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DOCTOR'S LIEN
AND RELEASE OF MEDICAL DOCUMENTS

SOUTHERN CALIFORNIA Attorney Name (1Iifi) :
INJURY TREATMENT CENTER Address (M)
15857 POMONA RINCON ROAD

CHINO HILLS, CA 91709

PH: 844-787-3286

FX: 909-591-0538

TO ATTORNEY ON THE CASE OF:
DATE OF INJURY (3245 /1 H #)

This is a contract and a legal binding document which binds the attorney and patient to ensure that the doctor is paid for his
services once the case is settled or a verdict is received. PLEASE SIGN AND FAX BACK TO (909) 591-0538. X2 —# & /A /HI.E G~

BLFEIGHI A, WRIIFIEEZRGLFT T, UBRES RIS R E G, BHRZANELERIRE . 585
E (909) 591-0538.

| do hereby authorize Southern California Injury Treatment Center, to furnish you, my attorney, with a full report of my
examination, diagnosis, treatment, prognosis, etc., in regards to the accident dated F1#7E It #%4X South California Injury

Treatment Center, F FHHCA LM AR A RN HHUS R SR E, 2Wr, 6)7, BURETT K S BR S

I hereby authorize and direct you, as my attorney for the personal injury case, to pay directly to Southern California Injury
Treatment Center such sums as may be due and owing him/her for medical services rendered me both by reason of this accident
and by reason of any other bills that are due his/her office and to withhold such sums from any settlement, or verdict as may be
necessary to adequately protect such lien. T ZE LI FIERE EATRHIASHERHNEIT, EEFFKL South California
Injury Treatment Center, TR EHTXREHEZHE THMREFM = 4NET RS RKREBNIZME. XERNEMETH

MRFIRFNBEEAT D FRIFHLERENNHER

This is a third party lien given by the undersigned client to the benefit of the services for the above mentioned case. Your client
instructs you not to revise this agreement and sign it immediately. If you fail to sign this document within the specified time, you will
be in direct conflict with client instructions. IX &% 4 % i fites iR IR S 2 si 28 =T B BH% P IRREAEE
SO SOF LR . R BORREAE TR E N A A ZEZ I, K 58 P e R BEA MRS

PATIENT INITIALS (E25 1 7 R4 5)

| understand that | am directly responsible for the said medicals and for all medical bills incurred for services regardless of the
outcome of the case. | understand, that if the doctor is not successful after due diligence in contacting the attorney or if the
attorney refuses to cooperate, that this lien will be void and | am personally responsible for the outstanding medical bills. . T fi#
, RS Ry, BRI FREST RS AP AR A ST R B . R T, mREEERRS G RER
DHERRBVRIW, BEWREBIMIELGYE, WX ELCRIER, A AR RATHEST A5 .

PATIENT SIGNATURE (%:42) DATE (H )

PRINT NAME (IE#414:44)

SOUTHERN CALIFORNIA INJURY TREATMENT CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
PH: 844-787-3286 e FAX: 909-591-0538
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The undersigned being the attorney for the injured above mentioned party hereby agrees to observe all the terms of this agreement
between the doctor and the client and agrees to withhold such sums for any settlement, judgment or verdict as may be necessary to
protect said doctor’s lien. If dispute arises from this agreement and if the doctor prevails, the attorney or patient, as ordered by
court, will be responsible to pay for actual attorney fees and costs. 1’E?’JJ:5$£%7‘§E]‘J?$W, BN REETFEESRITA
ZIEHEA P P RIBTA 565K, I RS9 DR X B A 1 B BRI B — 22k ﬁﬁ PASCAFREAT AR AT 6 EE R AR, e sl v o
WA GRSy, IF W REA R, WERIT S F L R 2, 5T SO SERR AR T B R ATE 2

A COPY OR A FAXED COPY OF THIS DOCUMENT IS A VALID AS THE ORIGINAL
(F 15195 2 B e BB AN SR 46 XA 3K)

ATTORNEY SIGNATURE (fifi%:42) DATE (H )

SOUTHERN CALIFORNIA INJURY TREATMENT CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
PH: 844-787-3286 e FAX: 909-591-0538



AUTHORIZATION OF BENEFITS ((8F]#4Y)

I (3%), assign any and all rights and benefits under my policy to the
following doctor or facility (K A< AR BT BT FET A A1 5F) 26 7 1k 45 DL R AR B

Southern California Injury Treatment Center 15857 Pomona Rincon Road, Chino Hills,
CA 91709

I ask that any and all checks due to me under my policy to be made out to the doctor or facility mentioned
above. If my policy has a prohibition of assignment clause and does not allow assignment of benefits under my
policy, then I instruct my insurance company to make the check payable to me but mail the check to the
address mentioned above. Any failure to comply with this assignment will be violation of Insurance Code
Section 790.03 and Insurance Regulation and will be considered a violation of my rights under the policy. (3
TR IR, NATZ A TR ST AR RN T A SR AN S A 28 R R A sl IR . iR R R
AR, I EARVFERMR R T IR, B2 RIERILARES A 7 3R AT 453,
EK SCER AT 3 Eak k. ARATANE S BAR S5 AT MRS e (CRIGHE L) 56 790.03 15 FHERIS: 2% 41,
HRABAN A RICIRAE LR ER TN BIAUR].)

Authorization to Release Information (KX HEE)

I hereby authorize Southern California Injury Treatment Center to: (1) release any information
necessary to insurance carriers regarding my illness and treatments, (2) process insurance claims generated in
the course of examination or treatment, and (3) allow a photocopy of my signature to be used to process
insurance claims for the period of a lifetime. This order will remain in effect until revoked by me in writing.

BH A Southern California Injury Treatment Center: (1) [al {5 2 7 & A 45 < F K507 Ak
ST IATAT L EAE B, (2) ALBRYEAS A BT AR T AR BRI IR IS 2RI, (3) AV FH R A5 44 I S BN ke ab 2
KGRI RW . ¥ —EAR, BRI AF T A4 )

I have requested medical services from Southern California Injury Treatment Center on behalf of
myself and/or my dependents, and understand that by making this request, | become fully financially
responsible for any and all charges incurred in the course of the treatment authorized. (F& 2 AR A A F1/84 3K
(11324577 N1l Southern California Injury Treatment Center HiiEES 7RSS, JF 7 @R H
TER, RS TT LR R AR IR AT 9% FH A HE 43 55 54T

| further understand that fees are due and payable on the date that services are rendered and agree to pay all
such charges incurred in full immediately upon presentation of the appropriate statement. A photocopy of this
assignment is to be considered as valid and original. (FkHf#, 2% HAERMIRS 2 HRBIHH2A4F, HFRZEE
FRACHE 2 P JE SL R S T 2R 9 o AT S5 HISE BN AR A A RO R 46

The payment under the policy should be mailed to my provider at once and no unnecessary delays are

acceptable. (A IZBCR AT — Il 27 B FRA RIT LA, IF BARNA AL E I E1R.)
Date (H i#):

Print Name (IEA& 47

Signature (%:4) :
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Thank you for choosing Southern California Injury Treatment Center. Please take the next few minutes to
complete the following paperwork. Answer each question with as much detail as possible. If you need more

room, please use the back of this paper. (5151 /&%E 5 Southern California Injury Treatment Center, 1HIES Y
THEE, ARURZNEDEEZENEE., MREFEELTE, BEATENSE,

PATIENT DEMOGRAPHICS (Ji5 A& E.)

Name (% F) : Date( H ) :

Social Security Number (#t 2 {£[ 5 ): - -

Driver’s License Number (%5 18 [ 5 5)
Date of birth (4 H 1) :
E-mail address (FE -7 HB£F L) -
Street Address (f7iE i) :
City (4 117):
State () : Zip Code (HEE ZmAL) :
Home Phone (5 JiE Hi 1)
Cell Phone (F-HLHL1E):
Occupation (HRK)
Business Phone ( T./EHL1f) :
Sex (Circle one) 15 (&) : Male (¥5)  Female (%)

Marital Status (Circle) Z52HIR5L CRE[HD

Single (%) Married (445) Domestic Partner(f£{#) Divorced (%#5) Separated (4/5) Widowed (:1%)
Spouse’s Name (Bt fH1E44):
# of Children (JL4~/NZ): Ages (/ML) -
Emergency Contact Name (‘X 2Bk R AN 1E4) -
Relationship (X&) :
Contact Phone (X2t R NG 5Y)

SOUTHERN CALIFORNIA INJURY TREATMENT CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
PH: 844-787-3286 e FAX: 909-591-0538
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How did you hear about us? (Please circle) /R /&

S B A HTERATR (15 1)
Attorney (££1) Doctor Office (54212 FT)  Other (HAih):

Referred by (17 34): City (3 1T) :

(NAME %% )

PLEASE PROVIDE ALL PERTINENT INFORMATION REGARDING YOUR CAR AND/OR INSURANCE COVERAGE. IF YOU HAVE
SECONDARY INSURANCE PLEASE GIVE INFO FOR BOTH PARTIES.
(B RO RIS RV MR BTG B T HIDSME 2 o R R RE, ISR U M5 2.

INSURANCE INFORMATION OTHER PARTY INSURANCE INFORMATION
(PRESAE ) (Al PRI AE )
AUTO INSURANCE NAME (VR4 FRE A 7 44 7K) - AUTO INSURANCE NAME (V5 2= FRR 2 7 4 FK) -
POLICY NUMBER (£ 5.4 5): POLICY NUMBER ({# 8.4 5 ):
ADDRESS (Hhhik) : ADDRESS (Hiuhit) :
ADJUSTER NAME (BRI 7 1tk 43) - ADJUSTER NAME (B8 3 1t 44)
PH FLi% 505 PH FL 1% 55
CLAIM NUMBER (& 9% 5) : CLAIM NUMBER (Z§ %% 5) :
POLICY LIMIT (2 Jb% PR 4i) - POLICY LIMIT (% i PR 451) -

SOUTHERN CALIFORNIA INJURY TREATMENT CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
PH: 844-787-3286 e FAX: 909-591-0538
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MEDICAL INFORMATION RELEASE (A HEF7{= E)

| hereby authorize (name and address of healthcare provider)
BRI (BT RS2 Ftit)

to release/disclose my personal health information (PHI) for purposes of payment, health care operations and
treatment. The information and records, which may be released to any medical psychiatric, psychological,
psychotherapy, alcohol and/or drug abuse records and/or information, which he/she may have regarding. T
MEH/RBENMARRES (PH) BATAR. BERIETT . SEERFTE, TUATFAEE@ETRER
/. MEOIERTT . BB/ AYERIC R/ EHEXNER.

(Patient Name) (EE#HR) (Date of birth) (&4 HHA)

Examples of these types of uses and disclosures include : XiZERAFNFEASFENTHRELE

PAYMENT ({tFX) : We use and disclose your PHI in order to process claims and seek reimbursement for your
health expenses covered by an insurer HA1ERFAFEHEFEERLERRE, HFIRRRATDIAEHREER.

TREATMENT (3&¥7) : We may disclose your PHI to assist in your health care (doctors, pharmacy and others) in
your diagnosis and treatment. A e S A HBNETEE, UBENETRERHEE (BEE. &4
BE. MEMYIAE) SERTIZEHFLETT

OTHER PERMITTED OR REQUIRED DISCLOSURES OF YOUR PHI : (Hb A FHEERAALHNETEEN
BRE: )
AS REQUIRED BY LAW (1R#E:£# = K) : We may disclose your PHI when required to do so by law (i.e.,
Workers’ Compensation) ;AR E RN ENTESWBLENEER (b FITIMEEE, )
PUBLIC HEALTH ACTIVITIES (/A3 B 4 5E5)): We may disclose PHI to public health agencies foreasons
such as preventing or controlling disease, medical injury, or disability, and/or enable product recalls,
repairs or replacements. F{JTJ s S H TR ETIER. EfhEf&&N/ FA~RE0. 4
. AFEREFRRRLALDAVIMREENETER.

Initial (BFEFHRES) :

Signature (% 8&) : Date (HH}) :

Print Name (Ef#&£& =) :

SOUTHERN CALIFORNIA INJURY TREATMENT CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
PH: 844-787-3286 e FAX: 909-591-0538
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PHYSICIAN-PATIENT ARBITRATION AGREEMENT (B {h& #1150

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any medical services rendered
under this contract were unnecessary or unauthorized or were improperly, negligently, or incompetently rendered, will be determined by
submission to arbitration as provided by California law, and not by a lawsuit or resort to court process except as California law provides for judicial
review or arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional right to have any such dispute
decided in a court of law before a jury, and instead are accepting the use of arbitration.

FR— MBBIIET 8, TAETEHRAUS, AREAGRARENTAETREEESAVDERREREN, HAY . RRKLTHES, HHMMEER
ERZMIAE, MARBEIFASIREEZERS, BREMNEENEIEIFTENMEEF. XERNNAFBIEFITAER, MFRENF, EERH
FEE B HURMERIIL KRN, MSEZMIMNEA.

Article 2: All Claims Must be Arbitrated: It is the intention of the parties that this agreement bind all parties whose claims may arise out of or relate
to treatment or service provided by the physician including any spouse or heirs of the patient and any children, whether born or unborn, at the
time of the occurrence giving rise to any claim. In the case of any pregnant mother, the term “patient” herein shall mean both the mother and the

mother’s expected child or children.
BT A RBHBLFETHR. WTHERER, AN E TSI ERBREEERBIVETIRSEAXNETETARS, BIEEENRBR LA

AREEETZ (RERERREE) | EFEFRENSIENETRE. NTHRZOEE, WA EE AN REEEIEERNIR T %o

Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shall select an
arbitrator (part arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the parties
within thirty days of a demand for a neutral arbitrator by either party. Each part to the arbitration shall pay such part’s pro rata share of the
expenses and fees of the neutral arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not
including counsel fees or witness fees, or other expenses incurred by a part for such party’s immunity shall supplement, not supplant, any other
applicable statutory or common law.

FR=EFNEREE MRERDAMUPEERNERAET. EANEZTRAEE—BFRR (BAFRR)  F=ZBHHRR (FrrBRR) AN
FYUBEABZRFPILMBRN=ARAENAEENMRE ALY . FENES BN A R IMBERNFRAMER, NURPIHEAXENSIHAEN

hRMEMSER, TEERMBRFIEAL, XA A ZTNHREMRENEME AT AERAEFTRMERNEES LT BE

Either party shall have the absolute right to arbitrate separately the issues of liability and damages upon written request to the neutral arbitrator.
AT — I E NI @ 3 RIRE B EIERE 2 AP AN E R G0 .

The parties consent to the intervention and joinder in this arbitration of any person or entity which would otherwise be a proper additional party in
a court action, and upon such intervention and joinder any existing court action against such additional person or entity shall be stayed pending
arbitration. ¥FARBMEAAR EBIFIAPIE SN A —THAREEHTARBEN TG, FEEETTRMEHFE, $tNzHEBAS S ER
EEREERIFAR AL, IXFPR .

The parties agree that provisions of California law applicable to health care providers shall apply to disputes within this arbitration agreement,
including, but not limited to, Code of Civil Procedure Sections 340.5 and 667.7 and Civil Code Sections 3333.1 and 3333.2. Any party may bring
before the arbitrators a motion for summary judgment or summary adjudication in accordance with the Code of Civil Procedure. Discovery shall be
conducted pursuant to Code of Civil Procedure section 1283.05; however, depositions may be taken without prior approval of the neutral
arbitrator. WAER, EAFEERBREZNMMNEREFEATRMEMUP RN, SIEERRFREFRESE 3405 6677 TIUE (RiEHL)
% 3333.1 133332 T, HFEATMKRREFIFINEEMEIRE ALRARSHRNRARNFNIN . KANRE (REFFIRNE) % 128305 F#HTER, K
KPR RAFEAMAE, FTRUMELIEAE.

SOUTHERN CALIFORNIA INJURY TREATMENT CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
PH: 844-787-3286 e FAX: 909-591-0538
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Article 4: General Provisions: All claims based upon the same incident, transaction or related circumstances shall be arbitrated in one proceeding.
A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would be barred by
the applicable California statue of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the procedures prescribed
herein with reasonable diligence. With respect to any matter not herein expressly provided for, the arbitrators shall be governed by the California
Code of Civil Procedure provisions relating to arbitration.

AU —RE: ETE—F4 XHEBEXERNAERBNER —NEFPETHR. ZRBERRFHFIAZL 0R 1) ZARZBMZH, ER
EIFRIAPRE R, MZREEREROINFERTEMN (NEUES) MEEL, HF2) RBARBAXAENEFUGENESNREER, BRBXK.
NFUAARBEAENFZED, FRRANZ (NFERIRFFARFANY F5MEEXNNEERE.

Article 5: Revocation: The agreement may be revoked by written notice delivered to the physician within 30 days of signature. It is the intent of this
agreement to apply to all medical services rendered any time for any condition.

BT #8: M TEERE 0 XNEEERE BEEAEHE. AMUNEERERTEETNERENAE ETRS.

Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed (including, but not limited to,
emergency treatment) patient should initial below:

BN BHRR: NMRBETEANREATZHPAMHRHNRS (BEETRTERRS)  BENTRUNT:

Effective as the date of first medical services

(HEXRETREZAEER) Patient or Patient Representative’s Initials (B EH EER RN EFFEDS)

If any provision of this arbitration agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not be
affected by the invalidity of any other provision. (IR AR MFHWAEFTRRBINA LRI ARTNGT, ERERERIFTLEN, BRI ETHMEHK
TRAITING.)

| understand that | have the right to receive a copy of this arbitration agreement. By my signature below, | acknowledge that | have received a copy.

BEBRA R AFHDUNEIA. BETENES, RRIAREKRE—HEIX)

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OR MEDICAL MALPRACTICE DECIDED BY NEUTRAL
ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIALL SEE ARTICLE 1 OF THIS CONTRACT. (;x&: %%
AERFTERREEP L RRENEAEARETER, CHFRFASERFHONA, BEZHEERE 1%)

By (H1) : Date (H) :
Physician of Authorized Representative’s Signature (¥ {CEE % R)

Print of stamp Name of Physician, Medical Group, or Association Name
(ERBBEEEL. EFFAS hEBIRMEIR)
By (H1) : Date (H ) :
Patient or Patient Representative’s Signature (BEH BEZERERNER)

(Patient Name B&# )

(If Representative, Print Name/Relationship to Patient)

(IHEREA, BFEEBEUR/SBERXR)

SOUTHERN CALIFORNIA INJURY TREATMENT CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
PH: 844-787-3286 e FAX: 909-591-0538
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HISTORY OF OCCURRENCE (Z#7]A]%5)

If your personal injury was NOT a motor vehicle accident collision, but was a slip and fall, or other type of

injury, please answer all questions that apply to your injury. Please be specific. (U1 RN HHEARE ER
SR, M e A IER R E, WIEEANREAEH TERNAERDR)

Date of accident (Zi H i#): Time (&4 IETIE]) :
Driver of car (7] #l) :

Where were you seated? (Please circle) /RALLEMF L ? (15B ) : Driver’s seat (&) #1)
Front right seat (R THI )4 %2)  Front middle seat (FITH ) B])  Rear right passenger (/& [H )45 32)
Rear middle passenger (Ji Il Ft) 47 18]) Rear left passenger (/& [ [ A 3)

Who owns the car? (iEHH X FHZE?)
Year, Make, and model of car (EZEEH. SmiE. EH):
What was the approximate damage done to the car you were in? ({RIBFZE N ARSI ETE L /)?

S
Visibility at the time of accident (Circle) Z=#7 % 4 B 8E UL E (Bl H) : Poor (1RZ) Fair (—#%) Good (4F)

Road conditions at the time of accident (Circle) % & R ES ELIAR ()
lcy (4527K)  Rainy/Wet ( F/1RIE) Clear (FEEHIKRZ)  Dark (ERZEAY)

Please check all that apply (15E B & HAFT4H) :
My car hit another car (BRI EET B—iHE)
My car was hit on the (F& I ZEWFEEZRAL) : [ IRight () [] Left (42) [ ] Rear (J51H) [ Front (Hi )
Type of accident (7 A) : [ |Head on collision (ZE 3L #f1E) Broad-side collision (] E A& 3E )
Rear-end collision ()5 ¥l 4#)[ | Front impact (rear-ended car in front) gisaliE GERRZE)

Non-collision (Describe) A~ & 44" (FHt) :

SOUTHERN CALIFORNIA INJURY TREATMENT CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
PH: 844-787-3286 e FAX: 909-591-0538



Description of accident (1B iiidE ik 4 £id) :

SOUTHERN CALIFORNIA INJURY TREATMENT CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
PH: 844-787-3286 e FAX: 909-591-0538
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HIPAA Notice of Privacy Practices
KBAER T MEEAFRBEAXRENETER, NERWEAHBLER. BFHEESE.

ARAREIERER T RNOEAEATRBEZFRPHREES (PH) #TET. INHETHRERE (TPO) MRERATHERHHAME
8. EXREA T EGEMNEFZRPOERESNNT. "ZRIPFOBEEFE"ZEAEXENEE, 8RAONRIMER XEFETHERABNSH
FESHEE, RESIRENSORESOERRIIKARBRETRERSE X,

ZRPBRESEASHEZRIPBRES
BHZRPREEETHSBENEE. TNODLETEARFMENALZOMNMIEMAEBMKE, XERTSE5EMNPENGT, NEAN
GCRHEETRERS . INENETRERSE. FEENHINEREZREROEFTEBAE.

BT BAEERTREERRIPNERES, URA. WASEEENET REBNEMEXRKRS . XOEMBEBLEEENETRESE=587.
i, BNSBEZRFNRRELS (WHELE) KELAGRMPENCERFIM. flM, SNIRPOBRRERTHREHRSEHELNE
£, DRREEHELZHICAT ENLERFES.

S FREFTREAZIRPORRES URSENETRERSAR. 60, RESERTTTEFTEFEXNZIRIPRRESKEI BRI
o, DR B AR,

EREIZE  BNTRSREFEEAIRESIRPIRRER UXHEEEHUHNYEED . XEFHERERRTRENEET . R
THREES. RIHEAES . ERFER FTMNRETRRHEMYEES. flm, BRNTESEENDMEERANEFZRFEREERIR
PRRRES. I BNTRSEBLAFERAERR, ERGAZLALERIRENESE. SENEEEEFLRN, RNBIRERL
ERERFUE, WALE, BMNUTRSEAINEEZRIPNBRER, MIERERA.

REBHEN, BMNTESEUTEATEASKBEEZIRIPFNERES. XEELEE RIBEEZEE, AHPERBEEEER, FR%:

DARE: ERZZN: RaNAYEERER: ZERERF A RFE. RETENRERE: #R: LREH EFFHTERZE: K
B FERETHKE RIBEE BRNLAEERE HEDEMANREEERRKERN, FAERHERNOEFHERTEE 164.500 THY
=K

BRIFEEER, BURFALCHER. BNERENSHERLT, FR#FTHEMAFMAFEMRMBE. BTN X BEE R RN

BEAER 4 35 R A4 B9 PN AR BRIRAN 5 e 15 R A 32 PR S 58 o SRR AT e B9 E (R RR 5P

AR A
UTREXTZRIPRRE B HRFIE .

BERRBENEFZRRIFNERES. B, REKBEE EAFREIEFUTERMRETELESENASIERARE. MEHTERF
WHEFNCRNES, NERZEFERFINIZLRRZIRIFERERRIFNERES.

BERBRREAZFEPOBREES . XBREGTURRBENABHETAET . MRSETRIEN B AOEASIREEZ R OREEBOERERD .
BRURBRABETESSENFENPLNRERZNEZFRPERESOEEAHS, SHTARRRGBHIANBHERN. BHIERS
R RAIEROEFERVINREFERRFZATH. EHEEFIFTEASETEREROMS . MREDNAAFEATEEZRIFNRRESST
BENRENDE, URRFHRRESEAZRE. Re, EHENERREMETREZILAR.

A REREY E T XS A B R B B (S .

AN ZRMNBNBERRA BHROKREA, EEERENE FAREIARBH.

ARG ES EREZRIPOBRES. MRBAELENERER, EHENEBMREIFCERANER, B TEEERBEHN SR
FHR A EREERT X RBAE AR

BERBE BN EZRIPFNBREES (RE) HRERENSIT.
BMREEIRBRERONF, FHFBIMABMEETER. RE, EHPRELBNDIE RS HHE.

Fif: MRLINABARMERANRIEL, ETUERBNHEESRS T ETNETBAENOBBERAGHRIFREANRF. 2]
I FER Mt TRE .

ERERBMNEFNOANRR, FREGXZRPBREENEEXNSNRLBEFINEN. MRENERBEEEARIY, FRERBILIEEE
A HIPAA EHLE

SPECTRUM MRI IMAGING CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
PH: 909-591-5587 e FAX: 909-591-0538
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PATIENT HEALTH HISTORY (5 /g g &)

Name (% F) : Family Physician (K JE =) :

FAMILY HISTORY (CIRCLE ALL THAT APPLY) 5 JiEii st (BEH)

Mother (i&3Z) : A) Cancer (J&JiE) B) Diabetes (##JRJ%) C) Heart Disease (\(»fff%) D) High Blood Pressure (& Ifl/E)

E) Respiratory Problems ( % [B1ER) F) Kidney (' [a]81) G) Stroke (1K) H) In good health (& {AfiE )
1) If deceased (W15RFETS) — age of death (FET-ZE#4)

Father (852 ) : A) Cancer (J£JiE) B) Diabetes (# /X)) C) Heart Disease (:0>lEJ#%) D) High Blood Pressure (5 IfiLE)

Respiratory Problems ( FEHE [B)#1) F) Kidney (‘B 0l#%) G) Stroke (F7/Xl) H) In good health (& 141 &)
) If deceased (H1RFLT:) — age of death (FET-4EER)

E)

Siblings (/LB HEE) : A) Cancer (J£5iE) B) Diabetes (# /RJ#%) C) Heart Disease ({L>JE7%) D) High Blood Pressure (& IiiL/E

)  E)Respiratory Problems ( FH [E]#R) F) Kidney (& B)#) G) Stroke (FF/Xl) H) In good health (& 1@ 5F)
) If deceased (MR FLT:) — age of death (FET-4EER)

SOCIAL HISTORY: (CIRCLE ALL THAT APPLY) 1< HE: GEEY)

MARITAL STATUS (BSHAARIT) 1. SINGLE (52) 2. MARRIED (E.%4%) 3. DIVORCED (& 45) 4. WIDOWED(TZ 1)
NUMBER OF CHILDREN (JL/~/)M%): (0) (1) (2) (3) (4) (5)

DOYOU (fRA): 1. EXERCISE REGULARLY (& HIR1%) 2. EAT A BALANCED DIET? (I 391889k 87?)

3. OBTAIN SUFFICIENT REST? (3518 R 59K 2?)
DO YOU DRINK COFFEE/TEA? HOW MANY CUPS/DAY? ({RKMBNIE/ 4515 245 K 18 JLFR?):

DO YOU SMOKE? HOW MANY PACKS/DAY? (fRHHNHIS 2 M KAH L E?) :

DO YOU DRINK ALCOHOL? HOW MANY DRINKS PER DAY? ({/RIB{FEIS 2 45K N8 JLFR?)

MEDICAL HISTORY: CIRCLE ALL THAT APPLY (J5 5 : HErEIER)

A) CHILDHOOD ILLNESSES (JLEF#E5%) : 1) MEASLES (#£32) 2) MUMPS (BRI 7¢) 3) CHICKENPOX (7KJt) 4) TUBERCULOSIS (

££3%)5) RHEUMATIC FEVER (XJZ#4) 7) OTHER (3:4th) :

LIST OF ANY BIRTH DEFECTS (F1| H A7) 5 R P Sk ) -

HOSPITALIZATIONS & SURGERIES: If you have ever been hospitalized, list reason, and dates.

FEREFA MREGEER, BIHREREFEER,

M/O/Y /[
MDY /]
MDY /]
M/O/N /[

SOUTHERN CALIFORNIA INJURY TREATMENT CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
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B)ADULT/ILLNESSES/INJURIES (R E /5 & f%/€1445): 1) DIABETES 2) HEART DISEASE 3) HIGH BLOOD PRESSURE 4)
SEIZURES 5) CANCER 6) OTHER

Also list injuries for which you have not been hospitalized; include approximate dates. i A\ /RR/ A5« 1) BEIRIE 2) O
B 3) mfLE 4) BUR A ME 5) FE 6) Hofth, S| HAERERE B2 hEN, SRS,

MDY
MDY /[
MDY __ [

MEDICATIONS: LIST ALL MEDICATIONS THAT YOU ARE CURRENTLY TAKING OR HAVE TAKEN ON A REGULAR BASIS IN THE LAST SIX
MONTHS (INCLUDE HOME REMEDIES) 254: SIS R EARAREHRATEANRANREAY (BEEREXANER
K AZ)

A) B) Q)

D) E) F)

PAIN LEVEL WITH MEDICATIONS (BRZ5 558K F) : /10 PAIN LEVEL WITH OUT MEDICATION (R Z5 %58k F) : /10

MEDICATIONS TO WHICH YOU ARE ALLERGIC (;3 8254 :
A) B) C)
D) E) F)

SOUTHERN CALIFORNIA INJURY TREATMENT CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
PH: 844-787-3286 e FAX: 909-591-0538



Name (% F):
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&
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5
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Date of Injury (%211 H #f):

HEAD TRAUMA SYMPTOMS (SLER 145 HEIR)

Please circle all symptoms you currently have that you did not have before the accident. iIEBIH S BRI LI B EEHELEFSH

BLEYAEIR -

NEUROGICAL SYMPTOMS (£ EMR)

Numbness(RA) | Tingling Arm/Hand (18 T & /F)

Weakness Arm/Hand (E2 55 & /F)
Numbness FRAS | Tingling Leg/Foot(i#il7a i /)
Weakness Leg/Foot (B2 55 Ji/H)

(Left £ /Right £9)
(/£ /45 Left/Right)
(Left /£ /Right 45)
(Left /£ /Right 45)

BRAIN X HB%i/NEUROPSYCH 42 0»3/MTBI SYMPTOMS MTBI JEJR:

Range of motion problems (B&IEEITEE 2 IR)
Headaches (3L5)

Muscle spasms (AlLEIEZE)

Dizziness (3L2)

Visual disturbances (¥l +#1)

Sleep disruption (HEHRH T )

Radiating pain (A5t 7eRs)

Anxiety (F&JE)

Depression (1Al

Wanting to be alone (85154)

Sleepiness (%)

Nausea(F&.L») / vomiting (M)

Difficulty concentrating (RAE&E L)

Day dreaming/Mindless staring (E B {45 /T 00k
Mood swings (154K 3h)

Agitation (Al

Sadness or tearful FEGEREE)

Blurry vision (143 1)

Double vision (33R)

Disoriented (k%77 )

Confused (% FIRELIRE)

Difficulty speaking (3 3E E )

Feeling isolated from others (B35 BIAFR4E)
Attention problems (E& /a1 &)

Appetite changes (B H1Z1k)

Pupils different size (AR R~ HIHEL)

Room spinning/woozy feeling (5184 i/ & ki i 5 )
Balance problems (“F-#745 [E1%)

Very tired/dozing during the day(H KR /3T E)
Personality changes (/M3 1k)

Cannot remember numbers (Ri25#F)

Reading problems (3% [a150)

Writing problems (5 &% [a15R)

Difficulty with adding/subtracting (/%4 [0 H)
Poor attention (EE N AEM)

Difficulty learning new things (¥ 3 #i=¥4H F*)
Re-reading things to understand it (BE&FENELLIEMH)
Anger (15%%)

Difficulty making decisions (R&H E )

Change in sexual function (M 1h8EH E1k)

Reduced confidence ({5 L2 F%{%)

Helplessness (%)
Apathy (don’t care) (A ¥/ ET)

Irritable ()
Change in sense of taste or smell (Bk 58 R %5 1)
Flashbacks to accident ([N EZ=#r)

Impatience (&)

Change in sense of taste or smell (Bk 5 e R 5 H T 1)
Flashbacks to accident (@)

Impatience (&%)

Frustration (##4f)

Hearing problems (I 15 51 80)

Difficulty planning or organizing (¥ %|s 484345 [ %)
Difficulty walking ({7:£%5 E3#)

Difficulty focusing/easily distractedcimh R &h/a500)
Taking over the counter pain medication (wf ik45)

SOUTHERN CALIFORNIA INJURY TREATMENT CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
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NAME (&) :

DATE OF BIRTH (L4 HHA ): DATE OF SERVICE (BR&- B HA) :

PAIN DRAWING INSTRUCTIONS: PLEASE MARK THE AREAS ON YOUR BODY THAT YOU ARE HAVING PAIN
(P & 15t BB S R 2 1R S B I )

ﬁ (L NO PAIN (% B ¥&%E) WORSE PAIN (1R%#)
N/ : 1-2-3-4-5-6-7-8-9-10
r K\] ‘/). ()
e - o] ETARE
/’ /(\ (:\ \\ // /A\, ('\ \ BODY PART WITH MEDICATION W/O MEDICATION
[/ A\ [ Zp =35 | BRI W2 BT
// [ O N 4f/ C LY 1. /10 /10
TN [IARY 2. /10 /10
/ f
E f‘\ |’ } ;H\ g 3. /10 /10
It [
.\ ’,ﬁ \) ", | / \ / 4. /10 /10
e Y 5. 10 10
J/’ \ ‘\ {J b / /

(A R A A 3 35 s 4 R /PR ) TS T T ] 1Y)«

Do medications ease

YES NO this difficulty?
CIRCLE ALL THAT APPLY (B 1 FF 4 & A HY): G | e | EIREEREREE
5?)

YES & /NO %

BATHING (3£78) DRESSING(ZE4%)  EATING ("4 V)
BRUSHING TEETH (il4")  COMBING HAIR (# 3L %)

TOILETING (URINATING, DEFECATING) EMIfF CHEER, HE{E)

WRITING (55) TYPING (§]5) SEEING (#1/7)
RECLINING (4% ) WALKING (£ #)

CLIMBING STAIRS (ZEHEHS)

HEARING (Wr 7J) TACTILE FEELING (fif ot f9 /= 5t )
TASTING (Bk%%)  SMELLING (18 %%)

GRASPING (#1) LIFTING (124 5)

TACTILE DISCRIMINATION (fi it 5 1))

RIDING (J8%)  DRIVING (JF%)  FLYING (427#1)
SEXUAL FUNCTION (T4 Th g

SLEEP(EE®T) RESTFULNESS (K 2)
NOCTURNAL SLEEP PATTERNS (7% &) BEER A& %)

SOUTHERN CALIFORNIA INJURY TREATMENT CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
PH: 844-787-3286 e FAX: 909-591-0538
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ANY CHANGES TO YOUR CURRENT MEDICATIONS? (IF YES, PLEASE DESCRIBE)
BHRNAMEFAZHG? (NRE, BHEREH):

ANY NEW ALLERGIES? (IF YES, PLEASE DESCRIBE)
BRI (WRE, BRI H):

DO YOU EXPERIENCE ANY SIGNIFICANT SIDE EFFECTS WITH ANY PRESCRIBED MEDICATIONS? YES OR NO ? IF YES, PLEASE DESCRIBE
RERERBILTTAXNERE ZENEIERDG?

DO ANY OF THE FOLLOWING HELP WITH YOUR PAIN? (EX: CHIRO, ACUPUNCTURE, PHYSICAL THERAPY, HOT/COLD)
PLEASE DESCRIBE 8 H R BT AT AT EMAR? (Bl BHEMRAET, &, WIELRT, BVAE, WRE, BEHERR
A

SIGNATURE (%:44) DATE (H#) :

SOUTHERN CALIFORNIA INJURY TREATMENT CENTER
15857 POMONA RINCON ROAD e CHINO HILLS, CA 91709
PH: 844-787-3286 e FAX: 909-591-0538
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