Leaf Chiropractic: A Creating Wellness Center

Auto Accident
The staff at Leaf Chiropractic: A Creating Wellness Center is sorry to hear that you have been involved in an automobile accident.  Whether the accident was your fault or someone else, there is some pertinent information we need to process your case in a timely manner. Please acquire all of the information on this page as quickly as possibly, so as not to delay any treatment of your condition. If you do not have any insurance coverage (Med-Pay benefits) we must obtain a letter of protection from an attorney to guarantee payment.
Name: ________________________________ 
Date of Accident: ______________

Health Insurance: __________________________

Med-Pay: 
This is part of your auto insurance and it pays the doctor and hospital 


bills for injuries to you and the passengers in your car, regardless of who 


causes the accident.  
Your Auto Insurance: ______________________________
Phone: _________________

Claim #: ___________________________
Contact Person: ______________________

Billing Address: __________________________________________________________

At-Fault:
This is the person who caused the accident and their insurance provider. 


Our office will not bill this company, but we will need any contact 



information available.

Their Insurance company: __________________________
Phone: _________________

Contact Person: ________________________________

Attorney: 
If your insurance policy does not offer Med-Pay insurance benefits, you 


will need a letter of protection from an attorney and $25/wk. of treatment. 


You may otherwise wish to have an attorney represent your case. 

Attorney Name: _______________________________
Phone: _________________

We will bill your Med-Pay coverage which normally covers 100% of your chiropractic costs pertaining to your accident. However, please understand that you are ultimately responsible for your bill in the event that the insurance denies payment.  Any other payment arrangements must be made before care begins.
I have read and understood the above policy of Leaf Chiropractic & Wellness Center and wish to receive treatment for my condition.

Signature: _____________________________
Date: _______________________
Witness: ______________________________
Date: _______________________
