills.

Respectfully,

James M. Kolodziej, D.C.



James M. Kolodziej D.C.
9371-3 Cypress Lake Dr.
Ft. Myers, F1 33919

Date

Patient

Employer
Claim Group
SS# / ID#

I hereby instruct and direct Insurance Company to pay by check
made out and mailed to:

James M. Kolodziej, D.C.
9371-3 Cypress Lake Dr
Fort Myers, FL. 33919

OR
If my current policy prohibits direct payment to doctor, I hereby also instruct and direct you to
make out the check and mail it as follows:

For the professional or medical expense benefits allowable and otherwise payable to me under my
current insurance policy as payment toward the total charges for the professional services
rendered. THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER
THIS POLICY. This payment will not exceed my indebtedness to the above-mentioned assignee,
and I have agreed to pay, in a current manner, any balance of said professional service charges
over and above this insurance payment.

A photocopy of this Assignment shall be considered as effective and valid as the original.

I also authorize the release of any information pertinent to my case to any insurance company,
adjuster, or attorney involved in the case.

I authorize the doctor to initiate a complaint to the Insurance Commissioner for any reason on my
behalf.

Printed Name: Date

Signature of Policy Holder Witness

Signature of Claimant, if other than Policy holder.



James M. Kolodziej, D.C.

Doctor’s Lien

TO: Attorney(s):

Patient’s Name:

I hereby authorize the above doctor to furnish you, my attorney(s), with a full report of the case history,
examination, diagnosis, treatment, prognosis of myself in regard to the accident in which I was involved.

I hereby authorize and direct you, my attorney(s), to pay directly to said doctor such sums as may be due
and owing him/her for professional services rendered to me both by reason of the aforesaid accident and by
reason of any other bills that are due and owing to his/her office and to withhold such sums from any
settlement, judgment or verdict as may be necessary to adequately protect said doctor. 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(s), or myself as the result of the injuries for which I have been treated or
injuries in connection therewith.

I full understand that I am directly and fully responsible to said doctor for all professional bills submitted
by him/her for services rendered me and that this agreement is made solely for said doctor’s additional
protection and in consideration of pending payment. And I further understand that such payment is not
contingent on any settlement, judgment or verdict by which I may eventually recover said fee.

Patient’s Signature Date

Patient’s Address

City State Zip

Telephone

ATTORNEY(S): Please sign, date, and return this document to the doctor’s office named above.
The undersigned being attorney(s) of record for the above patient does hereby agree to observe all of the
term and conditions of the above lien and agree(s) to withhold such sums from any settlement, judgment or
verdict as may be necessary to adequately protect the said doctor named above.

Attorney(s) Signature: Date

NOTICE: Please sign, date and return to doctor’s office at once.
Keep a copy for your records.

9371 Cypress Lake Drive, Suite 3
Fort Myers, FL 33919
Phone (239) 433-9189 e Fax (239) 433-4672
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James M. Kolodziej D.C.
9371-3 Cypress Lake Dr.
Ft. Myers, F133919

Standard Disclosure and Acknowledgement Form
Personal Injury Protection — Initial Treatment or Service Provided

The Undersigned insured person (or guardian of such person) affirms:

1. The services set forth below were actually rendered. This means that those services have already been
provided.

2. Ihave the right and the duty to confirm that the services have already been provided.

3. I'was not solicited by any person to seck any services from the medical provider of the services
described above. This means that no person has initiated contact with me and/or persuaded me to use
the doctor or licensed professional, clinic, or medical institution that provided the services.

4. The medical provider has explained the services to me for which payment is being claimed.

5. If I notify the insurer in writing of a billing error, I may be entitled to a portion of any reduction in the
amounts paid by my motor vehicle insurer. If entitled, my share would be at least 20% of the amount of
the reduction, up to $500.

The undersigned licensed medical professional affirms the statement numbered 1 above and also:

A. Thave not solicited or caused the insured person, who was involved in a motor vehicle accident, to be
solicited to make a claim for Personal Injury Protection benefits.

B. 1have explained the services rendered to the insured person, or his or her guardian, sifficiently for that
person to sign this form with informed consent.

C. The accompanying statement or bill is properly completed in all material provisions and all relevant
information has been provided therein. This means that each request for information has been
responded to truthfully, accurately, and in a substantially complete manner.

D. The coding of procedures on the accompanying statement or bill is prosper. This means that no service
has been up coded, unbundled, or constitutes an invalid or not medically necessary diagnostic test
as defined by Section 627.732 (15) and (16), Florida Statutes or Section 627.736(5)b)6, Florida
Statutes.

Insured Person (patient receiving treatment) or Guardian of Insured Person:

Name (print or type) Signature Date

Licensed Medical Professional Rendering Treatment (Signature by his or her own hand):

Name (print or type) Signature Date
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