DESERT INSTITUTE OF

Patient Information

Last Name:

Sex:

Male: Female:

Ethnicity: Decline:

Address: City

Street

Phone: Cell

Employer Phone:

Emergency Contact:

First Name:

Date of Birth:

Race:

Relationship:

State

Decline:

Phone: Home

Employer Name:

Contact us

702-630-3472
intake@disclv.com

9339 W. Sunset Rd.
#100 Las Vegas, NV 89148

www.disclv.com

Middle Name:

Social Security Number:

Zip code

Phone:

Notice of Privacy Information Practices of Andrew M. Cash MD policy regarding minimum necessary uses and
disclosures of protected health information. | accept or | decline to receive a copy of privacy practices.

Patient Signature:

Date:

By signing this form, | hereby consent to and authorize medical treatment, tests, and procedures performed
in the office that the physician deems advisable and necessary based on his/her judgment.
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DESERT INSTITUTE OF

Primary Insurance

Primary Insurance:

Insured Name: Insured DOB: Insured Social Security #:
Policy ID# Group:
Print Name: Signature:

If an attorney represents you, what is:

Attorney Name: Law Firm:

| understand by using my private health insurance, although | have an Attorney, | will be responsible for payment at time
of service and any charges not covered by m insurance.

Signature:

LIEN ONLY

I DO NOT have health insurance. Therefore, please bill all my office visits and/or charges directly to the attorney
listed below:

Attorney Name: Law Firm: Date of injury:

Print Your Name: Signature:
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DESERT INSTITUTE OF

Patient Name: Date: DOB:

What is your chief complaint?

Circle any you have:
Headache; depression; anxiety; insomnia; Lingering memories of the accident, Fever; Chills; Night sweats.
Weight Loss, Uncontrollable bowel movements, Uncontrollable urination; Pain interferes with sex; Impotence.

List current Medications:

List allergies:

List prior surgeries:

Circle any that you do and write how much:

tobacco alcohol recreational drugs
Height: Weight:
On average the neck pain is /10 / 10 at its worst. What makes the pain worse

(Right after the accident)
Neck Pain CURRENTLY /10.
(Right after the accident)

On average the back painis____ /10 ____/ 10 at its worst. What makes the pain worse

(Right after the accident)
Back Pain CURRENTLY __ /10.

Page 3



DESERT INSTITUTE OF

If having pain, numbness, or tingling, in arms and legs please circle that apply:

Arms:RL Legs:RL

//’
S

Circle any treatment you had: chiropractic, MR, injections, other:

If so, where were the procedures done?
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DESERT INSTITUTE OF

Patient Name: Date:

Date of Accident/Injury:

MOTOR VEHICLE ACCIDENT:

Were you? Rear-end/ Head on/ T-boned / Side swiped (Driver’s or Passenger’s side)
Were you the Driver? Yes/No, if passenger, which seat? front / rear // left side / right side
What kind of vehicle were you in? SUV Compact Mid-size Motorcycle Truck / Model or Make
What were the other vehicle(s)? SUV Compact Mid-size Motorcycle Truck / Model or Make

Contact us
702-630-3472

intake@disclv.com

9339 W. Sunset Rd.
#100 Las Vegas, NV 89148

www.disclv.com

Which way were you facing/turning at impact? Facing forward, Left, Right
Was the impact expected? Yes/No If yes, did you brace for impact? Yes/No
Were you wearing your Seatbelt? Yes No

Did the airbags deploy? Yes/No, if yes, did it hurt you? Yes No

Did you hit your head? Yes/No If yes, what did you hit your head on?
Did you hit any other body part against the vehicle? Yes/No If Yes, what body part?
Was the vehicle impacted more than once? Yes/No If yes, which part of vehicle?
After the accident how did you feel? Shaken up Adrenaline pumning Unset Confused
When did your symptoms start after the accident?

Please explain in your own words how the accident happened.

If you had any PRIOR ACCIDENTS, please fill this section out:

o What was your pain before the
Year Body parts injured current accident.

Page 5



	checkbox_11pnbe: Off
	checkbox_20inuo: Off
	text_15bfzj: 
	text_12mutt: 
	text_14njcf: 
	text_17ybng: 
	text_16bxmb: 
	text_18mbl: 
	checkbox_10bctq: Off
	text_19qdwm: 
	checkbox_21voie: Off
	text_13sxxt: 
	text_22fa: 
	text_23zftd: 
	text_24mddp: 
	text_25cbhw: 
	text_26uqhp: 
	text_27flml: 
	text_28toek: 
	text_29md: 
	text_30qiod: 
	text_31zcmo: 
	checkbox_1nnnf: Off
	checkbox_2spzf: Off
	textarea_25kuxg: 
	text_26wfxu: 
	text_27cawl: 
	text_85rncy: 
	text_28vpbj: 
	text_29aadn: 
	text_30pqpg: 
	text_31gdid: 
	text_32qhit: 
	text_33wgbj: 
	text_34wesd: 
	text_35naup: 
	text_36dsjo: 
	text_37jntw: 
	text_38cbyn: 
	text_39ddzy: 
	text_40ftfg: 
	text_41tyrz: 
	text_42afzu: 
	text_43qqzv: 
	text_44pltk: 
	text_45llld: 
	text_46djeo: 
	text_47amhx: 
	text_48lgjf: 
	text_49twbi: 
	text_50ggiv: 
	text_51oawd: 
	text_52zskz: 
	text_53tlmu: 
	text_54ihnm: 
	text_55bcjz: 
	text_56rzvr: 
	text_57zjav: 
	text_58emlo: 
	text_59jpnw: 
	text_60qkpu: 
	text_61yntm: 
	text_62dihx: 
	text_63vpqu: 
	text_64dbbr: 
	text_65skmr: 
	text_66milo: 
	text_67hnzt: 
	text_68odcv: 
	text_69ucyz: 
	text_70dqqx: 
	text_71ihed: 
	text_72rkbm: 
	text_73pjtu: 
	text_74vdhf: 
	text_75fcbe: 
	text_76yady: 
	text_77oi: 
	text_78uwyb: 
	text_79nkgi: 
	text_80msdw: 
	text_81tbex: 
	text_82pdmd: 
	text_83ivzv: 
	text_86uoqj: 


