






Lighthouse Chiropractic Dr. Morris Tai 
5330 Madison Ave Suit. B 
Sacramento, CA 95841 
 
 
Patient’s Name: _______________________________________         Date:___________________ 
 
Police and Ambulance: 
 
Was the accident reported to the police? ____ YES ____NO 
 
Were traffic citations issued? ____ YES ____NO  

 
If YES, to whom? ___________________________ 
 

Did you go to the hospital? ____ YES ____NO  
 

If “YES”, to whom? ___________________________ 
 

If “YES” how did you get there?     (Circle)AMBULANCE / POLICE CAR / PRIVATE TRANSPORTATION  
 
Were you admitted? ____ YES ____NO  

 
If “YES”, for how long?  ___________________________  
 
Name of Hospital? _______________________________ 
 

What Treatment was given? (Circle all that apply)  
NONE / X-RAYS / PAIN MEDICATION / STITCHES/ MUSCLE RELAXANTS / BANDAGED / 
CERVICAL COLLAR / PHYSICAL THERAPY / INSTRUCTED REGARDING CONCUSSION / 
INSTRUCTED REGARDING SPRAINS & STRAINS / INSTRUCTED TO CALL AN 
ORTHOPEDIST / INSTRUCTED TO CALL A PRIVATE PHYSICIAN / REFERRED TO THIS 
OFFICE / OTHER: ________________________________ 
 

What other doctor have you seen as a result of this injury?  __________________________________ 
 
Do you have difficulty in excessive: STANDING / WALKING / RIDING / BENDING / TWISTING 
 
Do you have difficulty in excess lifting: LIGHT / MODERATE / HEAVY / REPETITIVE 
 
Symptoms other than above: ____________________________________________ 
 
 
 
 
____________________________________ _______________________ 
Patient Signature Date 



Lighthouse Chiropractic 
5330 Madison Ave Suit. B 
Sacramento, CA 95841 
 
 

Date_______________ 
 
Patient Name  __________________________________ 
Employer  _____________________________________ 
Claim Group #__________________________________ 
SSN #/ ID# ____________________________________ 
 
 
I hereby instruct and direct _________________________________ Insurance company to pay by check 
mailed to: 

Lighthouse Chiropractic 
5330 Madison Ave Suite. B 

Sacramento, CA 95841 
 

or  
If my current policy prohibits direct payment to to doctor, I hereby also instruct and direct you to make out 
the check to me and mail it as follows: 

 
5330 Madison Ave Suite. B 

Sacramento, CA 95841 
 

For the professional or medical expense benefits allowable, and otherwise payable to me under my 
current insurance policy as payment toward the total charges for the professional services rendered. THIS 
IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will 
not exceed my indebtedness to the above-mentioned assignee, and I have agreed to pay in a current 
manner, any balance of said professional services charges over and above this insurance payment. 
 
A photocopy of this Assignment shall be considered as effective and valid as the original. 
 
I also authorize the release of any information pertinent to my case to any insurance company, adjuster, 
or attorney involved in the case. 
 
I authorize the doctor to initiate a comp[laint to the insurance commissioner for any reason on my behalf. 
 
 
Name: ___________________________________  Date: ___________________________ 
 
_________________________________________ 
Signature of Policy Holder 








