
Delran Chiropractic, PA 
Chiropractic Physicians & Wellness Center 

3001 Bridgeboro Road 
Delran, New Jersey 08075 

Phone: 856-461-6262 
Fax: 856-461-7798 

www.polinowellness.com 
 

Vehicle Accident Questionnaire 
(please print clearly) 

Date:_________________________ 
Full Name: __________________________________________ Phone: __________________________ 
Address: _____________________________________________ City: __________________________ 
State: _________ Zip Code: _______________ Social Security #: _______________________________ 
DOB: ______________ Age: ______ Sex: ____________ Marital Status: ________ # of Children: _____ 
Employer: ________________________ Work Address: ______________________________________ 
Work Phone: _____________________ Occupation: _________________________________________ 
 

Insurance Information 
Your Insurance Company: ___________________________________ 
Policy #: __________________________________ Claim #: __________________________________ 
Name of Your Vehicle’s Driver: ________________________________ 
Your Vehicle’s Insurance Company: _____________________ Policy #: __________________________ 
Name of Insurance Adjuster: _______________________________ Phone: _______________________ 
 

Accident Information 
Give details of how the accident occurred: __________________________________________________ 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
Date and time of accident: _____________________________________________________ a.m. / p.m. 
 

Please circle applicable options and/or answer the questions below: 
Were police notified?     Yes     No 
You were:     Driver      Passenger      in the Front Seat      in the Back Seat 

Were you using a seat belt?     Yes     No 
Did you lose consciousness?   Yes     No     If yes, how long? ____________________________ 

Your vehicle was struck from the:    Front    Back    Driver’s Side    Passenger’s Side 
Exact area(s) of pain immediately after the accident? _________________________________________ 
____________________________________________________________________________________ 
 

Where were you taken after the accident? __________________________________________________ 
What treatment and diagnosis was given? __________________________________________________ 
____________________________________________________________________________________ 
Doctor’s Name: _______________________________________________________________________ 

How often did you see this doctor? _________________________________________________ 



If you consulted another doctor, please give name, address, and phone: __________________________ 
____________________________________________________________________________________ 
 

Any prior injuries or symptoms to the same area(s)? __________________________________________ 
 If yes, please describe: __________________________________________________________ 
 

Have you retained an attorney? _______ If yes, give name, address, and phone: ___________________ 
____________________________________________________________________________________ 
 

Has injury restricted your work? _______ If yes, in what way(s): _________________________________ 
____________________________________________________________________________________ 
Before this injury, were you able to work on an equal basis with others your age? ___________________ 
Since this injury, are your symptoms:     improving     the same     getting worse 
 

Health Survey 
Please describe your injuries and symptoms resulting from this accident:  
___________________________________________________________ 
___________________________________________________________ 
___________________________________________________________ 
___________________________________________________________ 
___________________________________________________________ 
 

Mark areas of pain resulting from this accident on the figures at right. 
 

Please circle applicable options and/or answer the questions below: 
Patient was:    driver     passenger     other      driven by _______________ 
Year, make, and model of vehicle: ________________________________ 
Was the vehicle stopped? _______________________________________ 
If not, what was the estimated speed? _____________________________ 

Year, make, and model of other vehicle: ___________________________ 
 

Time:     day     night     dawn     dusk 
Road conditions:     dry     wet 
Seatbelt:     none     not wearing     wearing     unsure 
Did the airbag inflate?     Yes     No     No airbag in vehicle 
Head position:     Ahead     Right     Left 
Hand position:     One on wheel     Two on wheel 
Brakes on:     Yes     No 
Transmission of vehicle:     Automatic     Manual 
 

Were you forewarned at all?    Yes     No      ________________________________________________ 
What were the movements following the collision: ____________________________________________ 
Did any and which part(s) of your body strike the interior? ______________________________________ 
Immediate symptoms? _________________________________________________________________ 
Delayed symptoms? ___________________________________________________________________ 

Any prior accidents? ___________________________________________________________________ 
Any prior injuries?     Head     Neck     Jaw     Low Back     Other: ________________________________ 
Prior Chiropractic care? ________________________________________________________________ 
Any prior disability? ____________________________________________________________________ 
 

Patient Signature: ___________________________________________ Date: _____________________ 



 

 

Delran Chiropractic, PA 
Chiropractic Physicians & Wellness Center 

3001 Bridgeboro Road 
Delran, New Jersey 08075 

Phone: 856-461-6262 
Fax: 856-461-7798 

www.polinowellness.com 
 

Electronic Health Records Intake Form 
In Compliance with Medicare requirements for the government EHR incentive program 

 
First Name____________________ Last Name____________________________  Zip Code_____________________ 
 
Email Address_____________________________  Cell#_____________________ Cell Provider__________________ 
 
Preferred method of Communication for patient reminders (Circle one):    Text message   /   Phone Call 
 
DOB: ____/____/_______          Gender(Circle One): Male / Female            Preferred Language: __________________ 
 
Smoking Status(Circle One):   Every Day Smoker   /   Occasional Smoker   /   Former Smoker   /   Never Smoked 

 
 

CMS requires providers to report both race and ethnicity 
 
Race(Circle One):  American Indian or Alaska Native  /  Asian  /  Black or African American  /  White (Caucasian) 

                               Native Hawaiian or Pacific Islander  /  Other  /  Decline to Answer 
 
Ethnicity(Circle One):   Hispanic or Latino   /   Not Hispanic or Latino   /   Decline to Answer 

 
 
Are you currently taking any medications?  (Please include regularly used over the counter medications) 
 

                   Medication Name                   Dosage and Frequency 

  

  

  

  

  

 

Do you have any medication allergies? 
 

  Medication Name         Reaction       Onset Date Additional Comments 

    

    

    

       
 
[  ]  I choose to decline receipt of my clinical summary after every visit  (These summaries are often blank as 
a result of the nature and frequency of chiropractic care.) 
 
 
Patient signature:______________________________________________    Date:__________________ 
 
 

For Office use only 
 
          Height:_____________              Weight:__________      Blood Pressure:__________/_________ 
 







Delran Chiropractic, PA 
Chiropractic Physicians & Wellness Center 

REVIEW OF SYSTEM FORM 
 

Name: _________________________________________ Date: ________________  
Tobacco Use: YES/NO     How much per day? _______ How Long? _______ Date Quit_________  
Alcohol Use: How much per day? _______  
Caffeine (Coffee, Teas, and/or Colas): How much per day? _______  

 

PAST ILLNESSES 
 Yes No  Yes No  Yes No 

Alcoholism   Hepatitis   Phlebitis   

Anemia   High Blood Pressure   Rheumatic Arthritis   

Asthma   High Cholesterol   Stroke   

Cancer   HIV   Thyroid Disease    

Depression   Lung Disease   Tuberculosis (TB)   

Diabetes   Mental Illness   Ulcer in GI Tract   

Drug Abuse   Osteoarthritis   Venereal Disease   

Epilepsy/Seizures   Osteoporosis   Other:   

Glaucoma   Other Immune Disease   Other:   

Heart Disease   Phlebitis      
 

PAST SURGICAL HISTORY: (PLEASE INCLUDE DATES)  
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________  
____________________________________________________________________________________________________  

 
  

REVIEW OF SYSTEMS-PLEASE CHECK EACH ITEM “YES” OR “NO” AS THEY RELATE TO YOUR HEALTH: 
 
 

NERVOUS SYSTEM: Yes No LUNG: Yes No MUSCULOSKELETAL: Yes No 

Epilepsy   Asthma   Arthritis   

Seizures   Hay Fever/Sinus   Painful Stiff Joints   

Fainting Spells   Emphysema/COPD   Prosthesis: _______________   

Loss of Consciousness   Shortness of Breath   Back Pain   

ADHD   Croup   Metal Implants: ____________   

ADD   Bronchitis   _________________________   

Cerebral Palsy   Recent Cold/Cough   Physical Limitations: ________   

Head Injury   TB   _________________________   

Headaches   Pneumonia   BLOOD:   

Migraines   Chew Tobacco   Bleeding Disorder   

PSYCHOSOCIAL:   ANESTHESIA:   Previous Blood Transfusions   

Anxiety   Nausea/Vomiting After   Eye Glaucoma   

Depression   Family History - Problems   Eye – Other   

Counseling Service   GI/GU   AIRWAY:   

Mental Illness   Hiatal Hernia   Problem Opening Mouth Wide   

HEART:   Stomach Ulcer   Problem Turning Head in Any   

High Blood Pressure   Kidney Disease       Direction   

Chest Pain   Unexplained Recent    Sleep Apnea   

Angina        Weight Loss/Gain   Snoring   

Heart Attack   Gastric Reflux   ALLERGIES:   

Pacemaker   Indigestion   Latex   

Mitral Valve Prolapse   Motion Sickness   Medications   

Heart Murmur   ENDOCRINE:   Dyes/Tape   

Irregular Heartbeat   Diabetes   Shellfish   

Palpitations   Thyroid Disease   Foods   

Skipped Beats   Insulin Dependent   Loss of Strength   

Heart Surgery   Hypoglycemia   Numbness   

LIVER:   DENTAL:   Headaches   

Hepatitis   Bridges, Partials, Dentures   Tremors   

Jaundice   Loose or Missing Teeth   WOMEN’S HEALTH:   

Liver Disease   TMJ   Pregnant?   

 

 

SIGNATURE/REVIEWING PHYSICIAN _________________________________________________________________ 









Delran Chiropractic, PA 
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Phone: 856-461-6262 
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Patient Name: ___________________________________________________ 
Patient Address: _________________________________________________ 
 
 
Authorization & Assignment 
 
I hereby authorize my insurance company to make payment directly to Delran Chiropractic, PA 
the expense benefits allowable and otherwise payable to me under my current insurance policy 
as payment toward the total charges for professional services rendered. This payment shall not 
exceed my indebtedness to above mentioned assignee, and I have agreed to pay, in current 
manner, any balance of said professional service charges over and above this insurance 
payment. If for any reason the insurance company does not pay all or part of my bill, I realize I 
am responsible for the balance. 
 
Patient Signature: ____________________________________ 
Date: ______________________ 
 
 
Payment for Professional Service Is Due Upon Receipt of This Statement 
 
I hereby agree to reimburse my insurance company for any amounts of overpayment in excess 
of amounts payable under this group policy. I hereby authorize any physician, hospital, 
pharmacy, insurance company, employer, or organization to release any information regarding 
the medical history, treatment, disability, or benefits payable for this claim to my insurance 
company. A photocopy of this authorization shall be as valid as the original. 
 
Patient Signature: ____________________________________ 
Date: ______________________ 
 
 

Delran Chiropractic, PA 
Tax ID: 22-2238792 

 
 



Delran Chiropractic, PA 
Chiropractic Physicians & Wellness Center 

3001 Bridgeboro Road 
Delran, New Jersey 08075 

Phone: 856-461-6262 
Fax: 856-461-7798 

www.polinowellness.com 
 

Dr. Jason Polino, DC 
Dr. Nancy Cillo, DC, CNT 

 

Patient Care — Insurance Agreement 
 

In consideration of your undertaking to care for me, I agree to the following: 
 

1. In the event any insurance company obligated by contractual agreement to make payment to me 
or you for the charges made for your services refuses to make such payment upon demand by 
you or does not make payment within 60 days of your billing, I will become personally responsible 
for that amount. I will have 30 days to clear that account by calling my insurance company after 
being notified by your office. If the amount is not cleared by 30 days, I hereby authorize you to 
collect any outstanding amount on my credit card listed below. 

2. Any insurance checks that may be forwarded to me for services received at the chiropractic 
office(s) and not previously paid for will be endorsed by me and turned over to Delran 
Chiropractic, PA within 5 days of receipt for payment on my account. If I do not clear this portion 
of my account within 5 days of receipt of said payment, I hereby authorize you to collect the full 
amount of my account on the credit card listed below. 

3. Any balance that is on my account will be paid for and cleared within 30 days of notification of the 
amount. If a balance remains past 30 days, I hereby authorize you to collect the full amount of my 
account on the credit card listed below.  

4. This clinic does not promise that an insurance company will pay, nor does the clinic promise that 
an insurance company will or should pay the difference. 

5. The clinic will not enter into a dispute with an insurance company over reimbursement or the 
amount of reimbursement. This is the patient’s obligation. 

6. All deductible amounts must be paid prior to insurance submittal. 
7. Waiting for insurance payment is a courtesy and may be withdrawn at any time. 
8. If the patient discontinues care for any reason other than discharge by the doctor, then the bill is 

due and payable in full immediately, regardless of any claims submitted. 
9. I also consent to the administration of chiropractic care, diagnostic, and therapeutic 

recommendations by Delran Chiropractic, PA and its associates. Further, if during the course of 
care it is determined by the doctor that an additional or different procedure or tests are medically 
necessary, I consent to do that as well. 

 

Patient Name: ________________________________________________________________________ 
Address: ____________________________________________________________________________ 
Credit Card (circle applicable):     Mastercard     AMEX     Discover     VISA 
Card Number: ___________________________ Expiration Date: _________________ CVC: _________ 
Patient Signature: ___________________________________________ Date: _____________________ 
Witness Signature: __________________________________________ Date: _____________________ 



Delran Chiropractic, PA 
Chiropractic Physicians & Wellness Center 

3001 Bridgeboro Road 
Delran, New Jersey 08075 

Phone: 856-461-6262 
Fax: 856-461-7798 

www.polinowellness.com 
 

Dr. Jason Polino, DC 
Dr. Nancy Cillo, DC, CNT 

 

Agreement 
 

Whereas, _____________________________, hereafter called Patient, is desirous of obtaining the 
serviced of Delran Chiropractic, PA, hereinafter called Doctor, for examination, diagnosis, treatment, and 
prognosis related to an accident or injury which occurred on or about the date of ___________________. 
 

Whereas, Patient is unable to make cash payments for said services as they are provided. 
 

Now, therefore, for an in consideration of the mutual covenants and agreements contained herein, the 
undersigned hereby agree as follows: 
 

1. Doctor agrees to provide said services so long as the Patient is being cooperative in the care and 
treatment being provided. 

2. The undersigned Patient agrees that the Doctor shall have a lien on any insurance proceeds, 
recovery, settlement, judgment, or verdict, which is or may become available as a result of said 
accident or injury, which the undersigned does hereby assign and transfer to said Doctor with full 
power and authority to collect said sums to the extent of the amounts of their bills for said 
services by whatever procedures as may be necessary or appropriate. 

3. The undersigned Patient understands and agrees that they are directly and fully responsible to 
said Doctor for all medical bills submitted by them for services to the Patient and that this 
agreement is made solely for said Doctor’s additional protection and to induce them to provide 
care and treatment while awaiting payment. It is further understood that such payment is not 
contingent on any settlement, judgment, verdict, or insurance proceeds by which the Patient may 
eventually recover said fees and expenses. 

4. The undersigned further agrees that a service charge of 1.5% per month on any unpaid balance 
shall be added to any outstanding balance remaining unpaid after 30 days from the date of 
treatment. The undersigned further agrees to pay all costs of collection of collection of any such 
balance including reasonable attorney’s fees. 

5. A photocopy of this document will be deemed as valid and binding as the original. 
 

I have read and fully understand this agreement and received a copy hereto. 
 

In witness whereof, we have executed this agreement on the ________ day of ____________________. 
Witness Signature: ____________________________________________ 
Patient Signature: _____________________________________________ 
Doctor Signature: _____________________________________________ 



Delran Chiropractic, PA 
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Irrevocable Assignment of Benefits/Guarantee to Cooperate 
 

In consideration of services rendered or to be rendered to the patient named below, I hereby authorize and 
assign payment directly to the office of Delran Chiropractic, PA of any and all first party no-fault automobile 
insurance benefits to which I am otherwise entitled for services rendered by the provider. This medical office, in 
turn, agrees to comply with the requirements of the no-fault insurance carrier’s precertification plan/decision 
point review plan, and the medical office agrees not to seek to obtain payment from the insured or persons 
receiving treatment or undergoing medical testing whenever charges have been reduced in accordance with 
the no-fault carrier’s precertification plan. 
 
I authorize, assign, and direct payment of insurance benefits to Delran Chiropractic, PA for monies due on bills 
which relate to services rendered. I assign, to the above provider’s office, the right to prosecute the claim(s) 
against the insurance carrier that affords benefits, and I agree to fully cooperate with this provider’s office’s 
efforts to prosecute a claim against the insurance carrier if there is not timely payment on the claim. 
 
In the event the provider’s charges are outstanding and I fail to file an application for benefits under the “State 
No-Fault Laws,” I hereby authorize the providers to file such a claim on my behalf so that the provider may 
realize payments of its charges. I also authorize the above referenced provider to release any medical 
information necessary for the use of attorneys, doctors, insurance companies, or collection services. 
 
As part of my assignment of benefits, I specifically request that my insurance carrier forward to the provider 
copies of any and all reports from independent examiners, peer review doctors, and auditing companies. 
 
Additionally, should I recover any money by virtue of claim or legal cause of action, I hereby assign my right to 
payment directly to the health care provider named above, and I direct my attorney or other legal representative 
to honor this irrevocable assignment as a lien on my file or any funds that may be due to me. My attorney or 
legal representative is hereby authorized and directed to make such payment from the recovery in such claim 
or action up to the amount due to the above provider so as to be consistent with this assignment. This 
assignment will also serve as a letter or protection for the provider, which grants the provider the ability to 
recover outstanding balanced, which are not due to fee scheduling reductions, from any and all settlements I 
may recover. 
 
I understand that the above assignment may not be revoked or amended without the expressed written consent 
of the above-mentioned provider. Additionally, by signing this agreement, I fully understand the terms contained 
within. My signature also represents that I fully understand this agreement if I needed assistance interpreting it. 
I have not been coerced in any way to give this assignment. If any portion of this form is found to be invalid, the 
remainder shall remain in effect. A photocopy of this shall be deemed as valid as an original. 
 
Patient Signature: _______________________________ Claim Number: _________________________ 
Patient Name: __________________________________ Date of Accident: _______________________ 
Date: ___________________________ 



Delran Chiropractic, PA 
Chiropractic Physicians & Wellness Center 

3001 Bridgeboro Road 
Delran, New Jersey 08075 

Phone: 856-461-6262 
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Dr. Jason Polino, DC 
Dr. Nancy Cillo, DC, CNT 
 

To Attorney: ____________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
Re: ___________________________________________________________ 
 
I hereby authorize the above doctor to furnish you, my attorney, with a full report of their examination, 
diagnosis, treatment, prognosis, etc., or myself in regard to the accident in which I was involved. 
 
I hereby authorize and direct you, my attorney, to pay directly to said doctor such sums as may be due 
and owing them for professional services rendered by me both by reason of this accident and by reason 
of any other bills that are due to their office and to withhold such sums from any settlement, judgment, or 
verdict as may be necessary adequately to 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, or myself as the result of the injuries for which I have been treated or injuries in 
connection therewith. 
 
I fully understand that I am directly and fully responsible to said doctor for all professional bills submitted 
by them for services rendered me and that this agreement is made solely for said doctor’s additional 
protection and in consideration of their waiting 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 Signature: _______________________________________ Date: _________________________ 
Patient Address: ______________________________________________________________________ 
 
The undersigned being attorney of record for the above patient does hereby agree to observe all of the 
terms of the above and agrees to withhold such sums from any settlement, judgment, or verdict as may 
be necessary adequately to protect the said doctor named above. 
 
Attorney Signature: ______________________________________ Date: ________________________ 
 
 
Attorney: Please date, sign, and return one copy to the doctor’s office at once. 
Reply envelope attached. 
Keep one copy for your records. 
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Authorization for the Release of Records 
 

To: _______________________________________________________________________ 
(Name of Doctor or Hospital) 

 
Address: ___________________________________________________________________ 
 
I hereby authorize and request you to release records to: 

Dr. Jason Polino, DC 
Dr. Nancy Cillo, DC, CNT 

AND 
Delran Chiropractic, PA 
3001 Bridgeboro Road 

Delran, New Jersey 08075 
 
Any and all health records in your possession, including: 

● Blood work 
● Consultations 
● CT scans 
● Electrodiagnostics 
● Emergency room records 
● MRI reports and disks 
● Police reports 
● Xrays 

 
Concerning the undersigned, you may choose either of the following options for sending all 
health records (please check any/all applicable selections): 

● Mail the records to the above address _____ 
● Fax records to 856-461-5644 _____ 

 
 
Patient Signature: ____________________________________ Date: __________________ 
Patient Name: _______________________________________ 
Witness: _______________________________ Relationship:_________________________ 




