
DTC Location 

5191 S Yosemite St, Suite B 

Greenwood Village, CO 80111 

303.577.9977 

 

Downtown Denver Location 

535 16th, Suite 280 

Denver CO 80202 

720.523.0630 

 

AUTO INJURY, WOMRKMAN’S COMPENSATION AND PERSONAL INJURY 

 

Patient Name: _______________________________________ DOB:__________________________ 

Claim Number: ______________________________________ Date of Injury: __________________ 

 

Insurance Company Name: _____________________________________________________________ 

If Workman’s Compensation, Employer: __________________________________________________ 

Phone Number: _______________________________________________________________________ 

Adjustor’s Name: _____________________________________________________________________ 

Adj. Direct Phone Line or Extension: _____________________________________________________ 

Insurance Billing Address:_______________________________________________________________ 

Insurance Fax: _________________________________________________________________________ 

 

Referring Doctor’s Name: ___________________________________________    N/A 

Referring Doctor’s Phone: ___________________________________________  N/A 

Medpay:    Yes   No  If Yes, Medpay in the amount of: $____________________ 

 

 

I certify that the information provided to Integrative Health is correct and up to date to the best of my knowledge. If 

any of the provided information shall change, Integrative Health is be provided with an updated form. 

 

Patient Signature: ____________________________________________ Date:___________________________  

 



DTC Location 

5191 S Yosemite St, Suite B 

Greenwood Village, CO 80111 

303.577.9977 

 

Downtown Denver Location 

535 16th, Suite 280 

Denver CO 80202 

720.523.0630 

HEALTHCARE PROVIDERS LIEN 

Covers all Health Care Providers seen at Integrative Health, Inc. 

Patient/Client Name: _____________________________________________________________________________________ 

Insurance Company:______________________________________________________________________________________ 

Date of Injury:____________________________________________________________________________________________ 

Claim #:_________________________________________________________________________________________________ 

Upon receiving proceeds on my behalf, I hereby authorize and direct my attorneys, to pay directly to the referenced 

Healthcare Provider(s) such sums from any settlement, judgment or verdict from my personal injury claim based on 

the injury reference above, to fully compensate said Healthcare Provider(s) for charges and services rendered on my 

behalf. This lien applies to sums currently owed and to sums which may be incurred in the future, and said lien applies 

against any proceeds of any settlement, judgment or verdict regarding the personal injury claim which may be paid to my 

attorney, or myself, as the result of the injuries for which I have been treated or injuries in connection therewith.  

I agree to pay interest on any unpaid balances in the amount of _8_% per year from the date rendering of the service to 

the date of payment. 

I fully understand that I am directly and fully responsible to the above-reference provider(s) for all professional bills 

submitted by them for the services rendered to me. This agreement is made solely for said Healthcare Providers’ 

protection and in consideration of awaiting payment. I understand that payment for healthcare services is not contingent 

on any settlement, judgment, etc. I am obligated to pay all bills regardless of the outcome of my personal injury claim. 

 

Dated: ____________________ Client Signature:__________________________________________ 

The above referenced Healthcare Provider(s) agrees that in exchange for execution of this lien by the patient, and patient’s 

attorney, the provider(s) will refrain from referring any bills for professional services rendered to the patient to any third 

party for collection or take any legal action to collect these bills until the personal injury claim is resolved. The amount 

owed, subject to this lien is the current balance at the time the claim is settled. 

 

Dated: ____________________ Client Signature:__________________________________________ 

The undersigned attorney for the above patient hereby agrees to observe the above terms and agrees to withhold any 

such sums from any settlement, judgment, or verdict and pay such sums directly to the Healthcare Provider(s). Attorney 

agrees to contact the Healthcare Provider(s) before the disbursement of recovery to determine the current account 

balance. 

 

Dated: ____________________ Attorney’s Signature:______________________________________ 


