
If you have ever tried to read a hospital bill after a crash, you know the feeling. Pages of codes, multi line charges
for the same visit, “adjustments” and “write offs” that look like discounts but are really contractual math. The
paperwork does not read like a story about a painful week in your life, yet that is exactly what it needs to become
for an insurance adjuster, a mediator, or a jury. A good car accident lawyer treats your medical records and bills as
both a roadmap to your recovery and the backbone of your damages claim. They translate. They fill gaps. They
make sure the numbers are right, documented, and connected to the crash.

What follows is how I explain this to clients, step by step, and why each document matters.

Why medical records matter more than the bill total
The dollar figure on your stack of bills, what lawyers call “medical specials,” is not the full story. Records show the
mechanism of injury, the symptoms you reported, the objective findings on exam, and the doctor’s medical
decision making. That narrative establishes three pillars that carry your claim.

First, causation. We have to link the injuries to the crash. The ambulance run sheet that mentions “rear end
collision at 35 mph, restrained driver, head impact on headrest, neck pain onset at scene” does more work than
any invoice ever could. If the initial ER note says “no pain, patient comfortable,” an adjuster will lean hard on that.
Context matters, especially when adrenaline masks pain and symptoms evolve over hours.

Second, necessity. Insurers do not pay for what they call “excessive” or “unrelated” treatment. Clear
documentation, like a primary care referral to physical therapy, or an orthopedist ordering an MRI after failed
conservative care, shows a reasonable chain of decisions. Records let us demonstrate that care followed accepted
guidelines, not shopping for treatment.

Third, trajectory. Records tell the story of persistence or resolution. If your symptoms plateau, or if there are gaps
in care, we explain why. Maybe you had childcare obligations, or your job made mid day appointments impossible.
A quiet two week gap can look like healing to an adjuster. It might be anything but.

Decoding the language: what the codes and forms actually mean
Every bill and many records are built from standardized codes. They are not there to confuse you, they are how
the system gets paid. When a car accident lawyer reads these, they see the billing logic underneath the care.

ICD codes. These are diagnosis codes. ICD 10 S13.4XXA is a sprain of the cervical spine, initial encounter. The “A”
at the end matters, it flags the initial visit. The wrong code can send an adjuster down the wrong path. If a
provider accidentally uses “sequela” when you are still in active treatment, we get it corrected.

CPT and HCPCS codes. These are procedure codes, the “what we did” part. For example, 97110 is therapeutic
exercise, commonly billed in physical therapy. 99285 is a high complexity ER visit. J codes are drugs, so J1885
might be ketorolac given in the ER. When a bill seems padded, it is often because of these codes. I look for
incompatible combinations, upcoding, or improper use of modifiers that inflate cost.

Modifiers. Small two digit strings that change reimbursement rules. Modifier 59 often signals a distinct service on
the same day and can lead to higher payment. Used correctly, fine. Abused, and insurers will push back hard.

EOBs and EORs. Your health insurer sends an Explanation of Benefits, and liability carriers issue Explanations of
Review. Neither is a bill. They show what was billed, what the insurer allowed, what was paid, and what remains. I



read them like a trail of breadcrumbs, matching them to provider statements to prevent double payment or
improper balance billing.

The first days after a crash: the records that set the tone
Some documents land within hours of the collision. They carry outsized weight because they capture the most
contemporaneous observations.

The 911 call and EMS run sheet. Paramedic notes include mechanism of injury, vitals, whether you had loss of
consciousness, and whether a cervical collar was applied. Small details, like airbag deployment or whether you self
extricated, matter in low property damage cases.

Emergency department chart. This includes triage notes, provider HPI (history of present illness), the review of
systems, physical exam findings, imaging orders and impressions, and discharge instructions. A strong chart
documents pain levels, range of motion, tenderness, and neuro findings. If the HPI mentions pre existing neck
pain, I reach out to the physician for clarification if that note was a template carryover or truly reflective of your
history.

Imaging. Radiology reports have two parts: findings and impression. Adjusters skip straight to “Impression: no
acute fracture” and claim you were fine. I pull the narrative where it might say “loss of normal cervical lordosis,
likely muscle spasm,” or “small central disc bulge at C5 6 contacting the thecal sac.” These details support soft
tissue injuries that do not show as fractures but still hurt like hell.

Discharge instructions. Follow ups, red flags, and medication plans show that you were told to seek further care if
things did not improve. If you did that, it undercuts later arguments that your care was optional.

Building the middle of the story: primary care, therapy, specialists
After the ER, most clients see primary care or urgent care, then start conservative treatment. The paper becomes
denser and, for many, harder to keep complete. A car accident lawyer organizes it into a timeline with context.

Primary care referrals and work notes. A referral to physical therapy or a spine specialist anchors the treatment
path. If you were written off work or limited to light duty, the note supports your wage loss. We collect every
FMLA certification, employer communication, and occupational health report.

Therapy notes. Physical therapy daily notes list treatment minutes, exercises, manual therapy, and pain scores. The
evaluation and progress notes are gold. They measure range of motion, strength, and functional limitations:
difficulty with overhead reaching, sleep disrupted three nights a week, sitting tolerance thirty minutes. These
specifics make pain real to people who were not there.

Specialists. Orthopedists, pain management, neurologists, or chiropractors, all produce records with different
emphasis. For injections, I track pre authorization, procedure consent, and fluoroscopy images. For surgery, I
gather the operative report and implant log. Small details, like “annular tear visualized” during a discectomy,
change the settlement value.

Pre existing conditions and the eggshell plaintiff rule
Many clients have prior injuries. Old MRIs, chiropractic notes from years ago, or degenerative changes appear in
records. Defense counsel leans on those. The law, in most states, recognizes the eggshell plaintiff rule, which
means the at fault driver takes you as they find you. If a crash aggravated an asymptomatic condition, the at fault
party is responsible for the aggravation.



Practically, that means we separate baseline from change. We pull prior records and line them up. If you were
coaching soccer, sleeping fine, and working full time Auto Accident Lawyer before the crash, and after it you are on
naproxen, PT, and modified duty, that contrast matters. Radiology often shows “degenerative disc disease,” which
sounds like age. Many forty year olds have it and live without pain. We do not hide it, we explain it.

How bills get big fast, and what “reasonable and necessary” really
means
An initial ER visit might generate four or five separate bills. The hospital facility fee, the ER physician bill, radiology
interpretation, the ambulance company, and the lab. If you are admitted, the numbers multiply. If you are
uninsured or out of network, the gross charges can look punitive.

Insurers do not pay “gross.” They pay allowed amounts under contracts. A car accident lawyer compares the billed
charges to the usual, customary, and reasonable values in your region, and to what your health plan actually paid
when applicable. This is where liens, subrogation, and balance billing enter the picture.

Health insurance payments. If your health plan pays your bills, they often have a right of reimbursement from
your eventual settlement. Some plans, particularly self funded ERISA plans, have strong rights. State laws vary
on how much they can take. I read the plan language and negotiate reductions, especially where my client
bore attorney fees to create the recovery.

Medicare and Medicaid liens. These are not suggestions. They must be satisfied. Medicare has a formal
process through the Benefits Coordination and Recovery Center. Conditional payments get itemized, and we
dispute anything not related to the crash. Medicaid reduction rules depend on state law and the Supreme
Court’s guidance on recovering only the medical portion of a settlement, not the entire sum.

Med Pay and PIP. In some states and policies, you may have medical payments coverage or personal injury
protection. These pay quickly, regardless of fault, for medical bills. They can reduce stress in the short term.
Some carriers seek reimbursement later out of the settlement. Timing matters. We often use Med Pay to keep
accounts out of collections, then coordinate with health insurance to avoid duplicate payment.

Provider liens and letters of protection. If you are uninsured, some providers will treat under a lien or a letter
of protection that promises payment from the case. Rates can be higher. The trade off is access to care. I vet
providers, ask for fair rates, and make clear that any dispute over reasonableness will land in court if they
overreach.

The short checklist I give clients when we start gathering records
Request your full chart from every provider, not just a visit summary.

Ask for itemized bills, with CPT and ICD codes and all adjustments.

Save EOBs from your health insurer and any denial letters.

Keep a simple treatment diary with dates, pain levels, and missed work.

Share every prior record that could relate, so surprises do not surface later.

That list looks simple. It is the backbone of a clean demand package.

Itemized bills, audits, and the mystery of hospital pricing
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Hospitals often bill in charge master rates, then apply contractual adjustments. An itemized bill lets me see line
level charges: pharmacy, supplies, room and board, radiology, each with revenue codes. With those in hand, I can
spot anomalies. A client once had two CT scans billed minutes apart with identical descriptions. The radiology
report referenced only one study. The duplicate charge vanished when we flagged it.

Audits are not adversarial by default. Many providers will correct errors when asked politely, especially obvious
duplications or codes that do not reconcile with the record. It helps to point to the specific line item and cite the
supporting page in the chart.

Reading your records like a story, not a stack
A demand letter that simply attaches two inches of PDFs and a claim for $75,000 in medical specials is easy to
reject. A narrative that weaves in the parts that matter lands better with an adjuster, and if needed, with a jury.

I start with the day of the crash in human terms. Where you were going, what the impact felt like, how your kids
reacted in the back seat. Then I transition to the EMS notes and ER chart to anchor the facts. I quote key lines, not
summaries. “Patient reports immediate headache, neck pain radiating to shoulders, worse with rotation.” That is
not argument, that is in the record.

For the next months, I lay out the cadence of care with context. “Two weeks of PT, partial relief, then a setback
after attempting to return to full duty.” I include your words from therapy notes. “Unable to carry laundry up stairs
without neck spasm.” I show objective findings, like “cervical rotation 45 degrees right, 30 degrees left,” so the
reader can feel the restriction without medical training.

When imaging appears, I translate, but I keep the radiologist’s language. A disc bulge “abutting” a nerve root is
different than “compressing,” and both are different than “contacting.” Precision matters. For surgery, I explain
risks you accepted and why you took them. People understand trade offs better than they understand codes.

Gaps in treatment, missed appointments, and real life
Life intervenes. Clients miss appointments because their boss will not let them leave, daycare falls through, or the
car is in the shop. Silence in the record reads like indifference. Silence framed with reality reads like humanity. I do
not invent excuses. I ask for the truth early, and we document it in a simple note that sits in the file. Sometimes, I
reach out to the provider and ask them to record a late entry if they know you called to
https://www.tourbr.com/backlink/the-weinstein-firm-peachtree/ reschedule due to work.

There are also medically valid gaps. If you are following a home exercise program, the PT note should say so. If a
doctor recommends watchful waiting before injections, we point to that recommendation to explain a pause in
care.

Independent medical examinations and peer reviews
At some point, an insurer may send you to an “independent” medical examination, or they commission a paper
peer review. These are often designed to question causation and necessity. I prepare clients for IMEs, not to coach,
but to set expectations. Be honest, concise, and consistent. Do not minimize on a good day or exaggerate on a
bad one. We later compare the IME report to the full record. When an IME claims “full cervical range of motion
without pain,” and the contemporaneous PT note shows guarded movement and pain at end range, that
inconsistency matters.
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Future medicals and how we estimate them
Not every injury resolves within a few months. If you will likely need ongoing care, we estimate future medical
costs to include in settlement. This is where experience and restraint help. Overreaching on future care hurts
credibility. A careful approach looks like this.

We ask treating providers for opinions, in writing, on expected care. A pain specialist may anticipate one or two
series of injections per year for the next two to three years. A surgeon might estimate the lifespan of a fusion and
the chance of adjacent segment disease. We then apply current costs, adjusted for payor mix. If you have health
insurance, we use allowed amounts rather than gross hospital rates to avoid inflated numbers that will not hold
up.

For substantial long term needs, like traumatic brain injury, spinal cord injury, or amputation, a life care planner
joins the team. They interview you, consult providers, and build a detailed plan with pricing. For routine soft tissue
cases, that level of work is not necessary and can be counterproductive.

How payments actually flow, step by step
Provider bills you and any available insurance, often starting with health insurance, Med Pay, or PIP.

Insurer adjudicates the claim, applies allowed amounts, pays its share, and issues an EOB.

Any remaining balance may sit on your account, be placed on a lien, or go to collections unless we coordinate
payments.

When your case resolves, we gather final balances, negotiate reductions, pay lienholders, and disburse the net
to you.

These steps are not always linear. Some providers delay billing if they know you have a case. Some bill immediately
and refuse to hold the account. A car accident lawyer navigates those preferences to protect your credit and keep
the file clean.

What “fair” looks like when negotiating medical reductions
After settlement, I often spend weeks on the phone reducing liens and balances. The legal doctrines vary, but most
jurisdictions recognize that an attorney’s effort created the fund from which everyone is paid. That principle,
sometimes codified as the common fund doctrine, supports proportionate reductions. If I discount my fee or costs
to help you, I expect providers to share that burden.

I approach negotiations with data, not pleas. If your health plan paid $6,200 on a hospital bill that started at
$31,400, and the hospital balance is zero, a lien from a surgeon who billed gross charges without insurance faces
scrutiny. I present comparative rates and ask for alignment with reasonable values. When the plan is self funded
ERISA with strong subrogation language, I frame the ask around hardship, limited coverage, and the risk of
litigation over causation that could leave everyone with less.

Privacy, authorizations, and control over your story
Releases are powerful. A blanket HIPAA authorization lets insurers dig. I limit authorizations to relevant providers
and windows of time. When defense counsel demands five years of records “to check for prior complaints,” I push
back unless the judge orders it. Privacy is not secrecy, it is control. You should not have your unrelated
gynecological or mental health records in the defense file because you missed a line in a general release.



At the same time, we do not hide relevant history. If you had a prior low back strain two years before the crash,
we disclose it and explain the differences. Surprises in litigation hurt more than hard truths early.

Special cases: chiropractic care, imaging centers, and cash clinics
Chiropractic care can help. Insurers often discount its value out of bias. The key is documentation of objective
improvement. Adjusters respond better to care plans with re evaluations at set intervals and discharge when goals
are met, even if pain persists. If you plateau quickly, we consider a specialist referral to avoid the argument that
you stayed in chiropractic care out of habit, not need.

Freestanding imaging centers and orthopedic urgent cares have different pricing than hospital systems.
Sometimes they are fairer, sometimes not. Cash clinics that promise “we bill the at fault carrier” can turn into lien
machines. I vet before you go, if possible. If you already went, we work with what exists, seeking reasonableness.

The math behind settlement offers: specials, multipliers, and the myth
of a formula
People ask if insurers use a multiplier on medical bills to reach a settlement number. Years ago, some claims
departments did something like that. Now, most carriers feed data into software that weighs many variables:
where you treated, what diagnoses you have, imaging results, prior claims history, missed work, documented pain
scores, and yes, total bills. The total matters, but a $15,000 MRI with a “normal” impression might move the
needle less than $5,000 of well documented therapy with objective gains and persistent limitations at discharge.

I do not chase medical specials just to inflate the number. I chase outcomes that help you heal, then I argue value
using the strongest parts of your record. If an insurer anchors too low, we file suit. Litigation resets the valuation,
because a jury listens to stories, not software.

A brief anecdote: two rear end collisions, two very different files
Two clients, similar crashes, both rear ended at a stoplight. Both had neck pain. Client A went to the ER, then
primary care, then eight weeks of PT with solid progress notes, then a pain management consult with a clear plan.
Total bills, after insurance adjustments, roughly $12,000. Client B saw a cash clinic that billed gross charges and
offered daily therapy for six weeks without re evaluation. No imaging, no referrals, and discharge notes that looked
copy pasted. Total bills, $21,000.

Client A settled for more than Client B, even with lower bills. The difference was credibility. The records in A’s file
told a story of measured care and verified progress. B’s file looked like a billing exercise. We still recovered for B,
but the push to justify each line item was uphill.

When to call a lawyer, and what to bring to the first meeting
If the crash sent you to the ER, if you missed work, if you are still in pain days later, or if bills are stacking up and
you do not understand who pays first, talk to a car accident lawyer. Bring what you have, even if it is a jumble.
Discharge papers, a few EOBs, a therapy schedule on a crumpled paper, your employer’s email about missed shifts.
I would rather build the file early with you than rebuild it after collections agencies have taken over.

The quiet work that makes the difference



Clients often see the obvious parts of a case: phone calls with adjusters, demand letters, negotiations. The quiet
work under it, the audit of each bill, the timeline aligned to records, the recognition that a single word on page
three of an ER note changes the causation analysis, that is where experience shows. It is slower than you might
think. It is also why the best settlements look inevitable in hindsight, even though they were anything but at the
beginning.

Medical records and bills are not just proof of expense. They are the living record of what happened to your body
and your life. Treated with care, they persuade. Left to accumulate in a shoebox, they become a stack of paper that
even you do not want to touch. If you are in the thick of it now, ask for your itemized bills, keep your follow ups,
write down what hurts and when. The rest, we can build together.


