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Improve the Health of Your PI Practice:

Check Your Vision!
Wayne Bennett, DC, DABCO, DABCC

Based upon the assumption that you are reading
this article because you are interested in improving
the health of your Personal Injury practice, here is a
handy “PI Practice Health Tip”:

Check your vision.

Several years ago a colleague introduced me to the
word “Acluitic”. You will not find it in any dictionary,
but I have found it to be a very useful term. “A-clue-
itic”. It means “in a state of being without a clue”.
One knows not that they know not. If you were to
ask me about something like the price of fertilizer
in Belgium, I would willingly respond that I am
“acluitic” on the subject.

Now while I am comfortable being acluitic about
many subjects, it bothers me when I learn that I
have been running around with a blind spot on a
topic about which I am responsible for knowing well.
In my decades of working with Personal Injury
cases as a treating doctor and when reviewing cases
and records from other providers, I have come to
the conclusion that there are some common “blind
spots” in the “vision” of chiropractors when it comes
to practicing in the personal injury arena. Hopefully,

this article will shed some light with regard to three
of them.

Avoid Subluxation Tunnel Vision

We are chiropractors. We detect and eliminate
subluxation. It is the core of what we do. However,
while personal injury patients very often present for
care with traumatically induced subluxation, they
frequently have other things wrong with them as
well. They have sprains and strains and labral tears
and traumatic brain injuries and perhaps a number
of other issues. They have pre-existing conditions
and other complications that are going to drive more
complex decision-making if the patient is going to
achieve the best possible outcome.

We are Doctors of Chiropractic. As physicians,
especially when responsible for the coordination of
care in a personal injury case, it is our responsibility
to identify all of the injuries sustained by our patient
in an injury event. If we don’t “see” them initially,
we will not examine for them, we will not diagnose
them and, worst of all, the patient will probably not
get treated for them.

LAW OFFICES OF SAMUEL P. MOELLER, PLLC

Your injury is personal to me.
Auto Accidents // Personal Injury // Accidental Death

(602) 374-8009

spmoellerlaw.com
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Failing to widen our scope of inspection in treating
injured patients and neglecting to embrace more
than just the subluxation component is a disservice
to the patient. Keeping a watchful eye on all that
has happened to your patients will earn you the
referrals and patient outcomes that you will deserve
by keeping a wide field of vision!

And by the way, even if you are a “subluxation only”
treating doctor, that’s OK! But if you aspire to be
the lead doctor in a personal injury case, you have
the responsibility to detect all musculoskeletal
components of the injury and if you aren’t going
to treat the “non-subluxation” components, then
refer the patient for concurrent co-treatment and
diagnosis.

Look Into the Past

Most commonly in the personal injury case you
are dealing with the consequences of an event
that occurred in a matter of a couple of hundred
milliseconds. But more often than not there were
events that occurred in the life of the patient in
the weeks, months, years, and decades prior to the
injury event that are very important to document.
They will have a major impact upon the amount of
care that patient will require, the kind of care they
will need, the prognosis for a full return to function,
and even the kind of settlement that their attorney
will be able to obtain for them.

Was there prior trauma to any of the injured body
parts? Was the patient active and in good health
prior to the accident or were they sedentary and
in poor health? What is their medication history?
Are there underlying degenerative issues? Are
there treatment records from previous injuries that
you and the patient’s attorney are going to want to
review (because you know for sure that the insurance
attorney will be all over them like a rat on Cheetos).

In short, history-taking in a personal injury situation
should be conducted with a heightened awareness
from the beginning of care (initial history). It is
frustrating, embarrassing, and often unsuccessful to
have to deal with important factors in the patient’s
health history after the fact, especially when the
insurance attorney found them and you didn’t! Be
confident that you understand what your patient’s
“Pre-Injury Status” really was!

Gaze Into the Future

When we emancipate a life force rivulet by reducing
subluxation our job is finished, at least for the
moment. This practice approach reflects a “present
time consciousness” paradigm and it works pretty
well for us. But when we are treating a patient with
injuries, and especially if the extent of those injuries
may impact the patient’s future with residual
symptoms and potential future impairment and
disability, it is necessary for us to look down the road
of the patient’s future for them as part of our job.

When we decree that the patient has reached
“Maximum Medical/Chiropractic Improvement”, we
need to have a clear vision of what we are saying. If
the patient has made a full recovery with no residual
symptoms or impairment, then our job is less
complicated. But if the patient’s Pre-Injury Status
included complicating factors that remain an issue
after treatment, if there are residual symptoms from
injuries sustained in the event being addressed, and
especially if there is a ratable impairment present,
it is the quality of our diligence and documentation
skills that may make a big difference in the outcome
down the road for the patient.

If we enter into every personal injury case with our
eyes wide open, knowing what to look for, then we
are in the best position to provide the kind of care
that our patients deserve, and which will bring
confident PI referrals to our practice.

I hope that you “see” what I mean!

Dr. Wayne Bennett is a Diplomate
with the American Board of
Chiropractic Orthopedics and the
American Board of Chiropractic
Consultants.

Email: drbennett@cableone.net
Phone 928 772 7200
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Surgeries on Lien

American Injury Network has multiple outpatient surgi-
cal facilities conveniently located in the east valley and
Central Phoenix area.

American Injury

We have top rated Surgeons in our Network who pro-
Network vide the care you patients need and await payment
from settlement . With over 70 locations AIN’s network
of doctors is able to provide Pain Management, Thera-

peutic Rehabilitation Chiropractic care and Surgeries
onalien!

Phone: 480-688-1894
Fax: 480-907-1277

Servicing the Greater Phoenix Metropolitan
and

www.americaninjurynetwork.com Surrounding Areas.
frontdesk@americaninjurynetwork.com

Helping You Put the Missing Piece in Place

Do Not Leave Out The Most Significant
Diagnosis In Your Patient’s Care
and Treatment Plan!

Over 100 Years of Combined Medical Radiology Experience

Call Us Now at 877-508-9729 or
Visit Us Online at www.thespinalkinetics.com

Is MRI Missing 90% of Your
Patient’s Spinal Ligament Injuries?

Request Your FREE Report on ‘The THREE Bigglest Pitfalls with MRI and
Spinal Ligament Injury Diagnosis’ at www.smartinjuryradiology.com
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Accident Reconstruction from a Physician’s Perspective

(Part 2).
Greg A. Hauser, DC, FICPA, CICE

We left off discussing how most motor vehicle
collisions occur in about a quarter of a second (250
milliseconds). When calculations are performed,
even for collisions with relatively low Delta V’s
(less than 10 mph), the subsequent accelerations
can be significant. This is referred to the average
acceleration. To complicate this matter more, a
subsection of that 250 milliseconds can be examined
with calculus. This subsection is referred to as
instantaneous acceleration or peak acceleration.
This is where the injuries are caused.

The New Car Assessment Program (NCAP)
was established in 1972 and the original standard
for frontal collision was for a 30 MPH crash into
a rigid barrier. In 1979 the standard was changed
to a 35 MPH crash into a rigid barrier. This is
almost a 40% increase in Kinetic Energy to crush
a vehicle. What this means for us as occupants,
and more importantly as providers, is the vehicles
now are much more rigid. A more rigid vehicle that
collides at lower speeds transfers more energy into
the occupants rather than crushing the vehicle.
This coupled with 4 and 8 MPH bumpers has a
2-fold effect. 1 - the instantaneous acceleration as
discussed in the previous paragraph has a much
greater spike (yielding more significant injuries)
and 2 - the vehicles show less damage than before.

The following diagram (see facing page) and
explanation represents what actually happens in a
rear end collision.

“In the rear impact, the kinematic response is
biphasic. As the seat back strikes the subject from
the rear, it causes the curvatures of the spine to
flatten. Then the pelvis and torso are accelerated
forward by the forward moving seat. As this happens,
the head remains momentarily at rest. This is
called the head lag phase. But, as the car, car seat,
pelvis, and torso continue to move forward, the neck
and head are eventually pulled forward. The head
may also come into contact with the head restraint,
which will greatly boost the head’s acceleration to
the point that now the head is accelerating at a
greater magnitude than that of the car or the pelvis
or the torso.

When the torso is projected forward by the
seat back, its velocity becomes greater than the
car itself in a phenomenon we call torso overspeed.
The head will be projected forward with an even
greater velocity than the torso in a phenomenon we
call head overspeed. And now the occupant must
actively decelerate his forward moving head. At
the same time, as the forward moving torso and
pelvis are abruptly restrained by the seat belt and

\’/

DIEKER VOIGHTMANN DONOVAN

LAWYERS

15333 N. Pima Road
Suite 200
Scottsdale, Arizona 85260

PETER T. DONOVAN

Attorney
Representing Accident & Injury Victims

peter@az-lawfirm.com
P | 480.348.5000
F | 480.348.5515
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Diagram of occupant kinematics in a rear end collision.

shoulder harness, the head continues its forward
excursion.”l Remember, this action takes place in
under 300 milliseconds.

Because the human head weighs in the
neighborhood of 8-10 pounds, a peak 4 G
instantaneous acceleration now equals 32-40 lbs
of horizontal force to the head and neck structures
and a 10 G instantaneous acceleration now equals
80-100 lbs of horizontal force to the head and neck
structures over the span of about 50 milliseconds
or 5/100th of a second. To put this into perspective,
if you were to slowly stretch a piece of Silly Putty
it would stretch pretty far. However, if you were to
take that same piece of Silly Putty and stretch it
very rapidly, it would break cleanly. This is what
happens to the soft tissues in a person when they
are stretched too rapidly. As a matter of fact, because
the brain can only process information so fast, when
the occupants are asked, most times they will recall
being thrust forward and they will not remember
being thrust back into their seat or hitting their
head on the head restraint.

Knowing this information can help ferret out
details of mechanism of injury when taking a patient
history during an examination, even if the patient
cannot recall because “everything happened so
suddenly”, or worse yet if they sustained a traumatic
brain injury. It is not uncommon for a patient to be
deposed and state they do not recall hitting their
head on the restraint. This can and will be used
against your patient to “take away” the mechanism
of injury. If the mechanism of injury does not exist
(the collision did not cause the injuries) than the
injuries you treated must be caused from another
source, and the other party is no longer financially
responsible. Careful investigation of the collision
and clinical correlation can be critical.

In Part 3 we will discuss risk factors and human
factors that can increase the likelihood of injury in
these types of collisions.

L Arthur Croft, Whiplash and Mild Traumatic Brain

Injuries, Spine Research Institute of San Diego Press
2009.
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*Review: ... of Cranial Nerves and Subluxations provided in the article
listed with a graphic display of Cranial Nerves and Subluxation codes
for assessment of diaphragm and breathing dysfunction affecting

vertebra and postural components... .
By Robert L Menner DC, BsPT, DABFP, CCWP, DABFM, CMVI

*Anatamic connections of the diaphragm: influence of respiration on the body system” . Cited by 63
1. Rehabilitation Cardielogy nstitute of Hospitalization and Care with Sclentific Address, S Maria Naseénte Don Carbe Gnoochi

Foundatian
r Edifcadimy, Mikana, ltaly

The article explains the scientific reasans for the diaphragm muscle being an important crossroads fior information involving
the entire bady. The diaphragm muscle extends from the trigeminal systerm 1o the pelvic floor, passing from the thoracic
diaphragm to the floor of the mouth. Like many structures in the human body, the diaphragm muscle has more than one|
ffunction, and has links throughout the body, and provides the network necessary for breathing{ To assess and treat this
muscle effectively, it is necessary to be aware of its anatomiz, fascial, and neurologic complexity in the control of breathing.
<  The phrenic merve innervates the diaphragm, and rums from the roots of .Ci. to £5...and according to some authors,
the pathway of the phrenic nerve involves the entire brachial plexus and the entire cervical plm:us. (C1-T1).. The
Phrenic motor units fiot only control breathing| but also have other functions that are not specifically breathing actions,
buch as deglutition, vocalization, and the expulsion of waste-cantaining substances for the expectoration of the|
Rirways..
Itis easier to transmit an electrical impulse to a precise point rather than send a metabolic message to a single neuron.
[For this reason, it is possible to verify a symptomatalogy that is different from a mere breathing disarder, such as brachiakgia,
ie, pain in the .r.hnuldﬂ... Along its pathway, the phrenic nerve anastormoses (coming together /uniting) to the subclavian
nerve, which innervates the Bubclavian muscle, specifically, the first rib and the clavicle [l (C5-C6).. Therefore, if there is a
phrenic disorder, 1t is possible to contract the subclavius muscle, raising the first rib and reproducing a tharacic gutlet
syndrome, with the relevant symptomatology;. for instance, pressure I:H'I. ("8=T1 can cause problems in the little finger...
The scalene muscles, which are innervated by the cervical and brachial plexuses, are egually important..,
[There is a close link between the diaphragm and the thoracic outlet,

This means that diaphragmatic dysfunction produces symptoms that are observable in the region of the cervical base, in the
floor of the mouth, and in the dura, as well as in the eyes.

it Is important to proceed in order; now we review in detail the connections of the Bvagus nerve, thereby clearly explaining
the connections. The medial longitudingl fasciculus is an association of nerve fibers that connect the mesencephalon and
maost of the cranial nerves, including the Btrigeminal nerve, and the cranial nerves that innervate the lwe {be, 11, 10L, 1V, the
first division of V', and V1), the tungueltthe hypoglossal nerve, XIIj, and the cervical base. {C1-C3}.... Therefore, the medial
langitudinal fasclculus is an important connecting pathway, the margins of which go from the mesencephalon-diencephalon
u:lr:tarbe lumbar spinal mtﬁ_lul and further, at least according to some sources... [This pathway is essential to understand the|
Frelationship between sight and posture.|

The spinal trigeminal nucleus, which is connected to the vagus, is the destination of the trigeminal fibers from Gasser's
ganglion. it should be noted that there s a close relatinnship between the diaphragm, the buccal diaphragm, and the dura

mates.

The nuchal ligament, innervated h',l' €2, is also connected directly to the dura mater..,and the trapezius musde is part of the
thoracalumbar fascia and possesses innervation which is close ta the vagus nerve..With regard to symptoms, we can
hypothesize that the phrenic nerve can affect the spinal trigeminal ganglia, which will stimulate the 1ast two branches of the
trigeminal nerve, reaching the periodontal ligaments lhmuﬁh the alvealar nerves, and that the pesult will be dental palrﬂ The
same pathway may lead to bairﬂn the temporomandibular joint and the earb.hruugh the ganglion of Gasser.

Another link is through the transverse cervical nerve, which is a branch of the cervical plewsl (C2=C3), in direct contact with
the mandibular branch of the trigeminal nerve....

= | olfactory
Il optic

Tract & pathways
Visual cortex

+ Il ooulomaotor

- IV trochlear

. Vo trigeminal

L V1 abducent

- Wil facial

Vi acoustic
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T1-12
T2-T3
T3-T4
T4-T5
T5-TH
T&-T7
T7-18
TE-T9
T9-T10
T10-T11
T11-T12
Tiz-11

L1-12
L2-13
L3-14
L4-L5

Disc displacement

M50.20  other cervical disc
M50.21 €2-3 f C2-4
ME50.22 C4-5 f C56 f C6-7
M50.23 C7-T1

Disc disorder w/ radiculopathy
M50.11 C2-3/ C3-4
MI50.12 C4-5 f €5-6 / C6-7
M50.13 C7-T1

)

M26.60 M disorder unspecified

_ Thoracic Qutlet Syndrome
Facets pain

Carrying on our analysis of the vagal nerve, this nerve is firmly connected with the hypoglossal nerve, which is clnsehirelatuﬂ
te the trigeminal systemy... The hypoglossal nerve, which is a somatic efferent nerve, along its path is in contact with g§ C1-C2
{namely, the suboceipital misscles), by their efferents... The floor of the mouth is linked to the trigeminal system by afferent
fibers... The connection between the diaphragm and the floor of the mouth is easily recognized in the event of poor
fswallowing or sleep apnea, or again in the event of diaphragmatic dysfunction,..

Dr Robert Menner ¢ 602-577-2720
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The Bhypoplossal nerve receives a multitude of presynaptic impulses from the phrenic nerve and intercostal muscles.. In
regular respiration, the genioglossus and other muscles of the floor of the mouth, such as the hypoglossus, are electrically
invialved in coordination with the diaphragm, immediately before contraction of the diaphragm itself...Of all the muscles that
dilate the pharynx, the genioglossus is the greatest, and is regarded as an accessory respiratary muscle.. involvement of this
misscle prevents the muscles of the mouwth from closing the superior respiratory tract during inhalation... The genioglossus
moves during the respiratory cycle, ie, posteriorly during expiration and anteriorly during inspiration... This action guarantees
correct ventiation.

The h"“““ the inhalation phase in terms of rhythm, the greater the electrical response of these contractile areas in the
mouth... This means that signals from the peripheral neurons combing with orders from the central nervous system.... As has
been recently demonstrated, this carefully coordinated relationship can be disrupted by a range of respiratory problems,
causing problems with chewing, swallowing; and breathing.... Moreover, it should be nated that the pleura, innervated by the
phrenic nerve, sends type C fibers to the tongue, indicating another close relationship between the diaphragm muscle and
the buccal diaphragm...

[Another neurologic connection with the diaphragm is represented by the orthasympathetic plexus of the greater sghnchn'ﬁ
erves, by the lesser and minimum splanchnic nerves. T s the diaphragm in the crural region..| According to recent
anatomic dissection studies, the celiac ganglion originates in ] Ta-T5-T9, whereas the superior mesenteric plexus derives

from IT1D-T11-T12_.. Finally, there is the inferior mesenteric plexus, which is composed of minimum splanchnic nerves, also
known as the renal plexus or renal nerve. This plexus is related u:. R 5 8

The celiac ganglion, like other splanchnic branches, may vary in length, shape, size and location, but is not discussed in this
paper. The splanchnic nerve system is essential in order to contral the orthosympathetic visceral system, 11 This suggests
that, in the event of a diaphragmatic problem, whether a spasm or an atrophic lesion, the pathways of the orthosympathetic
systems will be negatively affected in bath the upward and downward directions, This means, on the ane hand, that visceral
activity will be affected, and on the other, that the metamers related to innervation of the three plexuses will suffer from|
[pain in the vertebral facets and related tissues, and the mustle area of the affected metameric zone... Further, the visceral
afferents are connected to Lissauer’s tract (ie, the dorsolateral fasciculus or tract), which belongs to the trigeminal system...
Therefare, a diaphragmatic disarder affecting the viscera innervated by the splanchnic system will result in pain even in distal
areas...

[Fascial and connective links between the diaphragm and the pelvic fioor, and the rest of the bady! First, the abdominal
muscles are related to the costal, lumbar, and pubic iliac regions of the body, ie, rectus abdominis, the internal and external
ablique muscles, pyramidalis, cremaster, transversus abdominis, great psoas, guadratus lumbeorum, sacrospinalis, and
transversus spinalis (where the multifidus spinae is distinguishable)... Moving now to the fascial links, it is important to
consider that the fascia is rich in corpuscles {ie, Golgi's, Pacini's, and Ruffini's corpuscles), which have proprioceptive
properties and provide significant peripheral information, as well as having a probable nociceptive function... Further, the
fascial tissue possesses fibers capable of contracting, probably causing spasms, followed by dysfunction and pain...

The semispinalis muscles of the neck are mainly activated at thell§ €2 level; however, when anomalous tensions are
registered, the muscular stress will burden... Obwiously, the phrenic nerve and any connections with this region may be
negatively affected. Cervical paln can have diaphragmatic causes, and has repercussions for the neck through the
thoracolumbar fascia, and this fascial bridge may explain pain related to the sacroiliac joint inl
he event of dysfunction between the diaphragm and the pelvic fl

The lateral raphe, ie, the fourth part of the fascial system that affects the diaphragm, originates at the twelfth rib and goes ta
the iliac crest, and i interesting with reference to the functionality of the respiratory diaphragm... In fact, the quadratus
lumborum associated with the diaphragm is mainky connected to [ L2, and this contact is supported by the lateral raphe...
[The diaphragm acts mainly nn. L2 in erder to stabilize the lumbar column and to control the resulting forees properly..|

Conclusion:...The diaphragm muscle not only plays a role in respiration but also has many roles affecting the health of the
body. It is impartant for posture, for proper organ function, and far the pelvis and floor of the mouth. It is important for the
cervical spine and trigeminal system, as well as for the thoracic outlet, 1t is also of vital importance in the vascular and
Iymphatic systems, The diaphragm muscle should not be seen as a segment but as part of a body system

REFERENCES:

1. Bruno Bordonl and Emiliano Zanier  Anatomic connections of the diaphragm: influence of respiration on the
body system J Multidiscip Healthe 2013; 6: 281-251.
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Disc displacement

MS0.20  other cervical disc
MS0.21 C2-3 f C3-4
M50.22 C4-5 f C5-6 / C6-7
M50.23 C7-T1

Disc disorder w/ radiculopathy
M50.11 £2-3 / €34
M50.12 C4-5 f C5-6 / C6-T
MS50.13 C7-T1

M26.60 TMWI disorder urspecified

Thoracic Outlel Syndrome
Facets pain
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Subluxation Based PI Practice
Bill Gallagher, DC, CMVI

One of the first principles that I teach with the
American Academy of Motor Vehicle Injuries is that
personal injury is not healthcare. Personal injury is
injury care.

In order to excel at personal injury the first step
is to be able to diagnose all of the injuries caused
by a motor vehicle collision. Only then can you
know what to address. Only then, when properly
documented will the insurance company know what
to pay for.

While it may appear that this pushes us over into
the medical model of treating disease it is equally
important to understand that a personal-injury
practice should be a subluxation-based practice.

In a medical practice, the objective is to treat
injuries. Unfortunately, since most medical doctors
are so specialized they tend to see only the one
injury that they are trained to address, most
injuries go undiagnosed and untreated. Once
identified in a medical practice, a particular injury
can be addressed by surgery, physical therapy, or
prescriptions to support the patient’s medication
deficiency.

Addressing the injuries as separate entities and
the body as a collection of static problems falls far
short of the chiropractic vitalistic goal of addressing
the cause of the problem as it affects the whole body.

Things to consider:

1. injury versus subluxation

2. ortho/neural examination versus chiropractic
analysis

3. treating the injury as a static entity versus
correcting the subluxation to facilitate healing

Injury v. subluxation

I shake my head anytime I am asked by an
attorney to examine their client who has been
through a year or more of treatment by medical
doctors without chiropractic care. The current
protocol of evidenced base/functional medicine
begins with the most conservative, least invasive
care. On that basis alone chiropractic should be the
starting point for any PI case.

Arthur Croft long ago estimated that 45% of all
chronic neck pain is likely due to a prior whiplash
type injury. A multitude of studies since then places
that figure at the low and of the spectrum.

10 AAC Personal Injury Quarterly

When 1 first spoke with continuing Ed
departments at chiropractic colleges the question
was, “What is so special about your program?” The
first time the question was posed my response was,
“we are teaching doctors how to diagnose, docu . . . “
Before I could say document the defensive response
was we have an excellent diagnosis program here.” I
agreed and replied, ”So did I. I was taught in how to
diagnose heart disease, diabetes, cancer, anything
I needed to get out of my office right away but they
never discussed trauma.”

Without going into the criteria and definitions
of a subluxation, it will be a simple enough to
understand that they do not occur by spontaneous
generation. In fact, it is most likely that such a
structural misalignment that is causing nerve
interference is due to a trauma or at the very least
micro trauma.

Given this perspective and allowing for the
possibility of exceptions, subluxations are a result
of injuries and injuries will have a subluxation at
their core.

Ortho neural exam v. chiropractic analysis

There are two problems with an ortho/neural
exam. First, this examination should be directed
by a complete history which unfortunately, few
practitioners have the time in to address. Second,
having taught the subject and having reread the
books, the IME doctors I have observed rarely
perform these tests correctly and at best will
perform a cursory examination.

As such, an examination based on a weak history,
that fails to direct the doctor to all of the injuries,
is further weakened by unreliable testing. On the
other hand, any chiropractor in a subluxation-based
practice knows how to adjust and has a chiropractic
analysis that provides far greater information as to
where the problem lies and how to address it.

Treating the injury v. correcting the

subluxation

Since most motor vehicle crashes produce sprain/
strain injuries then for the most part treatment of
motor vehicle injuries is a soft tissue issue. The
medical model is that a strain should heal in six
weeks, most often on its own. Insurance companies
will use this assumption to deny payment past two
months. Sadly, that medical model tends to overlook
the sprain injuries.



As a chiropractor, it is important to understand
the limitations of what you can do and knowing at
what point a referral is indicated. At the same time
is equally important for our medical colleagues to
understand the limitations of their training and
scopes of practice to see the importance of referring
to a chiropractor prior to attempting more invasive
therapies.

Most of the pain centers with which I have
worked here in Arizona understand this principle.

Personal injury pain centers owned and operated
by chiropractors have an MD or a DO on staff to
address the more serious injuries when needed.
Likewise, most medically based pain centers have
chiropractors on staff to provide that first line of
treatment.

Bottom line; a personal injury case does require
a greater degree of diagnosing, testing and
documentation along with referral to the specialist
best equipped to address what goes beyond your
scope of practice. All of that should be in conjunction
with chiropractic adjustments.

We Help Raise Your

Scottsdale chiropractor, Bill Gallagher
is the founder of the American Academy
of Motor Vehicle Injures. He can be
reached at drbillgallagher@yahoo.com
or 480-664-6644.

Case From The Ashes

File Reviews / Case Assessments ik

IME Observation-Whale Person
Impairment:Rating / CRMA /
Concussion Testing & Mere

Phoenix Medical Legal Services

www.PhxMedLegServ.com

8426 E. Shea Blvd. ¢ Scottsdale, AZ 85260 » 480.664.6644 ¢ info@phxmedlegserv.com
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REFERRALS
WANTED!

95% OF CASES

ARE SETTLED OR
LITIGATED

Attorney Eric Schmidt focuses his work solely on
advocating for personal injury clients, This includes
Slip and Fall & Auto Accident cases.

Eric Schmidt has experience coordinating
specialists that will accept a lien including
Medical Doctors, Orthopedics, Neurologists
and MRI facilities. He provides his services for

ERIC W. SCHMIDT 3 eiabeieost s climn

accommodate the needs of his current and future

Attorney Eric W. Schmidt is a seasoned litigator
who has dedicated over 14 years to practicing

clients
exclusively in the area of personal injury law and Q 10% discount o i it natized

insurance claims. Over the course of his career, s : -
bie buw géined expefience practiving in both members of the military and their families.

California and Arizona, and was the founding

Partner of two law firms. Helping the Hispanic community since

1992.

With our practice you are a name, not a
number,

it
A graduate of San Diego State University and
Western State College of Law, Attorney Schmidt 9
has served as the lead trial lawyer in over 20
Maricopa County jury trials, and has participated

. ey i b pustics
the majoriy of which sesled n ignifant. | IF YOU’VE

results for his clients. Eric Schmidt will provide BEEN HIT, CALL

competent legal representation to Phoenix and

Arizona residents, and to those who are injured in SC H MIDT!
California.
*Disclaimer: This ad is intended for informational purposes only. These materials should not be taken as legal advice. The retainer fee is a contingency
fee agreement, contingent upon recovery for the client. The law may assert a lien on any recovery for work performed. This website is not
intended to promise or guarantee a favorable result as each case is different and past performance is not indicative of future performance.
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If you spend any time with Wayne Bennett, you
realize that he is a man of action and a man that
loves to fight for a cause.

This years’ AAC Chiropractor of the Year is
honored for just those reasons. Wayne led the fight
to get chiropractic included in Arizona’s Medicaid
program AHCCCS. Even though the AAC was
successful in getting the bill passed, the Governor
pulled the plug on funding, thus killing it.

Wayne is not easily deterred. In fact, he was
honored to be recognized although he felt as though
he hadn’t earned it yet. He said, “I almost wanted to
say to the guys you know what, I appreciate it, but
let me get this job done, then give it to me.”

You see, Dr. Wayne Bennett is a native Arizonan
and prides himself on what he calls his western man
value system. He comes from a strong lineage of
railroad men and renaissance men that forged his
strong convictions. Wayne said, “You don’t really
measure yourself through external recognition but
you kind of measure yourself by who you see in the
mirror in the morning.”

I asked Wayne if he was a cowboy. He quickly
said that that was an earned distinction he could not
claim, although he acknowledged the western man/
cowboy mentality shaped his approach to life. Like a
cowboy Wayne stated “You ride for the brand. Every
ranch has a brand so you ride for that brand, which
means you do whatever it takes to get the job done.”

For the last 25 years, “the brand” for Wayne has
been chiropractic. In fact, Wayne got involved with
the AAC even before he was out of chiropractic school.
He moved back to Prescott after he graduated from
Palmer West in 1992. He had a very good group
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Wayne Bennett ~

AAC Chiropractor
of the Year

Jeff Woolston, DC, CMVI

of old timer chiropractors that were really good
leaders, good men, and good mentors. They had
little gatherings and groups locally that led to him
getting involved with the state association.

“I have always been involved in whatever I
was doing because that is how I was raised.” Said
Wayne. “You just show up and say what needs to be
done. I'm not really all that good to have around if
there is not something worth fighting for. My wife,
Mary will tell you this for sure. My wife is good at
organization and logistics. Which is probably why
we are a good team.”

“My strengths are not in that area. In fact if
things are not happening, I have a tendency of
stirring things up. So I have to watch myselfin that
sense. If there is a fight going on or something that
needs to be done then that’s when I'm good. I'm one
of those sick guys that will run towards a fight or a
fire not away from it.” Wayne added, “I think there
is something rewarding in the simple act of doing it.
Even when you are not successful, if you have done
it in an honorable way than your life is enriched
because of that.”

I asked Wayne how do we motivate more
chiropractors to get involved with the AAC?

Wayne simply stated, “My presumption is
everyone should be involved if they are really
going to be a truly integrated person. We hear a lot
about self-actualization and fulfillment. You don’t
achieve self-actualization in a vacuum by yourself
on an island. That happens when you interact with
humanity. There is a sense of responsibility and
duty, and a sense of service, if this is not part of
your makeup then it’s not part of your makeup, and
you’re not going to have as good a life in its absence.”



“When I feel like there is something that calls
to me and needs to be done, typically that’s when I
step up, and in our profession that’s like every week.
We have been kicked around and mistreated and
disrespected in a lot of ways, I feel like we deserve
better.”

Wayne’s calling of late is getting chiropractic in to
AHCCCS. He says, “I didn’t go hunting trouble with
AHCCCS, it came to me.” When he was president of
the state association in 2004, it was an issue than, the
AAC made a run at it, and almost got inclusion then.

“What is not to like about the argument? It’s
a strong argument. The only reason you wouldn’t
include chiropractic into AHCCCS is for financial or
political reasons.”

“When the opioid situation developed we already
had all this evidence that we had been accumulating
on the management of chronic pain. It seemed like
the timing was right and I was hopeful the state
association would recognize that as well. I am
pleased to see that we have a good core of leaders in
our group that I am actually impressed with.”

“I think this is an opportunity whose time has
come. I think we need to be successful at it and use
every resource to make that happen, because there
is over a million people that need our help.”

“The cost to maintain a person in chronic pain
on opioids costs the state, on average around $32-
33,000 a year, and it doesn’t even work. It’s not even
managing it. Those statistics in the cold light of
truth are just appalling.”

Wayne laments, “We didn’t get the bill passed.
The opportunity we are presented with now is to
significantly move forward and set a whole new
baseline in terms of engagement of chiropractic
services in the management of chronic pain. Because
the first thing we need to understand is we are not
treating acute pain; we are managing chronic pain.
The benchmarks and measures of success and the
benchmarks of determining medical necessity when
managing chronic pain is very different than that of
treating acute pain.”

“We can move chiropractic to a whole new level
through this AHCCCS program if we are able to:

A. Be able to use our full scope of practice, and be
reimbursed for our full scope of practice because

we need to use our full scope of practice to be
effective.

B. Make the medical necessity model for managing
chronic pain understood to the extent that we
don’t measure the number of visits and treatment
dosage by the same benchmarks.”

“I really hope that this year when we come back
we can do what they have done in Virginia and/or
Missouri. In those states, the medical necessity
basic benefits packages have a non-preauthorized
20 visit minimum of care available, if chronic
pain management is documented. We would move
our profession into a position being able to accept
AHCCCS patients. We are talking about over a
million patients in our state who have chronic pain
with no pre-authorization, with a 20 visit minimum,
and at full scope of practice. And we would be able
to step into an environment that could really make
a meaningful measureable impact, at a time where
there is a real crisis and it’s under the microscope
of the health care environment. So, I see it as a
magnificent opportunity.”

We talked about a recent national story on
opioids that 72,000 people died of overdose in 2017.
Wayne was quick to point out 40% of those deaths
came from heroine. “That’s the sad results from the
current Governor’s guidelines of turning the opioid
crisis over to the pharmaceutical people to come
up with the solution to the problem. And low and
behold, the solution we have is a brand new drug
and new ways to use drugs for patients who already
have a drug problem.”

“There is no mention whatsoever in the
governor’s opioid game plan of non-pharmacological
management, and that’s a significant oversight. We
need to address that because if we don’t, we are going
to see more of what we are already seeing. I have
patients coming to me already who are saying they
are cutting back on their opioids but they are not
being given anything to replace it with. What they
should be replacing it with is non-pharmacological
care, such as chiropractic, physical therapy, massage
and acupuncture.”

“By removing the supply of opioids, without
dealing with the driving addictive pain issue, that
is going to drive people out the bottom. They are
addicted and they can’t get access to the meds, so

(Continued on Page 16)
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(Continued from Page 15)

what do they do? They go to the street and they take
heroine. And I believe if we watch these statistics
carefully, until we address this problem, we are
going to see that mortality rate go up.”

I asked Wayne how does the inclusion of
chiropractic into AHCCCS help our profession and
society as a whole?

“What I would like this to be about, is that we
would get the ear and attention of more fellow
chiropractors to increase their awareness, so
that they really understand that we are offered a
wonderful opportunity to advance our profession
forward, to help a whole bunch more people, and
become a meaningful player in a solution to a real
problem that our culture has.”

“Talk about cultural authority and cultural
validity, what better way to achieve cultural validity
and authority than to step in and contribute to
the resolution to a problem in a big way. I believe
we have an opportunity to do that, but we need
better awareness by our provider brotherhood and

sisterhood. If they can get behind this and contribute
we can really do this. We are going to need resources;
we are going to need time, treasure, and talent. I
sure would like to see when we come back around
this next legislative session to have more of that
available to us.”

So rise up fellow Arizona chiropractors! The
brand that can take us to new heights starting with
inclusion in AHCCCS this year, is the AAC. Get
involved. Look around. Do what needs to be done.

In closing Wayne shared a favorite quote from
western author Louie L’Amour, “You can’t stop a
man who knows he’s right and just keeps a coming”

That’s right Arizona, the AAC chiropractor of the
year, Dr. Wayne Bennett, won’t back down until this
fight is won!

. Dr. Jeff Woolston is a delegate with
the AAC and practices in North
Scottsdale with his wife Dr. Larissa
Woolston.

WEST VALLEY
PAIN SOLUTIONS

Got Pain, Get Relief

Interventional
Pain Management

9140 W. Thomas Road, Suite B-106
Phoenix, AZ 85037

T:(623) 939-1375

F: (623) 388-6880

info@WestValleyPainSolutions.com
WestValleyPainSolutions.com
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PAIN MANAGEMENT 101 - PART THREE

By Trever Penny, DC, MUA CICE

We Make Chiropractors Look Good:

We eliminate the problem patient. Some patients are always in pain and always complaining. We take away the joint pain
and muscle rigidity allowing for pain free chiropractic management. Patients see their Chiropractor in a different light
after being referred by them for a different type of treatment.

We Always Refer The Patient Back To The Referring Chiropractor:

Most pain facilities fit into the standard managed health care model. After a pain procedure is performed the patient is
typically referred for physical therapy. We never do that! The patient is always referred back to you the referring doctor
of chiropractic and therefore you maintain control of the treatment plan.

We Know Chiropractic:

Our company was founded by a Chiropractor. We know that quality customer service for the patient and the referring
Chiropractor is what builds a professional relationship.

We Help Get New Patients In Your Door:

Our company throws professional mixers every year. Regular attendees include personal injury attorneys, medical doc-
tors, pharmacy reps, chiropractors, physical therapists, diagnostic imaging consultants and even orthopedic surgeons.
Our marketing personnel will introduce you, creating new business relationships.

We Focus On Personal Injury:

Personal injury was the impetus for the founding of West Valley Pain Solutions. All pain procedures are performed in an
office setting, eliminating the facility charge from the bill. Since our over head is lower; policy limits and low settlements
aren’t a problem, and we always wait for payment. Our service adds value to the case allowing more money to be avail-
able for all parties at settlement time. We will never be the reason a case can’t settle. Even though our pain management
bills are lower than other pain management companies, we still negotiate our final settlement fees.

We Are Out-Of-Network:

Health insurance is always welcome and we will provide the same quality service if your patient has out of network cov-
erage. We have created unique referral relationships with other pain facilities for patients with in-network coverage.

You Are Cordially Invited:

Come by any time to see our office and even observe an interventional pain procedure.

Trever Penny, DC MIUAC CIC CMVI Our mission is to enhance the
chiropractic profession and its place in the health care arena. Let us help

you! Office (623) 939-1375
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PERSOMAL TJEY QUARTELY Quiz

by Martin Kollasch, D.C.

Test your knowledge of some basic personal injury topics covered during the American Academy of
Motor Vehicle Injuries’ curriculum by answering the following questions. There is only one correct
answer.

Match the pain descriptor with the most likely tissue generating the type of pain. (Each descriptor
has only one answer but, the answers [A, B, C, D] may be used more than once or not at all.)

Pain Descriptor Tissue of origin
1. Throbbing pain A. Bone
2. Cramping pain B. Nerve
3. Deep dull pain C. Muscle
4. Shock-like pain D. Vasculature

5. A patient’s cervical range of motion (ROM) is significantly restricted and painful during active ROM,
passive ROM is nearly normal and nearly pain free, yet isometric contraction produces pain. Which of
the following tissues is, or are, most likely injured?

A. Ligaments only

B. Nerves only

C. Muscles only

D. Muscles and ligaments

6. Consider the doctor’s instructions to a patient during testing of reflexes and dermatomes. The patient
should be instructed to
A. keep both eyes open
B. close both eyes
C. cover or close just the ipsilateral eye
D. cover or close just the contralateral eye

7.Hypotonicity and or weakness of a sternocleidomastoid muscle suggests a lesion to which cranial nerve?
A. Glossopharyngeal (CN IX)
B. Vagus (CN X)
C. Spinal accessory (CN XI)
D. Hypoglossal (CN XII)

8. Which of these is the most likely cause of vascular injuries to the neck during a motor vehicle crash?
A. Tearing during hyperflexion
B. Tearing during hyperextension
C. Direct contact with an airbag
D. Direct contact with a shoulder harness

9. Which combination of symptoms is consistent with a compression injury to the C6 nerve root?

Numbness of: Weakness of: Diminished DTR of:
A. Back of neck Shoulder shrug Triceps
B. Lateral shoulder [Arm abduction past 90 degrees Biceps
C. Tip of thumb Wrist extension Brachioradialis
D. Ring finger Finger flexion Triceps
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10. Which of the following statements best characterizes daily chiropractic care of a whiplash patient during
the first week following a motor vehicle crash? It is .
A. the standard of care when supported by exam findings
B. excessive and could be grounds for disciplinary action
C. contrary to research but justifiable in some rare cases
D. justifiable only if the patient requests it without prompting

Dr. Kollasch is a Phoenix native and practices in Scottsdale. He also worked with the National Board of Chiropractic
Examiners for nearly 20 years. You may contact him at (480) 948-6020 or martin.kollasch@gmail.com.
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WE HAVE A COMMON GOAL,
. . SO LET’S WORK TOGETHER

You have patients that need your expertise in

treating them for their injuries and who may

. need legal representation for a claim. My

clients need medical providers to assist and

guide them with care. Our professions are a

natural complement — with the ultimate goal

of assisting injury victims in the time of their

greatest need.

Coolidge Injury Law:

- Makes personal contact with clients systemi-
cally to ensure they are following up with care

- Informs medical providers of any insurance
information as it becomes available

480-664-6655 - Encourages our clients to follow your advice
on treatment as you are the expert

- Always ensures an equitable distribution of
settlement funds to get the client the best

Personal injury is injury care possible result.

We have referrals to give and welcome refer-

rals. Let’s see how we can help each other’s

The Concussion Recovery Center

Personal injury is not healthcare

businesses grow!
Donn M. Coolidge, Principal
Coolidge Injury Law
480.248.3535
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SARKSON & |\I WSO

George V. Sarkisov, Esq. Jan-Georg Roesch, Esq.
Tel: (602) 363-7948 Tel: (602) 692-5616

Our Firm is dedicated to representing clients in both Personal Injury
and Workers’ Compensation matters. Let our knowledge and
experience be a service to you and your patients as we assist you in
navigating the challenging nuances of Personal Injury and Workers’
Compensation claims. Experience the difference and let us help you,
help your patients.

WE PAY 100% OF YOUR TOTAL CHARGES

PRACTICALLY EVERY TIME!
(What Other Attorney Do You Know Who Can Say That?)

YOU GIVE 100% TO YOUR PATIENTS
WHY SHOULDN’T YOU BE PAID
100% OF YOUR CHARGES?

(For 25 Years We’ve Been Doing Just That)

Pincus & Lespron, PLC
(Serving the Greater Tucson Area)
Michelle E. Lespron, Esq. Managing Attorney
Michelle E. Lespron, Esq. 520-888-2599

:._ﬁl-

Pincus & Associates, PC
(Serving the Greater Phoenix Area)
Shawn J. Dow, Esq. — Managing Attorney

480-777-2599

Shawn J. Dow, Esq.
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Concussion Recovery Center
Bill Gallagher & Lois Laynee

For all the injuries that doctors fail to diag-
nose in a personal injury case, the one most com-
monly missed is concussion. Misconceptions abound
around this condition ranging from believing that
there needs to be a the loss of consciousness to make
the diagnosis to the thinking that you can just shake
it off and get back out there.

So first, we must address the myths. The defi-
nition of concussion centers around an alteration of
consciousness following a trauma. There does not
need to be a loss of consciousness to make this di-
agnosis. There does not need to be direct impact of
the head to have this condition. It is not necessary
to have a diminished Glasgow Coma Scale score in
order to make this diagnosis. In fact, most people
who suffer a concussion in a motor vehicle collision
will have a Glasgow total score of 15/15.

It is highly unlikely that you could damage
structures in the cervical spine without causing in-
jury to the brain and its associated structures. For a
clinician who understands the mechanism of injury,
diagnosing concussions is a no-brainer.

Given sufficient force to damaged ligaments,
muscles, discs, and even bones in the cervical spine
a coup contra-coup injury is to be expected. This mo-
tion of the brain inside the cranium will cause im-
pact as the brain bounces front to back or side to
side.

This rapid motion of the brain can also cause
trauma to the cranial nerves as they pass through
fossa and foramina in the base of the skull. Traction
on these nerves across the bony surfaces are likely to
cause diminished functioning at the very least. This
can measured with a proper cranial nerve exam to
document the injuries.

Two other injuries that are commonly found are
first, cerebellar tonsillar ectopic, which can cause se-
vere headaches and a multitude of other symptoms
has been found in 23.3% of whiplash cases. Also
commonly seen especially with female patients is
trauma to the pituitary gland, which controls hor-
mones. While few doctors will pose the question, it
is common for a woman to have menstrual problems
after a collision.

With the opening of the Concussion Recovery
Center, here in the Valley we can now provide you
with the testing to validate the diagnosis along with
treatment to support that. Some of this testing can
even be administered in the attorney’s office.

We offer a four stage testing protocol that begins
with the Rivermead Post-Concussion Symptoms
Questionnaire. This one page survey addresses six-
teen areas of concern can be administered in your
office after a crash. It comes with scales from 0 to
4 and if your client circles threes or fours that is a
clear indication of a concussion. With positive find-
ings on this questionnaire, we can arrange for your
client to do a cloud-based, neuropsychological as-
sessment. This takes about 30 minutes and includes
a battery of tests to observe brain functions that are
the established standards in the field of concussions.

The next step when this battery of tests indi-
cates the patient has suffered a concussion is to ac-
tually perform a cranial nerve exam. Unfortunately,
very few doctors do these test and many have told
me they stopped doing it because they never really
found any positives. The Dynamic Functional Cra-
nial Nerve Examination developed by Lois Laynee
checks all twelve pairs of cranial nerves and each
of their functions. If your client has suffered a con-
cussion in a collision this examination will find the
injuries.

The final step when indicated is more sensitive
electro-diagnoses and radiology. This includes the
QEEG which reads beyond a standard EEG and can
assist us in mapping areas of the brain that are no
longer functioning properly.

With a personal injury case, diagnosing all of the
injuries is paramount. Our testing clearly supports
that diagnosis. The protocol for addressing the con-
cussion at the Concussion Recovery Center focuses
on retraining the cranial nerves to function properly.
The treatment program that follows is designed to
retrain each of these nerves and each of their func-
tions allowing us to demonstrate improvement or
permanence on follow-up examinations.

Lois Laynee teaches concussions and
cranial nerves for the American Acad-
emy of Motor Vehicle Injuries. She can
be reached at 480-664-6644.
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Tired of not getting paid on PI cases?

Tired of attorneys asking for a 50% reduction?

Tired of patients still complaining of pain months later?

Learn how to properly diagnose, document, and manage a personal injury case

Certificate and Diplomate programs available

2018 schedule

Bay Area at Life Chiropractic College West

Jun 23-24 MOD IX: Concussions and Cranial Nerve Exam for
Motor Vehicle Injuries

Aug 25-26 MOD VII: Case Management for Motor Vehicle
Injuries

Sept 29-30 MOD V: Documentation for Motor Vehicle Injuries

Dec 1-2 MOD III: Outcomes Assessment Tools for Motor
Vehicle Injuries

LA

April 7-8 MOD II: Medical Legal Issues for Motor Vehicle Injuries
May 5-6 MOD IV: Radiology for Motor Vehicle Injuries
Sep 22-23 MOD VI: Spinal Examination for Motor Vehicle
Injuries

Oct 27-28 MOD X: Whole Person Permanent Impairment
Rating for Motor Vehicle Injuries

San Diego

Jul 28-29 MOD VII: Extremity Examination for Motor Vehicle
Injuries

Oct 13-14 MOD I: Spinal Ligament Injury in Motor Vehicle
Injuries

Chicago 2018 Schedule

Jun 16-17 MOD X: Whole Person Permanent Impairment
Rating for Motor Vehicle Injuries

Aug 18-19 MOD IV: Radiology for Motor Vehicle Injuries
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Davenport 2018 Schedule

Sept 15-16 MOD llI: Outcomes Assessment Tools for Motor Vehicle
Injuries

Oct 6-7 MOD I: Spinal Ligament Injury for Motor Vehicle Injuries
Nov 3-4 MOD V: Documentation for Motor Vehicle Injuries

Dec 8-9 MOD IV: Radiology for Motor Vehicle Injuries

Phoenix 2018 Schedule

Jan 20-21 MOD Ill: Outcomes Assessment Tools for Motor Vehicle
Injuries

Feb 24-25 MOD II: Medical Legal Issues in Motor Vehicle Injuries
Mar 24-25 MOD VI: Spinal Exam for Motor Vehicle Injuries

April 21-22 MOD 1V: Radiology for Motor Vehicle Injuries

June 9-10 MOD V: Documentation for Motor Vehicle Injuries

July 14-15 MOD [: Spinal Ligament Injury in Motor Vehicle Injuries
Aug 11-12 MOD VII: Extremity Examination for Motor Vehicle Injuries
Sept 8-9 MOD VIII: Case Management for Motor Vehicle Injuries
Oct 20-21 MOD IX: Concussions and Cranial Nerve Exam for Motor
Vehicle Injuries

Nov 10-11 MOD X: Whole Person Permanent Impairment Rating for
Motor Vehicle Injuries

http://AAMVl.org
480-664-6644
AAVMIAZ@yahoo.com
Ask about the AAC discount
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AESTHETIC AND RESTORATIVE BREAST CENTER
— HELPING WOMEN FEEL WHOLE AGAIN

“It is my sincere desire to help those
in need. Whether it may be an injury
r cosmetic need, my goal is to pro-

ide expertise and compassion,

hile treating everyone like family.”
DR. TORABI

“I chose to become a Plastic and Re-
constructive Surgeon because of the
unique opportunity it provides me to
restore both form and function to my
patients. | do not take this responsibil-

CONTC

ity lightly and | am honored to be a
part of their journey.” — DR. MATATOV

AESTHETIC SURGERY OF THE BODY & BREASTS
www.eliteplasticsurgeryaz.com

AESTHETIC FACIAL SURGERY

AUTOLOGOUS & IMPLANT RECONSTRUCTION OF BREASTS www.breastreconstructionaz.com

MIGRAINE SURGERY

HAND SURGERY

INJECTABLES (BOTOX, FILLERS, KYBELLA) 910 N. Tatum Boulevard, Suite 100
MICRONEEDLING/COLLAGEN INDUCTION THERAPY Phoenix, AZ 85028
RECONSTRUCTIVE SURGERY OF FACE, BODY & EXTREMITIES 480-291-6895
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MEMBERSHIP APPLICATION

CONTACT AAC FOR MORE DETAIL ON PAYMENT OFTIONS
OR REGISTER ONLINE

— My Check is enclosed for my full annual duess______
— Please inveice me monthly for my dues (3 menths required in advance to activate)
___ Charge my cradit card far my tatal Idues of &
___Charge my credit card monthly — until further notice — for my dues.
{Adjust the amount onor about my anniversary date, if necessary, comsistent with ARC"s
published pricing structure)

_ VIBA _ MasterCard _ Ditcover _ American Express
: : Card Mumbar: Expiration:
[: i_] I [_ ':J ]j ]-a{:TJC Nama on Card:
107 S. Southgate Dr,
Chandler, AZ 85226
Phone: (602) 246-0664
Fax: (480) 893-7775
www.azchiropractic.org
Last Name: First Name: Middle Initial: AZ License
Office 4 City: State: Zip:
Office Phona: Offica Fax:
Clinic Nama: Email Address:
College Graduated From: Graduation Data: Years of Practice in AZ:

Recommaended by AAC Member:

[not required for membership, we would like to thank tham]

CHECK APPROPRIATE CATEGORY FOR MEMBERSHIP
Ganeral Voting Mamberships
or Votin ed to act

EE I oning o

__FirstYearin Practice:

— Second Year in Practice

— Third Year in Practice:

— Fourth Year in Practice:

__ Fifth Year/More in Practice:

*10% discount for vating memberships when dues are pald eanually

fati

520 per month or pay (5216.00 per year- includes 10% discount)
540 par month or pay (5432.00 per year- includes 10% discount)
560 par month or pay ($648.00 per year- includes 10% discount)
$80 par month or pay (5854.00 per year- includes 10% discount]
580 per month of pay (S864.00 per year- includes 10% dizcount)

%25 per year [must provide proof of current enrollment]

__ Student Membership:
_ Retired Membership: $100 peryaar (Doctars NOT PRACTICING AT ALL)
__ Dut-of-state DC Membarship: S100 paryear f$150 outside the US

__ AZ Affiliate DC Membership: 5200 peryear

(Arimamg O procticiog 20 HOURS PER WEEK OR [ESS - subject to opprovol iy the Executive Commilter.)

— Corporate Membership:
(Please emasl AAC 81 gdming® grchitopraciic oog for category details)

S500/51000/51500 par year (for product/ssndce providers)

I hereby apply for membership in the Arlzona Assodation of Chiropractic {AAC), for the purpose of serving the Chiropractic profession and for the benefits | may
receive from such membership. As an Association member, | agree to comply with the Constitution and By-Laws of this Asseciation.

Today's Data:

**Elect to Donate to the Legislative Fund: ___ 520,00
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— 540,00

Signature:

—_ Ona-tima Denation of 5

58000 ___ SE0.00



@om 22' Ray Digital
f.
: '--:EIJ_ST!]MIZIN;GiElEAHEHE}SULUTIDNS"

GUAHANTEEI] T0=SAVE
YOU'MONEY!

SHAWNA HENSLEE

PRESIDENT OFFOPERATIONS

( ustom X-Ray Digital
Equipment Sales & Service

- 1602.290.0774 (CELL
SHAWNAW@CUSTDMXHAY BUM

HﬂI]IﬂBHiFHIIEElllIIFHEHT BIEHMSHHII[HS lElSIHE SALES® SEIWIEE REPAIRS

EUZ 439 31!][] / 520 628 4345 /°800. 230 XRAY

2]20 W EHEAHTI] BLVD - PHOENIX, AZ' 85009
WWW:CUSTOMXRAY.COM




SimonMed
Im aging

See Tomorrow Today

Experience the

SimonMed Difference!

3T MRI - 1.5 MRI * Open MRI * CT - Ultrasound
X-Ray * Fluoroscopy * Digital Mammography * Dexa

* We hold our own Liens » Advanced MRI technology
* Acute Trained Radiologist « DTI/SWI and NeuroQuant for TBI
* Convenient Locations all over the state  * Second Opinion Reads

* Free Transporation

Scheduling Phone: 602-513-8784 ¢ Scheduling Fax: 602-302-5999

Better Images, Better Radiologists, Better Quicomes.

Connect with us o ' °® @simonmedimaging

www.simonmed.com





