
Oklahoma Injury Care
Arden Blough, M.D.
Heather Hedrick, APRN-CNP

Scott Rose, P.A.-C

Carrie Galyon, P.T.

xon D. 50mervrIe t) (

Mailing: PO Box 14740 OKC, Ok 73113
N: 200 W. Br;lton Rd, OKC, OK 73114
Phone: 405-755-8000 Fax: 405-755-8001

S: 7825 5. WalkerAve., OKC, OK 73139
Phone: 405-634-1700 Fax: 405-634-1708

GENERAL INFORMATION

Name Sex SS#

Date of Birth

Address

Email Address

Employer Name

Apt. Number Employer Address

City, State, Zip Code

Work Phone:

l\,4ay we contact you via email/ text: Eyes E no

Phone Number:

Ciiy, State, Zip

Cell Phone:

Home Phone

Emergency Contact Relationship

PERSONAL INJURY CLAIM I NFORMATION MVA PATIENTS ONLY:

Date of Accident

Clarm Number:

Name of lnsurance Company

Liable Party Name

ls there |VEDPAY? Eyes

MEDPAY Claim Number:

Phone Number

Eno l\,4EDPAY lnsurance Company

Phone Number:

ASSIGNMENT OF BENEFITS Please read the followinq statements verv carefullv:

lfyou have insurance, please read and sign below:

r'reant as payment lorsetuices rendered to me in that office and appJy to such {Lrnds aga nst my outstanding acco!nt(s) in that ofiice.

This is a direct assignment of my rights and benefits forthis policy,
A photocopy ofthis document shall be considered as effective and valid as the original.

SIGNATURE OF CLAIMANT DATE



PATIENT HEALTH INFORMATION
Please check any of the following conditions that apply to you now, or have applied to you in the last six months:

_ Headaches

_ Loss ofconcentration

- 
Light bothers eyes

_ Pain behind eyes

_ Loss ofmemory

Head seerns heavv

_ Fatigue

_ Dizz iness / fainting

_ NaLrsea

_Ringing in ears

_ Loss ofbalance

_ VisualProblems

Pain with chewino

_ Jaw pain / TMJ

_ Muscle Spasm

_ l\,4usc e Weakness

Any other health conditions not listed above

_ Neck Pa n

_ Neck Sliffness

llDDerback oa n

_ l"iid back pain

* Pain in tailbone

Right / Left shou der pain

Rioht/ Left arm.e n

_ Right/ Left elbow pain

Right/Leftwdst pain

_ Right / Left hip pain

_ Right/ Left leg pain

_ Right/ Left knee pain

_ Right/ Left ankle pain

_ Leg swelling / Edema

Posilive HIV/AIDS

_ Pins & need es in arms/legs

_ Flngers / toes JrLlmb

_ Sleep d fiicullies / lnsomnia

_ lrritable

_ Depression

_ l,lentalDisordeIs

_High Blood Pressure

_ Head Attack

_ Seizures

_ Diabetes

_ Eladder Problems

- 
Kdney Disease

U nar/ TGct lniection

_Abdominal Pain

- 
Stomach Ulcers

_ Eloody / Black Stools

_ D arrhea

_ Constipation

_ lvlenstrual problem

_Anemia / Bleeding

_ Cold hands / feet

_ Arlh tis

_ Chest Pain

_ Shortiess of brcath

_ Sinus troLrble

-AsthmaPneumonia

Bronchitis

Tuberculosi_ HepatUs C

Do you routineiy take Aspirin, Advil, [,4otrin, Aleve, Ty]enol, Celebrex, or Vioxx? tryes Uno tf yes, please tist:
What aggravates these condiUons?
Whatdecreases the symptoms or pain?

Listany prescription/non.prescription medlclne and vitam ns you are currentiy taking

List any drug allergies you may have

Listany surgical operations you have had

Date of last physical examination

PERSONAL HABITS:

Do you smoke? Elyes Eno
lf yes, how many packs per day? _
Do you use recreationai drugs? flygs

For how many years? _
Eno lf yes, what lypes of drugs?

Do you drink alcohol? Eyes Eno
f yes, do you drlnk: Esocia E heavy

Are you (6hssk qns) E N/arried E Singte E Divorced E Widowed

FAMILY HISTORY (siblinqs, parents, & qrandparents)
l-ligh BLood PressLrre

HealrAttack:

0iabetesi

Cancer:

Eyes

Eyes

flyes
Eyes

Skoke:

Migraines

SezLrresl

Dyes

Eyes

Eyes

EnO f yes, who?

EnO lf yes, who?

nno lfyes, who?

EnO lf yes, who?

EnO lf yes, who?

llnO llyes. who?

EnO lf yes, who?

Bieedi,rs Problems:EyeS 
EnO f yes, who?

Are you pregnant? Yes No ljnsure lf yes, what is your due date?

lf thele rs any possibility oi plegnancy, you must.informlour doctor prior to any med cal kealment. lf pregna0cy occurs, please notify your doctor prior to trealmenl. lf
there is no possibiljty of pregnancy, please sign and date below, certifying thatyou are not pregnani.

FOR WOMEN ONLY

NANt. SIGNEDlhereb rethat I am notcertif

lf you are noi pregnant, what was your lasi menslrual period?

DATE



o Access to Your Personal Health lnformation: You lrave the rightto copy and/or inspect much ofthe persona health infomatron thatwe retain on your beha i
All requests for access must be made.in writing and signed by you oryour legal represenlauve. You may obtain a 'paitent Access to Heatth tntormation Form" from the front
office person You are entitled to one free copy ofyour peFonalhealth infor;ation llyoLr rcquesl additi;nal copies you may becharge; a nominal{ee forcopying andpostage.

o Amendments to Your Personal Health lnformation: You have the ghttoreqLestinwrung lrat peEonathealth infomalion that we maintain aboul you be
amended or co..ected We are not obligated to make all requested arnendmenb but will g ive each req ues;a refu conside ration. Ali amend ment req uests, rnust be i; writing,
s ig n ed by yo! or you r lega rcpresentative, and rn ust s tate the reason for the amendmenicorrection request lr an a menomen i oi corrJon req uest is made, we may nolrfy

for medical records.

' 
Accounting for Dlsclosures of Your Personal Health Information: You havetherightto receive an accountlng ofcetran disctosures made by us olyour
personalhealth information aferApril 1!' 2003. Requests must be rnade in wriung and signed by you o; your iegat representative :Accounting 

Request Forms' are available
from ihe lront offjce pe6on or individLlal responsible for medical records. The firsticcounting in iny t2,mon|r pirioo is tree; you wll oe charg6d a iee forsubsequent
ac4ount ng you tequest wiihin the same 12-month period You willbe nollled oflhe fee at th; time ofyourreq;est.

' 
Restrictions on Use and Disclosure of Your Personal Health lnformation: YoLr havethe dghtto request restdcuons on uses and disctosurcs ofyour
personalhealth iniomation fortreatment, payment, orhea th care opeaations. We are not required to agree to you; restriction request bLrtwillattempl to accommodale

responsible for medical records.

' 
Compla-ints: lf you believe your pivacy rlghb have been violates, you can file a complaint in writing with the Clinic Director/privacy ofJicer at oklahoma tnjur careatpO
Box i 4740 oklahoma c q/, oK 731 1 3 You may aho ljle a complain t with the secre tary ol the U S De;adment of Health and H uman 

'services 
in Was h ingtn b.i. tn writing

within 1B0 days of a viotation of your righls. There will be no retaliation ior Jiling a comp aint

FOR FURTHER INFORMATION

4K73114

AUTHORIZATIONS

0ther uses and disclosures:
We are permitted and/ or required by law to make ce(ain other uses and disclosures of yo!r personal health information withoui your consent or
authorization for the following:

. Any pJroose requrred by law.

' Public health activities, such as required reporting of disease, inlury, birih, and death, or required public heatth investigation;
' lf we suspeci chiJd abuse or negJect; if we believe you to be a vicijm of abuse, neglect, or domestic vtolence;
' To the Food and Drug Administration to report adverse events, produci defects, o; to participate in product recalls;. To your employer when we have provided health care to you at the request of your employer,
' To a government oversight agency conducting audits, investigations, or clvil oicrim inai proceedings;
. Couri of administratjve ordered subpoena or discovery request,
, To law enforcement officials as required by law io report wounds and injuries and crimes;
' To coroners and/or funeral directors consistent with law:
' lf necessary to anange an organ or iissue donaiion from you or a transplant for you;
' lf you are a rnember of the military, we may also reJease your personal health iniormatjon for national security or intelligence activitiesj
and
. To workers' compensation agencies for workers' compensation befefii determlnation.

RIGHTS THAT YOU HAVE REGARDING YOUR PERSONAL HEALTH INFORMATION:

Dill Authorization to release medical information

Off ce Staffat Oklahoma lnjLtry Care

,li(!:lj Privacy notice Acknowledgment
With my signalure below, lacknowedge that lhave read and received a copy ofOklahoma lniury care Notice of privacy practices

ligritnformed Consent
Ihave been inlormed that haveihe rightto refuse any lorm of keainen l. l Lr nders tand the naiLl re of treai,Tent and have been informed of the sks and possible
conseqlences invoved with th s keatment.

6t€f FinanciatResponsibitity

by lnsurance, as detailed in the Oklahoma lnj!ry Care Financial po lcy, available upon request.

E€D Consentto Treat

and discuss lhe details olmy treaLnentwith me as we las with each other.
I agree to the authorizations listed above and I certify that all the information contained in this booklet is complete and true to the best of
my knowledge.

SIGNATURE OF PATIENT: DATE



Oklahoma Injury Care
Arden Blough, M.D.
Heather Hedrick, APRN-CNP

Scott Rose, P.A-C

Carrie Galyon, P.T.

Ron D. Somerville, D.C.

Mailing: PO Box 14740 OKC, OK 73113
N: 200 W. B.itton Rd, OKC, OK 73114
Phonei 405-755-8000 Fax: 405-755,8001
S: 7825S. WalkerAve., OKC, OK 73139
Phone: 405-634,1700 Fax: 405-534-1708

PAIN INDEX

Please list the major complaints you have today

Using the symbols provided below, mark the areas on the illustrations where you are experiencing these sensation:

BURNING
STABBING

PINS,T\iEEDLES
ACHING

NUMBNESS
SHARP

on a scale of I to 10, how strong is the pain norv? (1 being the least, 10 being the worst)

X

t,

0 1 2 -t 6 7

SIGNATURE OF PATIENT

4 5

DATE:

8 9 10



Arden Blough, M.D.
heather Hedrick, APRN-CNP

5cott Rose, P.A-C

Carrie Galyon, P.T.

Ron D. Somervjlle, D.C.

Marling: PO Box 14740 OKC, OK 73113
N: 200 W. BfiLton Rd, OKC, OK 73114
Phoner 405-755-8000 Fax: 405-755-8001
S: 7825 S. Walker Ave., OKC, OK 73139
P hone: 405-634-1700 Faxr 405-634-1708

Oklahoma Injury Care

Accident Details

Patient name: DOB:

Date of Accideni Time of Day

State:

Al// Ptvt

Location of Accident: City zip.

What was your position in the vehicle? EDriver EFront Passenger ERear Passenger EPedestrian

Were the vehicle air bags deployed? Eyes Eno

rWhat tvpe of vehicle were vou drivinq?

Make lVodel Year

Full SizeCompanySemiFu S ze

Mid SizeFull SizeFu S zeMid Size
CompactMiniSmall SizeCompact

SUVVANTRUCKCAR

rWhat type of vehicle was the other vehicle?

Make Model: Year

Company Full SizeSemiFu J ze

Full Size lVid SizeFull SizeMid Size
CompactMiniSmall SizeCompact

SUVVANTRUCKCAR

Did you receive medical attention at the scene of the accident? Eyes [lno
Did you go to the hospital? Eyes Eno
lf yes, what hospital? Were you admiited? Eyes Dno
Where you taken by: Eambulance Eprivate transpodation

Have you been treated for these injuries by another doctor? Eyes Eno
lf yes, what doctor and phone number?

Have you had x+ays since the accident? flyes Eno lf yes where

Since the accident has your pain: Eimproved Esiayed the same Eworsened

SIGNATURE OF PATIENT DATE



AdditionalAccident Details

Patient name:

Date of Injury:

Please describe the accident in as much detail as possible:

What was your position in the vehicle?

IDriver nFront passenger

ERear Passenger Epedestrian

Was your vehicle

EAt a complete stop tr In Motion

Type of coliision?

ERear-end

nHead on

ESide swipe

ESide impact(T-Bone)

nVutti car pile-up

ERollouet

Were any parts o

fJsteering whee

nDrivers' side door

ESeat Headrest

Were you wearing a seat belt?

flyes tr no

Were you rendered unconscious at the accident?

tryes ! no

Was a city police officer / OHP on the scene?

lyes Eno
Do you have a copy of the report?

f your body hit at the moment of impact? (head/shoulde

!Dashboard

E Passeng ers' side door

r/a rmlknee/ha nd/foot)

Eceilina

Ewindshietd

Where was the impact to:
+2 12

11 11

10 10 2lt

I

a I

1
n

Eyes ! no

YOUR vehicle

,
11

0

I

THEIR vehicle
11



Oklahoma Injury Care
Arden Blough, M.D.
Heather Hedrick, APRN,CNp
Scott Rose. P.A-C

Carrie GaJyon, P.T.

Ron D. Somerville, D.C.

Mailing: PO Box 14740 OKC, OK 73113
N: 200 W. Britton Rd, OKC,OK737I4
Phone: 405-755-8000 Fax: 405-755-8001
S: 7825 S. Walker Ave., OKC, OK 73139
Phone: 405-634-1700 Fax 4AS. 634-17 AB

***PLEASE COMPLETE ONLY IF YOU HAVE BEEN SEEN BY ANOTHER DOCTOR
OR YOU HAVE BEEN EXAMINED AT THE EMERGENCY RooM***

Release of Medical Records

I hereby authorize
(Emergency Department Name / Physician)

{Street Address) (city) lztp)

(Phone) (Fax)

To release information from my medical, educational, psychiatric/drug/alcohol records

Specifically: E At Records

E History & Physical

E Operative Reports

E Discharge Summary

E Other (Please Specjfy)

Nursing Notes

Social Serv. Noies

Progress Notes

EEG/EKG

E0rders
ERadiology

ELaboratory

EMRt/ ct scan

tr
tr
tr
tr

J understand ihat the specific type of information to be disclosed may include a history of drug, alcohol, mental healih treatment, or
communlcable disease (lE: AIDS/ H lV/ Hepatiiis). I expressly understand and agree ihat no legal responsibility of any naiure shall attach to
the attending physician or employee in acting upon this auihorization. I understand that I may ievoke this conient at iny time except to the
exient that aciion has been taken jn reliance on it and that in any event this content shall expire g0 (ninety) days of patient discharge,
unless another date is specified:

From the time period of to

For the following purpose

This information may be released to OKLAHOMA INJURY CARE
2OO W. BRITTON RD. OKLAHOMA CITY OK 73114
PLEASE FAX RECORDS TO: 405-755.8001

(Specification ofdate or event upon which thls conseni expires)

A photocopy or facsimile of this authorization shall be as effective as an original

(Prini Paiient's Full Name) (Relationship)

(Date ol Bi(h) (Power oFAttorney or Legal Guardian)

(Signature of Patient)

(Date)

(Wjtness Signature)



Oklahoma Injury Care
Arden Blough, M.D.
Heather Hedrick, APRN-CNp
Scott Rose, P.A-C

Carrie Galyon, P.T.

Ron D. SomerviJle, D.C.

Mailing: PO Box 14740 OKC, OK 73113
N: 200 W. Britton Rd, OKC, OK 73114
Phoner 405-755-8000 Faxi 405-755-8001
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Phone: 405-534'1700 Fa* 4A5-634-Ii aE

Authorization to Disclose Medical Records

|,authorizeOklahomalnjurycare'theirphysicians'nUrSeS'andother
personnel ("Health Care Providers") to use or disclose my health information during tne term of thrs Autnorization to the recipient(s) that I

have idenUfied below:

Name Address Phone Number

(Anorney)

2
(lnsurance Company)

3
(Friend/Family)

4
(Friend Famiy)

5
(Othe4

lnformation to be disclosed: I authorize the release of the following healih information: (check the applicable box below)

tr

o

B
o
a

All of my health information ihat ihe provider has in his or her possession, including informaiion relating io any medical
history, menialor physical condition and any treatment received by me.

Only ihe follor,ving records or types of health information:

Term: I understand that ihis Authorization will remain in effect
From ihe date of this Authorizaiion untjl the _ dav of
Untll the Provider fulfills this request.

Until the following eventoccurs

SIGNATURE OF PATIENT DATE:
lf ihrs release is signed by a represeniaiive on behalf ol the patient, complete ihe following

Representative's Name

ReJationship to Patieni:

2A

lf, at any time, I revoke this Authorization I must notify my Health Care Provider by contacting Oklahoma lnjury Care. My
revocation will not apply to information already retained, used, or disclosed in response to this Authorization.



Oklahoma Injury Care
Arden Blough, M.D.
Heather Hedrick, APRN-CNP

Scott Rose, P.A-C

Carrle Galyon, P.A.

Ron D. Somerville, D.C.

MailinB: PO Box 14740 OKC, OK 73113
Ni 200 W. Britton Rd, OKC, OK 73114
Phone: 405-755-8000 Fax: 405,755-8001
S: 7825 S. Walker Ave., OKC, OK 73139
Phone: 405-634-1700 FaX 4A5-634-17 OB

Help us help you! Tell us what you expect for care.
Medications

EAnti.inflammatory : Help reduce inflammation, wh jch often h elps to relieve pain.

' lbuprofen (Advil, and Motiln lB), Naproxen, Ketorolac (Toradol), and Aspirin

Elntramuscular lnjections: Help reduce inflammation, which often helos to relieve oain

' Ketorolac (Toradol), Corticosteroids (Kenalog)

EAnalgesic: Relieves pain

I Aceta m i no p h e n (Ty I e n ol)

I Muscle relaxant: Reduces muscie tension and hel ps relieve muscle pain and discomfort

' Cyclobenzaprine (Ftexeril), Methocarbamol (Robaxin), rizanidine (Zanaflex)

flNarcotic: Relieves pain, dults the senses , and causes drowsiness. Mav become addictive
Tranadol (Ultram), Hydrocodone, and Oxycodone

Self-care

EHeating pad / lce pack: Soothes painful muscles or ioinis,

lenys ical exercise: Can help maintain phvsical function while rec0veflnq

Therapv

nManual Joint mobilization: Streichinq a ioint past its restricted ranoe of moiion to resiore movemenUreduce
paln.

Estretching : Sketchinq exercises can imorove flexibili tv and imorove ohvsical function

E Physical therapy : Restores muscle strenqth and function throuqh exercise

nf eruS: Applyinq a small electrical current to a Dart of the body to dull the sensation of oain,

Medical Referral

EX-Rny: Tests are commonlv done to show uo bones and ce rtain other tissues

ECT or CAT: Combination of X+ays and a computer to create oictures of vour orqans, bones, and other tissues

n ff4nt: Test that uses powerful maonets, radio waves. and comDuter to make detailed pictures inside vour bodva

Eepiduralsteroid injection; Iniection of cortisone and a numbin q aqent inio the spine

Specialists/Referral

EPrimary care provider (PCP) : Prevents, diaqnoses , and treats diseases

Eorthopedic surgeOn: Performs surqery for conditions affectino bones and muscl

Espine surgeon: Performs surqerv on the sprne,

nPain management: Eases sufferinq and improves oualrtv of life for ihose in 0aln


