
 

961 Green Street, NE, Gainesville, GA 30501 
PH: 770-534-0656 FAX: 770-534-9553 

 

Patient & Attorney Contract Agreement 

Date: ____________________________ 

PATIENT/CLIENT NAME: _________________________________________________________________ 

ATTORNEY NAME: ______________________________________________ is representing me in the 

collection of damages for personal injuries received by me as the result of a Motor Vehicle Accident. The 

MVA occurred on __________________________________. 

I understand that payment is to come out of any settlement or collections. I further understand that I 

am personally and fully responsible for the sum total of my charges if no settlement is reached. 

I also am directing and authorizing my attorney that all unpaid charges incurred by me as a result of the 

accident are to come out of any settlement or collections.  

I am advised the final payment shall include but not limited to treatment, examination, re-examination, 

counseling, billing, reproduction of records, therapy, notes, supplies, and narratives. Once there is a final 

settlement, it will be paid directly to Watkins Total Healthcare by the attorney. If the attorney  does not 

issue payment, I then understand the outstanding bill for services rendered is my responsibility and I 

agree to pay Watkins Total Healthcare in full. 

 

Patient or Guardian Signature  PRINT NAME  Date 
 

ATTORNEY 

I, _______________________________________________, the attorney representing the above said 

client hereby acknowledge receipt of the foregoing letter. I agree to pay Watkins Total Healthcare out of 

the proceeds of such settlement or collection as per my client’s direction stated above.  

 

Attorney At Law SIGNATURE  Date 
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Authorization to Sign 

Patient & Attorney Contract Agreement 

 

I, _____________________________________, the undersigned, do hereby authorize and direct my 

attorney to enter into an agreement with my healthcare provider Watkins Total Healthcare to ensure 

the payment of my medical bills to said healthcare provider from my portion of any settlement or 

verdict proceeds.  

I further certify that I understand this authorization gives my attorney express authority to deduct 

medical expenses from my portion of any recovery in my case. I instruct my attorney(s) to deduct 

sufficient monies to pay the outstanding medical bills due Watkins Total Healthcare and pay the sum of 

the medical lien to Watkins Total Healthcare without further written authority from me.  

My attorney(s) and the undersigned healthcare provider, Watkins Total Healthcare, have explained to 

me that signing this Contract/Lien to the extent necessary to cover the medical expenses is irrevocable; 

that is, I may not cancel or withdraw such consent to pay Watkins Total Healthcare without Watkins 

Total Healthcare’s written, notarized authorization for me to cancel the Contract/Lien.  

Should you, the patient, discontinue care for any reason, other than discharged by the doctor/nurse 

practitioner, any and all balances due will become immediately due and payable in full by you, the 

patient, regardless of any claims submitted.  

As the patient, it is important to remember that you ultimately financially responsible for any and all 

services rendered.  

 

Patient Name:  

 

Patient Signature:  Date:  

 

Guardian Signature if Minor:  Date  

 

Healthcare Provider-Authorized Signature:  

 

 



Watkins Total Healthcare  

Motor Vehicle History Form 

Name:  DOB:  Date of MVC:  
 

Patient was: ⃝ Driver   Passenger: ⃝ Front    ⃝ Back      ⃝ Other 

Vehicle (Year/Make/Model): ______________________________________________________ 

Other Vehicle (Year/Make/Model): _________________________________________________ 

Time of Accident: _____________________ ⃝ Day            ⃝ Night            ⃝ Dawn 

⃝ Stopped            ⃝ Moving            Estimated Speed MPH: ______________________________ 

Road Condition: ⃝ Dry            ⃝ Damp            ⃝ Wet 

Headrest: ⃝ None         ⃝ Integral        ⃝ Adjusted in _____________ position 

Seatbelt: ⃝ None         ⃝ Not Wearing           ⃝ Wearing 

Shoulder Harness: ⃝ None         ⃝ Not Wearing           ⃝ Wearing          ⃝ Wearing Under Arm 

Head Position: ⃝ Ahead    ⃝ Right    ⃝ Left  Looking: ⃝ Down    ⃝ Up    ⃝ Straight 

Breaks on: ⃝ Yes     ⃝ No      ⃝ Other: ______________________________________________ 

Transmission:  ⃝ Manual     ⃝ Automatic 

 
Description of Accident: (More room on next page if needed) 
 

 

 
 

Aware of impending collision: ⃝ Yes     ⃝ No     Did air bags deploy: ⃝ Yes     ⃝ No      

Body position at time of impact: ⃝ Straight ahead in seat     ⃝ Other______________________ 

Felt body go: ⃝ Forward then back     ⃝ Back then forward     ⃝ Side to side 

Second collision in vehicle: ⃝ None    ⃝ Yes 

Second collision outside vehicle: ⃝ None    ⃝ Yes 

Wearing glasses: ⃝ Yes     ⃝ No  Still on: ⃝ Yes     ⃝ No      

Wearing hat: ⃝ Yes     ⃝ No       Still on: ⃝ Yes     ⃝ No      

Loss of consciousness: ⃝ No     ⃝ Yes   Length of time: ________________________________ 

Estimated property damage: ⃝ Totaled     ⃝ Drivable      ⃝ Not Drivable     ⃝ Seat 

Others in car:   ⃝ No     ⃝ Yes   # of injured: _________________________________________ 

Police on scene: ⃝ Yes     ⃝ No  Report made: ⃝ Yes     ⃝ No 

Symptoms: ⃝ None     ⃝ Initial    ⃝ Or length after accident ___________________________ 
 ⃝ Headache   ⃝ Dizziness  ⃝ Disoriented  ⃝ Shock  ⃝ Neck pain/stiffness 

⃝ Low back pain/stiffness   ⃝ Numbness/parenthesis area  ⃝ Other 
 
Patient Signature: _______________________________________  Date: __________________     



Watkins Total Healthcare 

Motor Vehicle History Form Continued 

After MVC: 

⃝ Went home  ⃝ Went to Work 

⃝ Went to Medical Doctor       Date: ________________ DR. Name: ______________________ 

Doctor’s Recommendation: _________________________________________________ 

⃝ Went to ____________________ Hospital      Date/Time went to hospital: _______________ 

Taken by ______________________ to ______________________ Hospital 

⃝ Back brace     ⃝ Collar     ⃝ Backboard    ⃝ Other: ____________________________ 

 

Treatment at Hospital:  

⃝ X-Ray of area: ___________     ⃝ CT Scan of area: ___________          ⃝ Lab Work  

⃝ Collar     ⃝ Other: ____________________________________________________________ 

Diagnosis: _____________________________________________________________________ 

Prescriptions: ⃝ Yes     ⃝ No 

 Name: ______________________________ Filled: _____________ Still Taking: _______ 

 Name: ______________________________ Filled: _____________ Still Taking: _______ 

 Name: ______________________________ Filled: _____________ Still Taking: _______ 

 

Follow Up Instructions:  

Home Care Instructions: ⃝ Ice     ⃝ Heat     ⃝ Other: __________________________________ 

Follow-Up with Medical Doctor: ⃝ Yes     ⃝ No 

Doctor Recommendation: __________________________________________________ 

 _______________________________________________________________________ 

Work Restrictions: ______________________________________________________________ 

 _____________________________________________________________________________ 

 

Other Notes:      

 

 

 

 

 

 

 

Patient Signature: _______________________________________   Date: __________________ 


