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WORKMAN’S COMPENSATION           PERSONAL INJURY               AUTO ACCIDENT

(PLEASE CIRCLE ONE)

Name of patient: _____________________________________________________

Date of birth: ________________________________________________________
Date of service: _____________________________________________________
Date of injury: ______________________________________________________
Name of insurance: _________________________________________________
Insurance phone number: _________________________________________

Name of agent: _________________________________________

Claim/policy number: _________________________________________

Billing address: _____________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Effective date of claim: _________________________________________
Name/date of person who completed from and verified information: _________________________________________

***patient cannot be seen until this form is completed***
WORKMAN’S COMPENSATION           PERSONAL INJURY               AUTO ACCIDENT

(PLEASE CIRCLE ONE)

I, ________________________, hereby authorized and direct ______________________, my attorney, to pay from the proceeds of any recovery to FAMILY MEDICINE SPECIALISTS, such sum as may be due and owing for professional services rendered in the treatment of injuries sustained by me by the above listed method. The amount owed FAMILY MEDICINE SPECIALISTS is to be held from and settlement and given directly to them from all services rendered including any and all court fees fro testifying on my behalf.

The date the injury occurred is ______________________
The place the injury occurred is ____________________


I fully understand that I am directly and fully responsible to FAMILY MEDICINE SPECIALISTS for all medical bills submitted by them for services rendered to me and that this agreement is made solely for the doctors’ additional protection and in consideration of his awaiting payment. I further understand that such payment is not contingent upon any settlement, judgment, or verdict by which I may eventually recover such fee.


I further authorize FAMILY MEDICINE SPECIALISTS to furnish my attorney with any reports or records such attorney may request in reference to the aforementioned injuries. I understand that this in no way relieves me of my personal responsibility to pay all such medical charges. 

Dated ______________________   Signature _________________________





         Witness ___________________________

Patients are to fill out pages 1, 2, 3 and 4. Pages 5 and 6 will be filled out by the professionals who see patient.

If this case is in regard to an auto accident was a police reports filed?

If so a copy will need to be furnished to FAMILY MEDICINE SPECIALISTS as soon as possible.
Workman’s compensation information

Injury reported:    yes   or   no

If yes to who was it reported to: __________________________title:________________

Telephone number of above: ____________________________________________________

Insurance carrier: ________________________ telephone: __________________________

Claim number: ___________________________ adjusters name: ______________________

Where did injury occur? (Be specific)

__________________________________________________________________________________

How did injury occur? (Be specific)

___________________________________________________________________________________

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
Do you have any previous illnesses which relate to this case?   Yes   or   no

If yes describe: _______________________________________________________________

___________________________________________________________________________________
___________________________________________________________________________________
Have you ever been involved in an accident before?  Yes   or   no

If yes give date and type of accidents/include injuries sustained

___________________________________________________________________________________
___________________________________________________________________________________
Since the accident have you been treated by any other doctors?  Yes or no
If yes list doctors names and address

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
What type of treatment did you receive?

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
Since injury occurred are your symptoms:

Improving                     getting worse                   same

(Circle one)
Circle what applies to you since accident:

Headache

irritability

numbness in toes
lost of taste

Shortness of breath
fatigue

depression

diarrhea

Neck pain

chest pain

lights bother eyes
feet are cold
Stiff neck

dizziness

loss of memory

hands are cold

Ears ring

face flushed
buzzing in ears

stomach upset

Sleeping problems
head seems to heavy
loss of balance

back pain



Pins and needles in arms

fainting
 cold sweats

nervousness
  loss of scent

fever
tension


numbness in fingers
Symptoms other than above: ___________________________________________________________________________________
___________________________________________________________________________________
 Have you lost time from work?  Yes or no (if yes please completed next section)
Last worked: _____________________ present salary: _______________________

Type of work done: ___________________________________________________________
Are you receiving compensation for time lost from work?  Yes or no
If yes state type of compensation: ____________________________________________

___________________________________________________________________________________
Any other pertinent information:

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

PERSONAL INFORMATION
FIRST NAME: __________________________LAST NAME: __________________________________

MALE: ___     FEMALE: ___      DATE OF BIRTH: ________________SS#_______________________

STREET ADDRESS: ___________________________________________________________________

CITY: _____________________________STATE: ____________ZIP: __________________________

HOME PHONE: ______________________________CELL: ___________________________________                                  

WORK PHONE: _____________________________ EMAIL: ___________________________________

INSURED NAME: _________________________________________ SS# ______________________

MARITAL STATUS: _____________________

IF MARRIED SPOUSE’S NAME: ________________________________________________________

DO YOU HAVE ANY CHILDREN? _____IF YES HOW MANY? _____________________________

IF PATIENT IS A MINOR, 

PARENT/GUARDIAN NAME: ___________________________________________________________

EMPLOYER NAME: ___________________________________________________________________

FULL ADDRESS: ______________________________________________________________________

EMERGENCY CONTACT NAME: ________________________________________________________

EMERGENCY CONTACT PHONE NUMBER: ______________________________________________

EMERGENCY CONTACT ADDRESS: _____________________________________________________

CONSENT FOR TREATMENT:
THE UNDERSIGNED ACKNOWLEDGES THAT HE/SHE HAS VOLUNTARILY REQUESTED THE MEDICAL HEALTHCARE SERVICES OF THE ABOVE CLINIC AND FURTHER CONSENTS TO ANY AND ALL MEDICAL PROCEDURES AND/OR TREATMENTS WHICH ARE DEEMED MEDICALLY NECESSARY BY THE ATTENDING PHYSICIAN AND/OR HEALTH CARE PROFESSIONALS.

SIGNATURE: ______________________________________________ DATE: _________________

HIPAA Notice of Privacy Practices

The Family Medicine Specialists

Summary HIPAA Notice of Privacy Practices
Family Medicine Specialists (FMS) complies with the Health Insurance Portability and Accountability Act of 1996 (HIPPA).  FMS protects confidential health care information, known as “Protected Health Information” (PHI).  Below is a summary of your privacy rights under HIPPA.  FMS’ legal duty and privacy practices regarding your PHI are also included in this Summary Notice.

Summary of Your Privacy Rights

FMS may use and give your health information for:

· Treatment

· Payment

· Operation of health care services

· Law enforcement request

· Judicial and administrative proceedings related to legal actions

· Healthcare fraud and abuse

· Detection and compliance with the law

· Use by another healthcare provider treating you

· Government health oversight activities

· Report required by law related to birth, death, or diseases

· Report required by law related to neglect, abuse, or domestic violence

· Notifying a party about exposure to a possible communicable disease

· Use by another healthcare provider for payment to that provider

· Military, national defense, and security or other government functions

· Workman’s compensation purposes and in compliance with related laws

· Averting serious threat to public health and safety

You have the right to:

· Inspect or receive a copy of your medical record

· Change information on your medical record if you think it is incorrect

· Get a list of persons whom FMS shared your PHI

· Ask FMS to limit the information it shares

· Ask for a copy of your privacy notice

· Write a letter of complaint to FMS or the federal government

If you have any questions or if you wish to file a complaint, or exercise any rights listed in this Summary or the complete Notice, please contact one of the FMS privacy officers at the telephone numbers listed below.

Jason Bellucci                        

Office Manager                       

(847) 526-2151                       

As part of our compliance to the recent set of federally mandated law, we are giving our HIPPA guidelines to each patient and requesting each patient read the information thoroughly and sign the notification of receipt.  This letter will become part of your medical file.
Patient Signature: __________________________________________ Date: ____________________

If minor:

Parent/Guardian Signature: __________________________________ Date: _____________________

Patients name: __________________________________ date of birth: _________________

Doctor seeing patient: _________________________ allergies: _____________________

Date of injury: _______________________ date of service: ________________________

Reason for visit: ________________________________________________________________

​___________________________________________________________________________________
___________________________________________________________________________________
Vital signs:  ht: _________ wt: ________ t: _______ p: _______ r: _______ B/P: _________

Smoke: ____________ etoh: ______________ drugs: _________________

Subjective:  _________________________________________________________________

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
Subjective continued: __________________________________________________________

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
Objective: _______________________________________________________________________

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
Assessment: _____________________________________________________________________

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

___________________________________________________________________________________
___________________________________________________________________________________
Plans/meds: ____________________________________________________________________

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________






Physician’s signature: _____________________________
431 W Liberty St. Wauconda, IL 60084 ● Phone: 847-526-2151 ● Fax: 847-526-2017
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