Auto Accident/Personal Injury Questionnaire & Agreement

Type (check one):		 Motor Vehicle		 Personal Injury	 Workers Comp	 Other


General Information

Name: ____________________________________________ SS#:________________________ DOB: ______________________

Date of accident: ______________________________ Reported to Work Comp carrier: 	 N/A		 Yes		 No

Where did the injury occur?  Location and details: _________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Who provided medical care: ____________________________________________________________________________________

Have you received physical therapy for these injuries in the past?	 Yes	Dates: ___________________	 No  
Do you have an attorney?   					 Yes					 No
If YES, please provide us with your attorney’s information: 	Name: ___________________________________________________
							Address: _________________________________________________
							Phone #: _________________________________________________

Auto Accident

Did your injury arise from an auto accident:	 Yes	     No	

Did the police come to the accident: 	 Yes	     No	      	Did the police write a report?	     Yes	 No 	

Do you have a copy of the report?	 	 Yes	     No	   	If YES, please provide us with a copy

Did you receive a ticket for the accident?	 Yes	     No   	Did the other driver receive a ticket?    Yes	 No

Is someone else at fault?			 Yes	     No		Amount of damage to your vehicle? $_____________

If yes, Name of responsible party: _______________________________________________________________________________

Please provide us with the following information:	Responsible party’s insurance information:

Name: _________________________________________________________ Phone #: ____________________________________

Address:	 ___________________________________________________________________________________________________

Claim #: __________________________________________ Adjustor’s Name: __________________________________________

Workers Compensation

Employer’s name: ____________________________________________________________________________________________

Employer’s address:  __________________________________________________________________________________________

Employer Contact: ____________________________________________Phone: __________________________________________

Claim #:____________________________ Case Manager: _______________________________ Phone: ______________________

Address where injury occurred: __________________________________________________________________________________


Disclosures & Agreements


Acceptance of Auto/Worker’s Compensation/Personal Injury Patients: We accept patients with the understanding that a “good faith” effort must be made by the patient to participate in scheduled sessions as well as comply with the financial responsibilities of care.  Ultimately, it is the patient’s responsibility for the cost of care. 



The law does not require health care providers to take any phone calls or extra measures with attorneys or to help them with the settlement of my case.  I understand that PPT&A will take the time to participate and work with my attorney at no additional cost.  	
													Initial	_______

I understand that if my case is ultimately unsuccessful, my outstanding balance for services rendered will be honored according to PPT&A’s Financial Policy, which includes payment for one hundred percent (100%) of services rendered.		Initial	_______

I hereby waive the defense of the statute of limitations as to this case. 						Initial	_______




By signing this document, all terms and conditions provided in this document shall be valid and binding upon me for any present or future services provided to me by PPT&A for this condition.  I also hereby acknowledge receipt of this document.  

I hereby grant to Peninsula Physical Therapy & Associates, Inc and any of its agents a power of attorney to obtain any and all information relating to any insurance claim filed on my behalf, and I authorize the release of any such information to this office.

Peninsula Physical Therapy & Associates, Inc is providing a professional service and is entitled to reimbursement for their services rendered.  I understand I have an obligation to pay for my services, even if the settlement I receive is not sufficient to compensate me fully for the damages which resulted from the injuries.  PPT&A’s right of reimbursement is also not subject to reduction without written consent as well as written confirmation from the insurance party responsible stating they will not cover my expenses in full and why. 



*** I acknowledge with my signature that I have read and understand the terms and conditions of this document.  I understand that I have financial and personal responsibility to participate in my care.  I have been made aware of this verbally via a quote of benefits and in writing via this document***












___________________________________________________________________ Date: _________________________________.
	Signature of Patient or Responsible Party
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