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At Trapp Spinal Care (TSC) we are happy to accept your personal injury case and are pleased that 
you have chosen NUCCA chiropractic care. We want you to be assured that, following most 
accidents, NUCCA will provide you the best chance to return to pre-accident status. 
 
The following policies will be in effect in order to ensure both quality care for you, our 
patient, and receipt of payment for our services during or upon completion of your treatment: 
 
IMPORTANT:  Please contact your 
auto insurance company prior to your 
first appointment, to find out if you 
have medical coverage on your policy, 
if you are not sure. 
 
If you were not the driver at fault, 
and you, or the registered insured on 
the vehicle you were riding in, had 
Medical Coverage (Med-Pay or PIP) on 
your/their auto policy at the time of 
your accident, we require you to file a claim on that policy utilizing the medical coverage in addition 
to the claim that may be filed against any Liability Insurance of the driver at fault. If you do not wish 
to file on your policy, you may pay Trapp Spinal Care for services as they are rendered and seek 
reimbursement from the Liability Insurance at time of settlement. You must show proof that no 
Medical Coverage was in effect on your policy in order for TSC to wait for payment from the Liability 
Insurance company (from the at-fault driver). 
 
If you are the driver at fault: 
You may file a claim on the Medical Coverage (Med-Pay/PIP) of your auto policy, 
 OR 
If no Medical Coverage is available, you will be required to pay for services as rendered. If you have 
health insurance covering out-of-network chiropractic care, TSC will provide you with completed 
health claim forms which you may submit to your insurance carrier for processing. You are 
responsible for any and all charges at time of service. Your health insurance benefits, if available, 
will be paid directly to you when your claim processes. 
 
I have read this policy and agree to abide by it in exchange for chiropractic treatment by Conrad L. 
Trapp, D.C., dba Trapp Spinal Care. 
 
 
Signed __________________________________________ Dated _______________________  
 
 
Witness _________________________________________ Dated _______________________  



If YOU were NOT at Fault: 

1. Police Report (if one taken) 
 

  OR 

 
2. Your Automobile Medical Coverage and Policy Information. 

  AND 

 
3. The At-Fault Driver's Insurance Company 

Date and Place of Accident: _________________________________________________  

Insurance Company Name __________________________________________________  

Claim # ___________________ Policy Holder's Full Name:________________________  

Adjuster's Name: _____________________________& Phone: (_____)_______________  

Billing Address: ___________________________________________________________  

Full Name of Insured (Driver or Policyholder, if different):___________________________  

Claim # ___________________ Policy Holder's Full Name:________________________  

Adjuster's Name: _____________________________& Phone: (_____)_______________  

Billing Address: ___________________________________________________________  

If YOU were at Fault: 

1. Your Automobile Medical Coverage and Policy Information. 

 

  OR 

 
2. Your health insurance card. NOTE: If filing personal health insurance only, you will be required to 

 pay Trapp Spinal Care as services are rendered, file your claim (claim form provided by Trapp 
 Spinal Care), and wait to be reimbursed by your insurance company.  

Date and Place of Accident: _________________________________________________  

Insurance Company Name __________________________________________________  

Claim # ____________________ Policy Holder's Full Name: _______________________  

Adjuster's Name: ____________________________ & Phone: (_____) ______________  

Billing Address:___________________________________________________________  

****Following your auto 
accident, you will need 
to provide the following 
information upon your 

initial visit. 


