INITIAL HEALTH STATUS
(Chirapractic) Fax: 877/427-4777

Patient Name Birthdate Sex M/F
Address City ;
State Zip Telephone ( } Patient Primary Language
Occupation Employer Work Phone
Address City State Zip
Subscriber Name Health Plan:
Subscriber ID # o Group # Spouse Name
Spouse Employer City State Zip
Primary Care Physician Name PCP Phone
MARK AN X ON THE PICTURE WHERE YOU HAVE PAIN OR OTHEB SYMPTOMS. .
DESCRIBE YOUR CURRENT PROBLEM AND HOW IT BEGAN: j 5( )i
[]Headache []NeckPain [ ]Mid-back Pain (| Low Back Pain o, — {
[] Other ; ﬂ\_: ' [ :
Isthis? [ ] WorkRelated (] Auto Related [ ] N/A | I8 } \ { ,«L ﬁ
D ; I AN
o oo B i Y/ R
. : L v \ 1
Current complaint (how you feel today): . L \/ | f
Q 1 2 3 4 5 8 7 8 9 1 0J 5 l ) & /
No Pain Unbearable Pain ; LY )}i&i\
How often are your symptoms present?
(Intermittent) [ ] 0 — 25% (126 -50% {151 -75% | []76~100% (Constant)

In the past week, how much has your pain interfered with your daily activities (e.g., work, socidl activities, or household chores?

No interference 0 1 2 3 4 5 6 7 8 9 10 Unable to carry on any activities
HAVE YOU HAD SPINAL X-RAYS, MRI, CT SCAN FOR YOUR AREA(S) OF COMPLAINT? [ No { ]Yes
Date(s) taken: What areas were takf.en?
Please check all of the following that apply to you:

[[] Recent Fever [ Prostate Problems
{ ] Diabetes [ ] Menstrual Problems
] High Blood Pressure [ ] Urinary Problems
L] Stroke (date) ] Currently Pregnant, # weeks i
[J Corticosteroid Use (cortisone. prednisone, etc.) (] Abnormal Weight [ ] Gain [] Loss
[] Taking Birth Control Pilis L] Marked Morning Pain/Stiffness
il Dizziness/Fainting [l Pain Unrelieved by Position or Rest
[ ] Numbness in Groin/Buttocks [_] Pain at Night '
(] Cancer/Tumor (explain) [ ] Visuai Disturbances
[] Surgeries
(| Osteoporosis
(] Epilepsy/Seizures
[ ] Other Health Problems (explain) ] Medications
Family History: [ | Cancer [ ] Diabetes [_] High Blood Pressure
(] Heart Problems/Stroke (] Rheumatoid Arthritis :

I certify to the best of my knowledge, the above information is complete and accurate.. If the health plan information
is not accurate, or if | am not eligible to receive a health care benefit through this provider, | understand that | am
liable for ail charges for services rendered and | agree to notify this doctor immediately whenever | have changes in
my health condition or heaith plan coverage in the future. | understand that my chiropractor or a clinical peer
employed by ASH Plans may need to contact my physician if my condition needs to be co-managed. Therefore, |
give authorization to my chiropractor and/or ASH Plans to contact my physician, if necessary.

Patient Signature Date

A2 P dc thw (HS 2-93-06 doc




PERSONAL INJURY QUESTIONNAIRE |

Name . Phone ( y -
Address City ___ State Zip
Age Birthdate Sex SIS #
Employer's Name Employer's Address
Your Ins. Co. Policy #—ﬁ—ﬁ_q_ﬁ___h__ Agent's Name
Name on Policy (If other than self) l Policy #
Responsible Party's Name
Address City i State Zip
Policy Holder's Name IPoIicy#
ATTORNEY
Name IPhone ( )  —
Address City iState Zip
Were there any witnesses? { YYes ( )No Name(s) .
NATURE OF ACCIDENT: I
1. Date of Accident Time of Day = I

. Were you: { ) Driver

- Number of people in your vehicle?

& W N

. What direction were you headed?

on (name of street)

{ ) Passenger

{ ) North

( ) Front Seat { )Back Seat

Were you wearing seat belts?

( )East { }South { )West

5]

. What direction was other vehicle headed?

( ) North { )East ( )South . { )West
on (name of street) :
6. Were you struck from: { )Behind { )Front ( )Left side { )Right sidé
7. Approximate speed of yourcar _ mph Othercar ____ mph
8. Were you knocked unconscious? { )Yes ( )No If yes, for how long?
9. Were police notitied? { )Yes { )No

10.

In your own words, please describe accident:

11. Did you have any physical complaints BEFORE THE ACCIDENT? ( )Yes

{ )No If yes, please describe in detail:

12. Please describe how you felt:

a. DURING the accident:

b. IMMEDIATELY AFTER the accident:

¢. LATER THAT DAY:

d. THE NEXT DAY:




13.

14.

15.

16.

17.
18,

19.
20,

21,

22

What are your PRESENT complaints and symptoms?

Do you have any congenital (from birth) factors which relate to this problem? () Yee:. ( }No Ifyes, please describe:

Do you have any previous ilinesses which relate to this case? { )Yes { YNo If yes, please describe:

Have you ever been involved in an accident before? ( )Yes ( YNo Ifyes, p;lease describe, including date(s) and
type{s) of accidents, as well as injury(ies) received.

Where were you taken after the accident?

Have you been treated by another doctor since the accident? { )Yes { JNo . If yes, please list doctor's name

and address:

What type of treatment did you receive?

Since this injury occurred, are your symptoms: ( )Improving { }Getting Wc'?rse { )Same
CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT: '

[J Headache [ trritablity OJ Numbness in Toes O Face Flushéd [ Feet Cold

L3 Neck Pain O Chest Pain [0 Shortness of Breath [J Buzzing in Ears ] Hands Cold

O Neck Stif C1 Dizziness 2 Fatigue O Loss of Balance 3 Slomach Upset
O Sleeping Problems U1 Head Seems Too Heavy [ Depressian [J Fainting . O Constipation
[J Back Pain 0 Pins & Needles in Arms O Lights Bother Eyes [7 Loss of Smell [J Cold Sweats
[T Nervousness (I Pins & Needles in Legs 13 Loss of Memory O Loss of Taste [ Fever

[ Tension L1 Numbness in Fingers [ Ears Ring [ Diarrhea 0

Symptoms Other Than Above

Have you lost time from work as a result of this accident? ( )Yes { YNo It 'yes, please complete this question.

a. Last Day Worked:

b. Type of Employment:

¢. Present Salary:

d. Are you being compensated for time lostfromwork? ( )Yes ( YNo |If yes,é please state type of compensation

you are receiving:

Do you notice any activity restrictions as aresult of this injury? { )Yes ( )No If yes, please describe, in detail:

23. Other pertinent information:

DATE PATIENT'S SIGNATURE

Reorder H.J. Ross Co. (714) 539-2130
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Name: Date;

Email address

The government has mandated that al| healtheare providers become compliant
records by 2014. In order for ys to better serve you, our office needs specific |
can become compliant with these laws. If questions don’t apply to you, please

*Problem you are seeking care for:

1. 3.

(this will not be shared with anyone)

fwith electronic health
nformation so that we
indicate with a N/A

2, 4,

*Any Major illnesses?

1 2.

*Have you been diagnosed as a Type | or Type Il diabetic? Y/N

*Have you been diagnosed with hypertension? Y/N Physician:

*What is your race/ethnicity?

*What is your primary language?

*Height Weight Blood Pressure /

*Current medications (if additional, pilease attach a copy of all medications)

1 3.

Pulse

2. 4,

*Allergies to any medications? Y/N Medication

*Are you a current smoker? Y/N Are you a former smoker Y/N

Thank you for your time and understanding in helping us navigate through these new and complicated

laws.

Dr. Belusa and staff




PERFORMANCE CHIROPRACTIC CENTER
NOTICE OF PRIVACY PRACTICES

|
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACC‘:ESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY. :
Performance Chiropractic Center is required, by law, to maintain! the privacy and
confidentiality of your protected health information and te provide our patients with notice
of our legal duties and privacy practices with respect to your protected health
information. !

Disclosure of Your Health Care Information
=000 OF Tour Health Gare Information

Treatment

We may disclose your heaith care information to other heaithcare professionals within
our practice for the purpose of treatment, payment or healthcare operatjons. (example)

“On occasion, it may be necessary to seek consultation regarding your condition
from other health care providers associated with Performance Chiropractic
Center.”

‘It is our policy to provide a substitute health care providar, authonized by
Performance Chiropractic Center to provide assessment and/or treatment to our
patients, without advanced notice, in the event of your prirnary health care
provider's absence due to vacation, sickness, or other emergengy situation.”

Payment

We may disclose your health information to your insurance provider for the purpose of
payment or health care operations. (example) '

“As a courtesy to our patients, we will submit an itemized billing statement to your
insurance carrier for the purpose of payment to Performance Chiropractic Center
for health care services rendered. If you pay for your health care services
personally, we will, as a courtesy, provide an itemized billing to your insurance

Workers’ Compensation

We may disclose your heaith information as necessary to comply with State Workers'
Compensation Laws. '

Emergencies

We may disclose your health information to notify or assist in notifying a'family member,

or another person responsible for your care about your medical condition or in the event
of an emergency or of your death.

Public Health

©H.J. Ross Company, Inc. 2002, 2003 HIPAA Interactive-All Rights Reserved FORM 03.501




|
office at 925-687-5515 If Eric Belusa, D.C. is not available, you may make an

appointment for a personal conference in person or by telephone within 2 working days.

If you are not satisfied with the manner in which this office handles your complaint, you
may submit a formal complaint to: -

DHHS, Office of Civil Rights |
200 Independence Avenue, S.W.

Room 509F HHH Building '
Washington, DC 20201

This notice is effective as of / / [

| have read the Privacy Notice and understand my rights contained in the notice.

By way of my signature, | provide Performance Chiropractic ‘Center with my
authorization and consent to use and disclosed my protected health care information for

the purposes of treatment, payment and health care operations as. described in the
Privacy Notice

Patient's Name (print)

Patient's Signature Date

Authorized Facility Signature Datei

If you would like the complete document (4 pages), please ask the front
desk. Thank you. |

©H.J. Ross Company, Inc. 2002, 2003 HIPAA Interactive-All Rights Reserved FORM 03.501




INFORMED CONSENT

It is our responsibility to fully inform you of your treatment. Part of th1|s includes a
discussion of any potential side effects or complications. All treatments potentially can
cause these reactions, and chiropractic manipulation is no different. It, however, has one
of the safest records of the wide range of treatments that can be used for spinal disorders.
Please feel free to ask the Doctor if you need any clarification.

Possible adverse effects of spinal manipulation can include soreness in the area of
treatment, reactive muscle spasm, injury to the disc causing pressure on nerve tissue,
fractures in weakened bones such as ribs, and injury to arteries in the nq:ck resulting in
stroke. Soreness or reactive muscle spasm or tightening are common but usually brief
reactions io treatment. The other potential complications are rare. It is best to examine the
frequency of these potential complications versus the relative frequency of the
complications of the other typical treatments which may be used for a spinal disorder.

DISC INJURY from manipulation causing spinal cord pressure
1 per 100 million cases
1 per 400 million (cmt)

ARTERY INJURY from manipulation causing stroke
1 per 1 million

NEUROLOGICAL complication from
Neck Surgery 1 per 64 (cases)
Back Surgery 1 per 333 (cases)

DEATH RATE from neck surgery
1 per 145

Perhaps the most common alternative to spinal manipulation is the use of anti-

inflammatory drugs or NSAIDs. These drugs cause fairly common and’ can also
potentially cause serious complications.

COMPLICATIONS ASSOCIATED WITH ANTI- INFLAMMATORY DRUG USE

Serious stomach or intestinal bleeding 1-4 per 100 users
Hospitalizations from complications 20,000 per year
Deaths from complications 2,600 per year

I have read the above and understand the risk of complication that may occur from spinal
manipulation. With this understanding, I consent to treatment with splnal manipulation
by Eric Belusa, DC or any DC at Performance Chiropractic.

Signature Date




e REVISED OSWESTRY LOW BACK PAIN DISABILITY QUESTIONNAIRE
PLEASE READ: This questionnaire is designed to enable us to understand how much your low back pain

has affected your ability to manage your everyday activities.

Please answer each section by circling the

ONE CHOICE that most applies to you. We realize that you may feel that more than one statement may
relate to you, but PLEASE JUST CIRCLE THE ONE CHOICE WHICH MOST CLOSELY DES CRIBES

YOUR PROBLEM RIGHT NOW.,

SECTION I - Pain Inensity

A The pain comes and goes and is very mild,

B The pain is mild and does not vary much,

C The pain comes and goes and is moderate,

D The pain Is moderate and does not Yary much.
E The pain comes and goes and is severe,

F The paip is severe and does not vary much,

SECTION 6 - Suanding |

A ] can stand as long as I want without pain.

B I have some paip while standing, but it does not increase with time,
C Icannot stand for loogér than one hour without increasing paln.
D I capnot stand for longer then 1/2 hour without Increasing pain.

E I cannot stand for longer than tea minutes without increasing pain.
F Pavoid standing, because it increases the pain straight away,

SECTION 2 - Personal Care

A 1would not have to change my way of washing or dressing in
order to avoid pain,

B 1do not normally change my way of washing or dressing even
though It causes some pain,

C Washing and dressing increases the pain, but ] manage not to
change my way of doing it,

D Washing and dressing [ncresses the Pain and I find it necessary to
change my way of doing it

E Because of the pain, ] am unable to do some washing and dressing
without help.

F Because of the paip, I am unable to do sny wasbing or dressing
without belp.

SECTION 7 - Sleeping |

A 1get no paln in bed.

B 1 get pain in bed, but it does not Prevent me from sleeping well.

C Because of pain, my nor%mal lght's sleep s reduced by less than n
one quarter. :

D Because of pain, my normaal night's sleep is reduced by less than
one-balf.

E Becsuse of paln, my pornal night's sleep is reduced by less than
three-guarters. :

F Pain prevents me from sleeping at all,

SECTION 3 ~ Lifiing

A Icap lift heavy weights withous extra pain,

B 1 cap lift heavy welghts, but it canses extra pain,

C Pain prevests me from lifting beavy weights off the floor.

D Pain prevents me from lifting heavy weights off the floor, but I
can manage If they are conveniently positioned, eg. on a table.

E Pain prevents me from lifting heavy weights, but J can manage

light to mediuvm weights if they are convenjently positioned,
F I cap only lift very light weights, at the most.

SECTION 8- Social Life

A My social Uife i5 normal 4nd ghves me o pain.

B My social life is normal, but increases the degree of my pain,

C Pain bas o sigoificant effect on my social life apart from limitiag
my more energetic interests, e.g., dancing, etc,

D Pain bas restricted my spclal life and I do not go out very often,

E Pain has restricted my sbetal life 10 my home.

F_Ibave bardly any soclal Jife becsuse of the pain.

SECTION 4~ Walking

A Paio does not prevent me from walking any distance,

B Pain prevents me from walkiog more than cne mile,

C Paio prevents me from walking more than 1/2 mile,

I Pain prevents me from walking more than 1/4 mile,

E I cap only walk while using & cane or on crutches,

F Jam in bed most of the time and have to crawl to the tofler,

SECTION 9 - Traveling

A 1get no pain while tmve&ng.

B I get some pain while tra eling, but noee of my ususl forms of
travel make it any worse,

C 1get extra pain while traveling, but it does not compel me to seek .
siteroative forms of travel,

D 1get extra pain while traveling which compels me 10 seek
alternative forms of travel,

E Pain restricts ali forms of Jravel,

F _Palv prevents all forms of travel except that done lying down.

SECTION'S - Sitting

A lcan sit In any chalr es long as I like without pain,

B I can ooly sit in my favorite chair as long as 1 like,

C Paln prevents me from sitting more than ope hour.,

D Pain prevents me from sitting more then 1/2 bour,

E Paln prevents me from sitting more thap ten minutes,
F Pain prevents me from sitting at all.

SECTION 10 - Changing Degree of Pain

A My pala is rapidly getting better.

B My paln fluctuates, bui oversll Is definitely gerting beiter.

C My pain seems to be getting better, buy improvement is slow at
present, '

D My paln is peither geting better nor worse.

E My palo Is graduslly worfening.

COMMENTS:

F_Mby pain is rapidly worsering.

NAME:

SCORE;

DATé:

_18_




NECK PAIN DISABILITY INDEX QUESTIONNAIRE
PLEASE READ: This questionnaire is designed to enable us to understand how much your neck pain has
affected your ability to manage your everyday activities. Please answer each section by circling the ONE
CHOICE that most applies to you. We realize that you may feel that more tha;n one statement may relate

to you, but PLEASE JUST CIRCLE THE ONE CHOICE WHICH MOST CLOSELI’ DESCRIBES YOUR
PROBLEM RIGHT NOW.

SECTION 1 - Pain Intensity

A Thave no pain at the moment.

B The pain is very mild at the moment.

C The pain is moderate at the moment.

D The pain is fairly severe at the moment.

E The pain is very severe at the moment.

F The pain is the worst imaginable at the moment.

SECTION 6 - Concentration |

A T cap concentrate fully when 1 want 10 with no difficulty,

B I can concentrate fully when'] want to with slight difficulty.

C I have a fair degree of difficulty in concentrating when 1 want to.
D 1 have a lot of difficulty in cgncentrating when 1 want to.

E I have a great deal of difficulty in concentrating when 1 want to.
F ] cannot concentrate at all.

SECTION 2 -Personal Care (Washing, Dressing, eic.)

A I can look after myself normally without causing extra pain.
B I can look after myself normally, but it causes extra pain.

C 1t is painful to look after myself and I am slow and careful.
D 1 need some help, but manage most of my personal care,

E 1 need help every day in most aspects of self care.

F 1 do vot get dressed, 1 wash with difficulty and stay in bed

SECTION 7 - Work .

A 1can do as much work as I want to.

B 1 cabn only do my usual work;, but no more.

C 1 can do most of my usual work, but no more,
D 1 eanpot do my usual work.

E 1can hardly do any work atall.

F I cenoot do any work at all.

SECTION 3 - Lifting

A | can lift beavy weights without extra pain,

B 1 can lift heavy weighbts, but it gives extra pain.

C Pain prevents me from lifting heavy weights off the floor, but 1
cap manage if they are conveniently positioned, for example, on 2
table.

D Pain prevents me from lifting heavy weighbts, but I can manage
light to medium weights if they are conveniently positioned.

E 1 can lift very light weights.

F I canpot lift or carry enything at all.

SECTION 8 - Driving

A I can drive my car without any neck pain.

B I can drive my car as long a§ I waot with slight pain in my peck.

C 1 can drive my car as long as ] want with moderate pain in my
oeck.

D I cannot drive my car as long as I want because of moderate pain
in my neck. .

E 1cap hardly drive at all becsuse of severe paio in my neck.

F I canpot drive my car at all,

SECTION 4 - Reading

A 1cap read as much as I want to with no paie in my neck.

B I cao read as much as I want to with slight pain in my neck.

C ] can read as much as ] want to with moderate pain in my neck.

D 1 cannot read as much as 1 want because of moderate pain in my
neck.

E 1 canpot read as much as I want because of severe pain in my
Deck.

F I cannot read at all.

SECTION 9 - Sleeping

A ] bave no trouble sieeping.

B My sleep is slightly disturbed (less than 1 bour sleepless).
C My sleep is mildly dlsrurbed (1-2 hours sleepless).

D My sleep is moderately distirbed (2-3 bours sleepless).

E My sleep is greatly disturbed (3-5 bours sleepless).

F My sleep is completely disturbed (5-7 bours)

SECTION 5 - Headaches

A 1have no beadaches at all.

B I have slight headaches which come infrequently.

C I bave woderate beadaches which come infrequently.
D I bave moderate headaches which come frequently.
E 1have severe headaches which come frequently.

F T have headaches almost all the time.

SECTION 10 - Recreation

A ] am able to engage ip all of my recreational activities with no neck
pain at all.

B 1am able to engage in all of my recreational activities with some
pain in my peck.

C I am able to engage in most, but pot all of my recreationai
activities because of pain in my neck.

D 1 am able to engage in u fevw of my recreational activities because
of pain in my neck.

E 1 can bardly do any recreationsl activities because of pain in my
neck.

F 1 canpot do sny recreanonal activities at all.

COMMENTS: i

Name Age Date Score

01~
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Eric R. Belusa, DC, CCSP
4425-B Treat Blvd
Concord, CA 94521
Office: 925-687-5515, Fax: 925-687-5548 |

SECURED DOCTOR'S LIEN, ASSIGNMENT, AND LIMITED POWER OF ATTORNEY

I (patient name) residing at (address) herc@by enter into the following agreement
with Dr. Eric Belusa, hereafter known as “the Provider” in order to guarantee payment for services rendered by the Provider to me. I understand that
I am directly and fully responsible to the Provider for all health care bills for services rendered to me in the past, present, and future. I understand
that 1 am directly and fully responsible to the Provider for any remaining balance on all health care bills for services rendered to me that were
submitted on my behalf to the responsible insurance carrier. This document further serves to acknowledge miy responsibility to repay all remaining
balances subsequent 1o all applicable insurance payments. I agree to make myself available to appear or corrcspond with the Provider as often as
may be necessary for any collections effort that is undertaken.

The Provider agrees to seek compensation from the appropriate insurance carrier prior to invoking the terms of this lien based on the accuracy of the
information the patient has provided. The patient shall provide all necessary insurance information, police repbrts, and any additional documentation
or information deemed necessary by the Provider for the submission of the aforementioned insurance claim a3 applicable. I agree to compty with all
Insurance Company regulations including, but not limited to examinations under oath and independent medical examinations. Failure to provide
accurate insurance information leading to a viable source of coverage may serve o interfere with obtaining available insurance benefits, including
payment to the Provider.

I hereby give and grant this lien on my case to the Provider against any and all proceeds of any settlement, judgment, verdict, or other disposition of
any litigation filed or contemplated an my behalf that may be paid to me OR MY ATTORNEY as a result! of the injuries for which I have been
treated. [ grant the Provider this lien against such sums of any settlement, judgment. verdict, or other |disposition of any litigation filed or
contemplated on my behalf as may be necessary to adequately reimburse the Provider for services renderéd to me and towards all outstanding
balances. | hereby agree to provide accurate contact information for the attorney pursuing any litigation on my :behalf.

|

In consideration for the named Provider having agreed to treat me without immediate payment at the time of service and enabling me to obtain
treatment for my accident/injury/illness without financial hardshipywith payment of these services to be made nio later than the conclusion of the
Patient's(s') claim(s) relating to this accident/injury/illness, I give the Provider an irrevocable lien on my cause(s) of action and an irrevocable
assignment of funds derived from this/these cause(s) of action with any settlement, claim, judgment, verdict, award, result, or otherwise of my
accident/injury/illness. This is donc for the purpose of securing actual payment of al] fees owed to the named Brovider by the below named patient(s)
as and when such funds are received. This lien is secured with any and all real and personal property [ own at the present time as well as in the
future. i

I also understand that if the settlement does not cover my bill with the Provider, 1 am still personally responsible and liable for the remainder, and the
payment by me of this bill is not contingent on any settlement, claim, or Jjudgment which L/'we may eventually recover. Payment must be made by

Patient(s)/Guardian(s) at the conclusion of Patient's(s") claim(s) regardless of whether any and how much money is received through this/these
claim(s). !

The Patient(s) grant(s) to the Provider a Limited Power of Attorney to receive funds, negotiate any drafts or chécks, and to cxecute any documents
related to payment for services rendered to me.

! hereby direct and authorize direct payment to the Provider such sums as may be due and owing for health kare services rendered to me. | further
direct my ATTORNEY to honor this lien and to withhold such sums from any settlement, judgment, verdict, or other disposition of any litigation

filed or contemplated on my behalf as may be necessary to adequately reimburse the Provider for services réndered to me towards all outstanding
balances.

T understand that this document is irrevocable, may not be rescinded, and that my ATTORNEY shall not honor any such rescission. I hereby instruct
that in the cvent another ATTORNEY is substituted in my case, the new ATTORNEY honor this lien as inherent to the settlement, judgment, verdict,
or other disposition of any litigation filed or contemplated on my behalf and enforceable upon the case as if it were executed by him/her. 1 hereby
direct my ATTORNEY, on demand, to provide the status of such litigation to the Provider or his attornky engaged in any collection efforts.
Furthermore, I direct my attorney to contact the Provider prior to disbursement of any funds to ascertain any outstanding balances due and owing,

Patient’s/Guardian's Signature: Printed Name: Date:

* ¥ * k %

ATTORNEY'S ACCEPTANCE OF LIEN

Being the attorney of record or authorized representative, [ acknowledge receipt of this Doctor's Lien ;and agree to honor it.

Attorney's Signature Date Attorney Address

Printed name

I






