
Patient Name: ___________________________________Patient No.:_______________________________________ 
 

 

ACCIDENT FACTS: Is there a POLICE REPORT:  ______Yes     ______No 
 

Who was cited for this accident:  _____me       _____driver of my vehicle    _____other driver    _____ no one     _____unknown 
Did you have warning of this accident? _____yes       _____no 
You were the _____driver     _____passenger     _____other (explain) ________________________________________________ 

 

If passenger, name of driver of vehicle: ________________________________________________________________________ 
Name of owner of vehicle: ___________ ________________________________________________________________________ 

 

Direction of travel of your vehicle: _____north     _____south     _____east     _____west 
On which street: ___________________________________________________________________________________________ 
Your vehicle was     _____going straight     _____turning R or L     _____stopped     _____other (explain) ___________________ 

 

Direction of travel of other vehicle: _____north     _____south     _____east     _____west 
On which street: ___________________________________________________________________________________________ 

 

Type of collision: _____head-on collision  _____broadsided on driver’s side  _____broadsided on passenger’s side 
 _____I was rear-ended  _____Other (explain) _______________________________________________ 

 

Direction of your head during the collision:  _____ straight     _____ turned right     _____turned left 
Was your seatbelt worn? _____yes       _____no 
Did your head or chest hit anything: _____no     _____ yes, if yes, what? ______________________________________________ 
Were you rendered unconscious?  _____no     _____ yes, if yes, how long? ____________________________________________ 
My car was: _____ towed     _____driven     from scene. 
Approximate damage to my car $ __________________ Approximate damage to other car $ __________________ 

_____ light  _____ moderate _____ severe _____ light  _____ moderate  _____ severe 
Were you transported to a hospital? _____yes       _____no 

If yes, which one? ______________________________________________________________________________________ 
If yes, how?  _____ambulance       _____private car 
What was done at the hospital: _____exam       _____lab work      ___x-rays     _____ admitted for _____ days 
Treatment:____________________________________________________________________________________________ 
_____________________________________________________________________________________________________ 

 

Were other doctors seen: _____yes     _____ no 
If yes, who & when? ____________________________________________________________________________________ 

 

Treatment after the accident: _____rest     _____heat     _____ice     _____non-prescription pain relief (aspirin, etc) 
Doctor’s prescription: _____muscle relaxants     _____pain killers 
Other doctor recommendations: ___________________________________________________________________________ 
Result of treatment: _____ relief       _____ no relief      _____ uncertain about relief 

 

List symptoms felt immediately after the accident (ex. headaches, sharp pain): _________________________________________ 
 ________________________________________________________________________________________________________ 
 

Condition since the accident: _____worsening     _____no change     _____some improvement     _____considerable improvement 
Number of days missed from work due to the accident:_____ Dates: _________________________________________________ 
 

List all present medications:__________________________________________________________________________________ 
Are you allergic to any medication?  _____yes     _____ no 

If yes, name medications: ________________________________________________________________________________ 
 

Name of family Doctor? ____________________________________________________________________________________ 
 

Do you have an attorney?  _____yes     _____ no 
 
If yes, name: ____________________________________ phone #:____________________________________________ 

 

 

TRUTHFULNESS OF ANSWERS:  The above answers are correct to the best of my knowledge. 

 

Date:_________________________________ Patient signature (or guardian):__________________________________________ 
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Michael Stone, D.C., DABCI 
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520.749.8391 Fax 
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AUTO INSURANCE INFORMATION 

Patient Name: _________________________________________ Today’s Date: _____________________________ 

 Date of Accident: __________________________ 

A. Name of Insurance Co of YOUR car: _______________________________________________________________ 

Address: _________________________________________________________________________________________ 

City: ________________________________________ State: ____________  Zip_______________________________ 

Adjustor: ____________________________________ Phone:_____________________________________________ 

Fax#: _______________________________________  Ext.:________________________________________________ 

Name of the Insured: _______________________________________________________________________________  

1. Does your coverage include MedPay?   Yes  No   Unsure 

2. Does your coverage include Uninsured Motorist?   Yes  No   Unsure 

3. Have you reported this accident to YOUR Insurance Co?   Yes  No   Unsure 
 

Your Claim #:___________________________________ Your Policy #___________________________________ 
 

B. Have you retained an ATTORNEY? Yes  No   

If yes; Name: _________________________________   Firm: _______________________________________________ 

Address: _________________________________________________________________________________________ 

City: ________________________________________ State: ____________  Zip_______________________________ 

Phone: ______________________________________ Fax#: _______________________________________________ 

C. The Other Car—Name of Insurance Co: ____________________________________________________________ 

Name of the Insured: __________________________ Name of Adjustor: ____________________________________ 

Phone: ______________________________________ Fax#: _______________________________________________ 

CLAIM #: _____________________________________ Policy #: ____________________________________________ 

Address: _________________________________________________________________________________________ 

City: ________________________________________ State: ____________  Zip_______________________________ 

D. Authorization & Assignments of Benefits: 

The above answers are correct to the best of my knowledge. I authorize Tanque Verde Chiropractic Clinic, P.C. to release 

to the appropriate parties information needed for processing of claims or to collect due balances on my account(s).  

I also request that all bills be paid upon receipt of each, directly to the provider: Dr. Michael Stone, DABCI. 

Patient Signature (or Guardian):_______________________________________ Date: __________________________ 
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Tanque Verde Chiropractic Clinic, P.C. 

Dr. Michael Stone 

Board Certified Chiropractic Internist 
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Personal Injury Financial Policy 

 

1. ATTORNEY: Please advise us if you have an attorney. 

 

2. CASH PATIENT: Regardless of whether or not you have an attorney, if you do not have 

Med Pay (your Auto Insurance) or a Third Party Liability (person who hit you) you will be 

considered a CASH patient and will be expected to pay for services at the time they are 

rendered. 

 

3. PAYMENT: If the Insurance Company or the Attorney pays you for our services you are 

expected and required to reimburse the Tanque Verde Chiropractic Clinic, P. C. for 

services rendered. Please honor the services rendered to you by Dr. Michael Stone. 

 

 

 

 

I have read and agree to the above terms. 

 

 

Patient Signature    Date        

 

 

 

Witness      Date      

  
 

 



Protocol for Preservation of Patient Records 

 
Pursuant to ARS 32-3210 and the requirements of the State of Arizona for the preservation of patient records, this 
document is intended to inform all patients of Dr. Michael Stone of their rights and obligations. 
 
Patients or their representatives may request copies of their records, in writing.  Dr. Stone agrees to comply with 
Arizona law for the production of these records and will timely respond to any reasonable requests. 
 
Dr. Stone will maintain your records for a period of seven (7) years following your last date of service.  After 7 
years from the last date of service, Dr. Stone reserves the right to destroy your records.  Should Dr. Stone exercise 
that right, Dr. Stone will first attempt to contact you and inform you of your right to obtain a copy of these 
records.  Dr Stone will attempt to contact you by regular mail, at your last known address, and will give you thirty 
days (30) days to request that your records not be destroyed.  If you do not respond to this notice, you will be 
waiving your rights to have your records preserved. 
 
Should Dr. Stone retire, cease to practice, or sell his practice to another health care professional, Dr. Stone will 
notify all eligible patients, by regular mail, concerning the location of their records and how they may request 
copies of those records.  The required notice will be sent to each eligible patient’s last known address. 
 
By signing I acknowledge receipt of this document. 
 
 
_______________________________________________________________________________________ 
Patient signature.                  Date 

 
 
 
 

 
 

Acknowledgement and agreement: 

Patient’s Protocol for Records Preservation 

 

   
I, ____________________________________, patient of Dr. Michael Stone, do hereby acknowledge I have read 
and understand the doctor’s protocol for the preservation of patient records.  I agree to inform Dr. Stone’s office 
of any address changes and acknowledge that all requests for records, either by me or by my representatives, must 
be in writing.  I agree that the doctor’s office may comply with all statutory notification requirements to me by 
regular mail to my indicated address. 

 
 
____________________________________________________   ____________________________________ 

             Signature of Patient        Date 
 
 ____________________________________________________ 
 
 
 ____________________________________________________ 
 Address 
 
 Rev. 6.2015 



 

                                                                                                                            

 

 

 

 

 

 

 

PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 

 
 
With my consent, Tanque Verde Chiropractic Clinic (TVCC) may use and disclose protected health information 
(PHI) about me to carry out treatment, payment and healthcare operations (TPO).  Please refer to Tanque Verde 
Chiropractic Clinic’s Notice of Privacy Practices for a more complete description of such uses and disclosures. 
 
I have the right to review the Notice of Privacy Practices prior to signing this consent. TVCC reserves the right 
to revise its Notice of Privacy Practices at any time.  A revised Notice of Privacy Practices may be obtained by 
forwarding a written request to Tanque Verde Chiropractic Clinic. 
 
With my consent, Tanque Verde Chiropractic Clinic may call my home or other designated locations and leave 
a message on the voice mail or in person in reference to any items that assist in carrying out TPO, such as those 
involving patient care in any manner, insurance or fee items. 
 
With my consent, Tanque Verde Chiropractic Clinic may mail to my home or other designated locations any 
items that assist in carrying out TPO, such as letters, patient statements, and records as long as they are marked 
Personal and Confidential. 
 
With my consent, Tanque Verde Chiropractic Clinic may fax to me or other designated locations any items that 
assist in carrying out TPO, such as reports, laboratory studies and patient records.  I have the right to request 
that TVCC restrict how it uses or discloses my PHI to carry out TPO.  However, the clinic is not required to 
agree to my requested restrictions, but if it does, it is bound by this agreement.  By signing this form, I am 
consenting to TVCC’s use and disclosure of my PHI to carry out TPO. 
 
I may revoke my consent in writing except to the extent that Tanque Verde Chiropractic Clinic has already 
made disclosures in reliance upon my prior consent.  If I do not sign this consent Tanque Verde Chiropractic 
Clinic may decline to provide treatment to me. 
 
 
Print Patient name:_____________________________________________________________________ 
 
 

 
Patient signature:_______________________________________Date:___________________________ 
 
 

 
Parent authorization/Legal guardian:________________________Date:___________________________ 
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Tanque Verde Chiropractic Clinic, P.C. 
9100 E. Tanque Verde Rd. Suite 140 

Tucson, Arizona 85749 
 



 

                                                                                                                            
 

 

 

 

 

Patient Name:  _________________________________________________________________________________ 

 

Office Policy of Patient Assistance 

 

AUTHORIZATON TO TREAT:  I, the undersigned, a patient in this clinic, hereby authorize Dr. Michael Stone, D.C. to 
examine and administer chiropractic, physiotherapy and acupuncture treatment as he feels necessary and to perform the 
therapy and manipulations and such additional therapies as he considers therapeutically necessary on the basis of findings 
during the set course of treatment. 
 

ASSIGNMENT AND AUTHORIZATION FOR INSURANCE OR ATTORNEY TO PAY THE CLINIC 

DIRECTLY:  I authorize the direct payment to the clinic of any sum I now or hereafter owe the clinic by my attorney out 
of the proceeds of any settlement of my case, and by any insurance company obligated to reimburse me for the charges of 
your services. 
 

LIMITED POWER OF ATTORNEY:  I, undersigned specifically grant to the clinic a limited power of attorney to act 
in the undersigned’s full place and stead to sign medical insurance claim forms and billings and insurance payment, 
whether draft or check, for chiropractic care and acupuncture treatment furnished by the clinic to the undersigned. Further, 
the undersigned herby grants a full assignment of any right, cause or choice of action against any responsible insurance 
carrier, or for any responsible third party up to the full amount of my bill for chiropractic treatment. 
 

NO PROMISE OF CURE AND POSSIBLE RISKS IF ANY:  I hereby certify that I have read and understand the 
above authorization for chiropractic treatment, and the reasons why the above treatment is indicated, its advantages and 
possible complications, if any, as well as possible alternative modes of treatment which were explained by the doctor 
and/or his staff. I also certify that no guarantee or assurance has been made as to the results which I may expect to obtain. 
 

AUTHORIZATON TO RELEASE INFORMATION:  I authorize the clinic to release any information pertinent to my 
case to any insurance company, adjustor or attorney to facilitate collections under this agreement. I agree that this 
agreement is non-revocable. 
 

TANQUE VERDE CHIROPRACTICE CLINIC WILL CHARGE FOR MISSED APPOINTMENTS:  $40.00 

 

I understand that I will be charged for missed appointments: ________________________________________ 

 Patient Initials  

 

Patient’s Signature: ___________________________________ Date___________________________________ 
 

Witness: _____________________________________________ Date___________________________________ 
 

Parent or Guardian: ___________________________________ Date___________________________________ 

(if patient is a minor) 
 
ATTORNEY AGREEMENT:  The undersigned, being the attorney of record for the above signed patient, 
hereby agrees to observe all the terms above and agree to withhold such sums from any settlement, judgment or 
verdict as may be necessary to adequately protect the doctor and clinic immediately upon settlement or verdict 
upon the case. It is further agreed, the undersigned, will contact the clinic to verify amounts owed to the clinic 
for services rendered to the above signed patient before settlement or disbursement of funds. 
 
Attorney’s Signature: ____________________________________ Date___________________________________ 
 

 

Tanque Verde Chiropractic Clinic, P.C. 
9100 E. Tanque Verde Rd. Suite 140 

Tucson, Arizona 85749 

Rev.: 6.2015 
 



Revised 6.2015 

 

Tanque Verde Chiropractic Clinic, P.C. 

Dr. Michael Stone 

Board Certified Chiropractic Internist 

9100 E. Tanque Verde Rd. Suite 140 

Tucson, Arizona 85749 

520-749-2929 

 
 
 
 
 
 
Acknowledgement of Responsibility for Uncovered Services 
 
 
It is hereby acknowledged, by the undersigned, that certain services may not be covered by 

any insurance, including but not limited to, medical payments coverage, health insurance, 

and/or Medicare.  

 

If an insurance company determines that they are not responsible for a particular service; 

that it is either not necessary or not covered for any other reason, and therefore, denies 

payment, I hereby acknowledge that I am personally responsible for payment of these 

services.  

 

I acknowledge that my doctor will determine whether or not the services are medically 

necessary and agree to pay for the service for these services, whether they are covered or 

not.  

 

I agree to make arrangements with the doctor’s office to pay for the services as they are 

provided to me.  

 

 

Dated: _________________________________________________________________________________ 

 

 

Patient Print Name: __________________________________________________________________ 

 

 

Patient Signature: ____________________________________________________________________ 

 



Tanque Verde Chiropractic Clinic, P.C. 

Dr. Michael Stone 

Board Certified Chiropractic Internist 

9100 E. Tanque Verde Rd. Suite 140 

Tucson, Arizona 85749 

520-749-2929 

 

 

Auto Accident Paperwork Required by TVCC 

 

In order for us to properly assist you with your Auto 

Accident we need the following paperwork: 

 

Copy of Patient Auto Insurance Card 

Copy of Declaration Page of Patients Auto Insurance 

Copy of Patients Driver’s License 

Copy of Health Insurance Card 

Copy of Accident Report 

MUST HAVE: Claim Number 

MUST HAVE if Patient has contacted Attorney—
Attorney’s name, address, telephone, fax 

Rev.: 6.2015 
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