Patient Basic Information

Personal Information:

Last Name: First Name: Mid. Init.:
Address: City, State, Zip:

Home Phone: Work Phone: Social Security No.:

Date of Birth: Date of Injury/Onset:

Dominant Hand: O Right Q Left Q Both

Insurance Information:
Policy Holder (if different than patient): Policy No.:

Special Note: If your injury involved a motor vehicle, skip to page 2. Otherwise, use the
spaces below to fully describe your accident, injury or onset, slip and fall, etc.

y = Description of Accident/Injury/Onset
Enter a full description of the accident, injury or onset in the space below.

2 Your condition during and immediately after injury/onset
Enter the details of your condition during and immediately after your injury/onset.
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Automobile Accident Description

Please answer the questions below. If you do not know the answer to any of the questions, do not answer that question.

1. Your vehicle type 2, Your position in vehicle

3. What was your vehicle doing at the time of the accident?

O car 0 Station Wagon QDriver QO Front Passenger

Ovan O Pickup Truck O Left Rear Passenger
OLarge Truck WBus U Right Rear Passenger
Other, Other

U stopped atintersection Ostoppedintrafic [ Stopped at light
O Making a right tum O Making a lefttum O Parking

U Proceeding along O slowingdown  ClAccelerating
Other,

4. Time/Speed/Damage 5. Details of Accident

6. Road conditions

Time of accident Visibility at time of accident
Your vehicle's O Poor O Fair O Good
speed: mph

Their vehicle's Who hit whoiwhat?

speed: mph | O You hit other vehicle
Damage to your vehicle O Other vehicle hit you

Q Mid O Moderate You hit...(object)

U Totaled

Road conditions attime of accident
Qicy OwWet OSandy U Dak O Cleananddry

Point ofimpact
O Head-On OLeftFront Q Right Front
U Read-End O Left Rear O Right Rear

7. Body Position, etc.

Did you see the accident coming: Yesl U No
Were you braced for the impact? YesU O No
Did you have a seat belt on? YesU U No
Did you have a shoulder hamess on? Yesld U No

What was the position of your headrest at the time of the impact?
O Even with top of head [ Even with bottom of head [ Middle of neck
What was the direction of your head at the time of the impact?

O Facing straight forward (J Tumed to the right [ Tumned to the left

Does your vehicle have headrests? Yesl( No

Did driver side air bags deploy? Yes( (] No Did passenger side airbags deploy? Yes{ (O No Did side airbags deploy? YesTd (O No

8. Additional accident information

In the case of a motor vehicle accident, enter any additional information here that is not covered by the above check offs.

9. During the accident:

10. Afterthe accident:

Did your body strike the inside of your vehicle?  Yes(J(J Ne

Check off your symptoms right after and a few days following:

Were X-rays done? Yes UUNo Was lab work done? YesLlNo
Body parts X-rayed?
‘What lab work?

The X-rays revealed:
Treatments: (J Cervical Collar O Ice Other:
Medications:
Follow-up instructions:

If yes, describe: OHeadache O Dizziness [ Mid backpain 1 Cold hands
Did you lose consciousness during the injury?  Yes(d{INo 0 Neck pain O Nausea O Lowback pain [ Cold feet
ifyes, for how long? O Neckstiffres [ Confusion [INervousness [ Diarrhea
Your vehicle's estimated damage? O Fainting O Fatigue OLossoftaste O Depression
Damage to their vehicle: O Mid [ Moderate O Totaled | QO Ringingin ears O Tension U Toe numbness [ Anxious
Did police showupatthescene?  YesO U No QO Lossofsmell Qimitabiity [ Constipation 0 Chest Pain
Was an accident report filled out? YesO U No O Pain behind eyes (J Shortness of breath [ Sleeping problems
Others:
11.EmggoncyRoan? 12. Treatment History:
Where did you go after the accident? Fill in any other doctor(s) seen prior to your first visit to this office,
Q Home O work O Hospital ER (O Private Doctor 1. Dr. Firstvisitdate: /|
Howdidyougetthere? Specialty: X-raysdone? YesQ O No
O Drove self (Somebodyeise CAmbulance O Police Types of treatments received:

How many treatments received? ____ Currently treating? Yes(d (1 No
Did treatments benefityou? Yesd No

Lastvisitdate: /[
2.Dr.

Types of freatments received:
How many treatments received? ____ Currently treating: Yes I No
Did treatments benefityou? YesOdONo :
Lastvisitdate: __ [ [

First visit date: / /
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Description of Sym S (Describe your in the sections below, in the order of if possible.
I First Current Symptom: (Please check off the boxes below to describe your first symptom. Describe only ONE symptom per Section |
1uﬁhedwnlyonebody 20 beIB ) 2. Types of pain Other types of pain:
O Top of Head OThrobbing O Buming O Numbnng Q Tinging O Cramping
QBack of Head E:mpas;n O Stinging O Shooting O Pour&\dm Dwm%ﬁpan
Qaw L RO n Frequency Actions affecting
QEye Lag RrQ S 8 QuUpto 1/4 ofawaketime 31/4 to 1/2 of time Brings On Aggravates Refieves
ONeck LQ RrRO 80 |Q12to34ocfawaketime O Mostalithetme | O inthe AM. g Q Q
QupperBack LO RQ 80 : T ———| U inthe PM. g g 4a
OMid Back LQ RO BO |4Painintensity (Howitaffects your daily activites] Bendingfoward O QO QO
OLowBack L0 rQO B8O |QDoesntaffect O Somewhat affects Dsendpgbacx g o a
QChest L RO BQO |UsSerouslyaffects [ Prevents activiies gBendmg:fgﬂ g g g
OAdomen LQ RO 8BQ i Banding
ORbs EQ "G B0 |TOUTeRen nrunie e teor sl O st e o 0 g
OButoks LO RO BO | OHead a a ] OTwisngrigt O O O
QOshouder LQ RO BO | ONek a Q o U Coughing g o 4
QuUpperam L O RO BU | QO shoulder Q Q Q U Sneezing g g g
OFoream L RO B8O |Oam a Q 0 a Straining g o a
QHand t@ RO 80 |QHand a o a Q standing Q Qg Q
QHip L3 RO BO |Omp 0 o a CJ Siting g 9 g
OlLeg tQ RO B8O |QOLeg a =] a Q Lifting o 0 Q
QFoot L RO 80 |QFoet o a o OtherActions: a a a
Otherlocations : Other locations of radiation: g.o. 0
!ll g:ec;nd Current Symptom: Please check off the boxes below to describe your next symptom).
only one body location below 2. Types of pain Other types of pain:
i, e REED (0o OsShap OAching O Cutting
OTop of Head UThrobbing O Burnrng Q Numbng a Tlnghng O Cramping
Elii DB&T‘%MR =) 80 El’samquuoncciy - — 6. Aeﬁonsaﬂecﬂn;gmispaln
OEye LO RO B0 |Quetoiacfawaketime O1/4 to1/20f time Brings On  Aggraveles: Relieves
ONeck L O RO 80O |Y912to34ofawaketime U Mostallthe time g:l::;;. 8 g g
HupperBack L QRO B8O [, oy ity (How it affects your daily activites| O Bendingfowerd O O O
Qmideack  LO RO 80 |§ n Intensity ( o fy activites) Oeomgdeme™ 5 O 0
ElowBack LO RO B0 [pluseiae: o Sovosht sfack ENmng Sack
OChest L O RO 80 Seriously affects Prevents activities gBendlngleﬂ 8 g 8
Qabdomen  LO RO B0 |5 Doesthispainradiateintootherbody parts?| 5 oorrd 19" 5 9 o
QRibs LO RO BO Left  Right Both a ] Q o o
OButtocks L@ RrRQ BOQ |QOHead Q Q Q DTW'Q“Q'“ g o o
Oshouder L O RO BO |ONeck a Q a Dc""m‘g O O o
QupperAm L Q@ RO B0 |QOshouder O Q a i O 8 o
QFoeam L O RO 80 |QAm g Q g Sy g o o
QOHand L@ RO B0 |OHand Q a Q e O o o
QHip LQ RO 8O |QHp Q Q a iy o a o
OlLeg L@ RO B8O |OLeg Q Q a e
OFoot L RO 80 |QFoot a a a rActions: o o o
Otherlocations : Other locations of radiation: Q0 0
lil. Third Current Symptom: @!eased\eckﬁffpmeboxas below to describe your 3rd symptom).
1. Check only one body location 2. Types of pain Other types of pain:
DWDF&EMR Q BO |gopu Qshap OAching @ Cutting
QTop of Head QThrobbing O Buming U Numbing O Tinging O Cramping
DBack of Head OsSpasm O stinging O Shooting O Pounding U Constricting
Caw 3. Pain Frequency Actions affecti
OEye :: 3 2 g g 8 QuUpto 1/4 of awaketime 1/4 to 1/2 of time & ® mpﬂ;m ——
ONeck LQ RrO BO |DO12to34ofawaketime [ Mostal the ime gmmeAM 8 a a
QupperBack L@ RO BO In the PM. g 0 a
OMid Back L O RO B0 4. Pain Intensity (How it affects your daily activites) OBendingforward O a a
OLowBack L RO g0 |ODoesntaffect U Somewhat affects O Bending back O O a
DChﬁt L RO B O [|USerouslyaffects O Preventsactivities gsendmg[eﬂ O O Q
Abdomen L O RO BQ | 5. Does this painradiate into other 7| U Bending right g g a
ORibs LQ RrRQ BO m“:,,, Right b:::pam O Twisting left g O Q
OButocs LO RO BO |0 Head Q O & QTwistngrigt O O O
QShoulder LQ RO BO |ONeck Q Q Q O Coughing g Q Q
OupperArmm LD RO B QO | QO Shoulder Q Q Q Q Sneezing Q Q Q
Forearm LQ RO 80 |QOArm a a a O Straining Q Q Q
OHand LQ RO B8O |OHand Q Q Q Q Standing g g g
QOHip LQ RO BO |QHp Q Q Q Q sitting Q Qg Q
Oleg LQ RO BO |Oleg o O Q Q Lifing a a a
QFopot L RO 80O |QOFooat m} Qa Q OtherActions: -
Other locations ; Other locations of radiation:  Q Q
I T |
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Description of Symptoms Describe your s in the sections below, in the order of severity, if possible.)
| IV. Fourth ] Please check off the boxes below to describe your 4th symptom. Describe only ONE symptom per Section )
. only one H -
o =D X9 BD g-g.:asﬂm;Sharp QAching O Cutting S
g-ﬁmw QOThrobbing U Bumning. O Numbing O Tinging 0 Cramping
law L O rRO B O |3.Pain Frequency 6. Actions affecting this pain
QOEye LO RO g O |QuUpto1/dofawaketime [11/4 to1/2 of time ings On Aggravates Relieves
QONeck LO RrRQO 80 [(Q12to3Mofawaketime O Mostalithetime | O Inthe AM. Q Q g
QupperBack LD RO 80 - ) — O inthe PM. g g aQ
OMid Back LQ rRO B8 O |4.Painintensity (Howitaffects your daily activites)] JdBendingfoward O O O
QuowBack L QO RO 80 |9 Doesntaffect O Somewhat affects O Bending back g Q Qa
gcw Lg RO BQO |OSeriouslyaffects I Preventsactivities glsiend_u-;g:ie;'ﬁ1t 8 g g
Abdomen L RO B0 o s e Bending
QButtocks L@ RO B0 |QHead ) Q =) O Twisting right g Qg Q
Oshouder L@ RO BQ |QNec Q Q o U Coughing g Qg g
Qupperam L O RO BO |QOsShouder O a a O Sneezing g g o
OForearm L RrRO BO |QOAm Qa o Q U Straining g Qo Q
QHand LQ RO BQ |DOHand =) a o U Standing g g Q
QHip LQ RO BO |[OHp o a a O sitting g 9 g
OlLeg LQ RO BO |QOLeg a a =] J Lifing g Q Q
U Foot LQ RO BOQ | QFoot o Q Q OtherActions:
Other locations : s il of vkl R g g B
LV, Fifth Current Symptom: (Please check off the boxes below to describe your 5th symptom).
1. Check only one body location beiow 2. Types of pain Other types of pain:
Chectahes +0 _RE BQ lpps Qshap QAching O Cutiing
O Top of Head QThrobbing O Buming O Numbing O Tinging O Cramping
g OsSpasm O Stinging O Shooting 0 Po Q ict
3. Pain Frequency 6. Actions affecting this pain
Qaw LQ RO B0 a : . 2
QEye L O RO B0 Upto1!4ofawakehr]1e Q14 to!.-'20fpme Brings On Aggravates Relieves
UJ1/2 to 3/4 of awake time [J Most all the time O inthe AM. d g g
OMid Back L Qa RO g0 E.Paln Intensity (How it affects your daily activites nding forward
O A L0 RO B0 Doesn't affect O Somewhat affects U Bending back g a a
QO Chest LQ RO g0 |JSerouslyafects O Preventsactvities gmmgm 8 g 8
QAbdomen L O RO B O |s5.Does this pain radiate into other body parts? 0 Twi m?gﬁ‘t g o o
QRibs L@ RO B8O Leh  Right  Both DT".'SB"Q o o o
OButocks L O RO B0 |QHead Q a Q Dot 5 85 §
U Shoulder L RO BO |ONeck a Q Q DC“’Q',"“Q Q o o
QuUpperAm L QO RO B0 |OShouder O Q ] o a 3 3
Forearm LQ RO BQ |QAm a a ] a g 2 O o
QHand LQ RO BQ |QHand g Q Q B 8 4 o
QHip L@ RO 80 [QHp aQ o Q a u&ﬁ? O o o
OLeg LtQ RO BO |OLeg a Q o el
QFoot LQ RO 80 |QFe O 0o a0 Adlons: o o o
Other locations Other locations of radiation: Q a 0O
V1. Sixth Current (Please check off the boxes below to describe your 6th symptom).
. one low 2. Types of pain Other types of pain:
DI‘M&DF;&?HMR Q = U Dull O sharp O Aching O Cutting
gTodeead gﬂmrﬁing gﬂun-ung E Numbing 8 ;‘cmﬁ'lg 8 Crmp;?m
Back of Head | ISpasm ) Stinging L) Shooting . Pounding U Constrictir
law 3. Pain Frequency _ Acti : : :
Okye PR EHY A QUpto 1/4 of awaketime 0114 to 1/2of time v ot e S
gNQd( L 8 Rg g0 |012to3/4ofawaketime [ Mostall the time gjnmhu_ g g g
UpperBack L R B O - ; : Inthe PM.
OMid Back LQ rO g O |4 Painintensity (How it affects your daily activites OBendingforward O a o
OowBack LQ RO 80 8 Doesn'taffect U Somewhat affects OBendngback O QO QO
gCheS! i B R 8 B 8 Seriously affects (I Prevents acivities Emmgmﬂ g E g
Abdomen L R B 5. Does this pain radiate into other ing right
ORibs LQ RO B0 e ...nm t.:i,m b“;;:m? O Twisting left o o Q
QButtocks LQ RQ BO |OHead Q Q Q J Twisting right g Q Q
QO shoulder LO RO BO |QONeck Q Q B O Coughing Q QO g
QupperAm L Q RO 80 |QOsShouder O a Q O Sneezing Q a o
QForearm LO RrRQ B8O |QOAMm a a Q { Straining g Q Q
OHand LQ RO BQ |QHand a a ] Q Standing Q Q Q
QHip LtQ RO B8O |QHp Q Q Q Q sitting g g Q
Oleg L@ RQ BQ |QOtLeg Q a a Q Lifting a Qo a
QFoot L RQ 80O |OFoot Q Q Q OtherActions: :
Other locations : Other locations of radiation: g g g
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Description of Symptoms Describe s in the sections below, in the order of severity. if possible.
Vil. Seventh Symptom (Please check off the boxes ba!ow to describe your 7th symptom. Describe only ONE symptom per Section )
1EI Check only onT_ bady Ioe;ﬂan belgwu 2. Types of pain Other types of pain:
OFrontof Head O Dul O sharp O Aching O Cutting
OTop of Head QOThrobbing O Buming . - O Numbing EI Tinging O Cramping
OBack of Head USpasm Q stinging O Shooting O Pounding T Constricting
L0 RO g O |3.PainFrequency 6. Actions affecting this pain
QEye La RO g0 gUpmﬂdofawakehme 31!4 to 1/2 of time = Bnngsgl Aggmam tes ml:l
ONeck L O RO B0 1/2 to 3/4 of awake time L] Most all the time In the AM.
QupperBack L RO B8O U inthe PM. g Q Q
DM?C?B B;da( L RrO B O |4 Painintensity (How it affects your daily activites] U Bendingfoward O O O
OLowBack L RrRO B0 |9 Doesntaffect U Somewnhat affects O Bending back Q Q Q
OChest LO RO BO |OsSerouslyaffecs O Prevents activiies 0 Bending left g Q Q
U Abdomen Lg RO sd 5. Does this pain radiate into other body parts? 8 mg ;’:;t g g g
Qe 19 R3 3 |] G een . (Glusneer 223
Head
Oshouder LO RO 80 |QONeck a a Q U Coughing g Q Qg
geeenm £8 R8 83|33 8 3 8 |G 5 8 8
A :
OHend LQ RO BQ |QHae Q o O 0 e Q g g
QHip L@ RO B8O O o a a Sitting g 44
Hip
Leg LG RO BO |QOlLeg Q ] a J Lifting a o a
OFoot Lt RO B0 |QOFoet a 0 Q OtherActions: a o a
Other locations : Other locations of radiation: 0 0.0
VIl Ei Current S (Please check off the boxes below to describe your 8th symptom).
1E|Check only one bady location beiow 2. Types of pain Other types of pain:
Headadele&tofHeadR o B8O | gou QO Sharp O Aching Q Cutting
QTop of Head gghrobbmg g Buming 8 Numbing Bm g Cramping
Shooting q Constricting
Qu DBaf‘ EfHeadR =) =) 3. Pain Frequency 6. Actions affecting this pain
Qe L O RO 80 QUpto1/4 of awaketime [J1/4 to 1/2 of time Brings On  Aggravates Relieves
DN?::k Lo rRO g0 1/2 to3/4 of awake ime [ Most all the time 8 Inthe ALM. g g g
In the P.M.
gaﬁa?;d‘ t g 2 8 g 8 4. Pain Intensity (How it affects your daily activites] U Bendingfooward @ O O
C0.ow Back L0 RO 8 0 { Doesn't affect O Somewhat affects O Bending back g Q Q
O Chest L O RO B0 O Seriously affects [ Prevents activities O Bending left a Q Q
OAbdomen L O RO B |5 Does this pain radiate into other body parts? 8 mhm 'I’g“ 8 E 8
gRibs L g Rg B 8 Left Right Bthh DT\msh:g right O o o
Buttocks S R B J Head a Q 2
O Coughing g g aQ
QShoulder L RrQO B8O |QONeck Q a Q 0 : 0 0
OuUpperarm L Q RO B O | Q Shoulder a a Q Snaezing d
QFoream L Q RO B0 |QAm g Q o By e & B
UHand L RO 80 |QHend a a Q 0 si naing 9 o o
OHip LQa RO BO |QHp a a a Skiing
Qteo L RO 80 Ol g g a Sy 2@ B8 d
Foot LQ rRO B0 Foot a >
Other locations : Other locations of radiation: DD 8 Dﬂ
IX. Ninth Current Symptom: Please check off the boxes below to describe your 9th symptom).
1D-C'|‘Iwk Oﬂlyonebadyloﬁﬁaﬂ below 2. Types of pain Other types of pain:
ml:lﬁ'c:;'lt ofHeadR BU O Dull O Sharp O Aching O Cutting
CiTop of Heed QThrobbing O Buming O Numbing O Tingling O Cramping
O Back of Head Clﬁpasm Q stinging O Shooting O Pounding O Constricting
Q L a RO 3. Pain Frequency 6. Actions affecting thi i
u;;; LO RQ g 8 QuUpto 1/4 of awake time J1/4 to 1/2 of time Bﬂ,:;gon ::;:; Relieves
ONeck L RO 80O 0172 to 3/4 of awake time [ Most all the time O Inthe AM. [ G o T |
heeerbax 14 H8H  BO 4. Pain Intensity (How it affects your daily activites 8 o 8 8 o
QMid ain i your Bending forward
DLc:wg:{;(( :: g ; g g g O Doesn't affect U Somewhat affects a Bgndi::g back o Q 8
QO Chest LO RrO B0 |HsSerouslyaffects O Preventsactivities O Bending left O QO g
UAbdomen L QO RO  BO |s. Does this pain radiate into other body parts? | = Bending right Q g a
ggbs L g R g B E'I o Let  Right  Both S;"‘"‘Sﬁf’gg‘ﬂ g g g
uttocks B Head Q Q Q wisting
Qshouder L Q RO BO |0ONeck Q Q a O Coughing g9 Qg Q
e 13073 80 3%l 3 3 3 gEEr 8 8
orearm Arm Q a ng
QHand LO RO B8O |QOHand Q a Q U Standing g a aQ
QHip L RQ B0 [QHp 0 Q Q Q sitting Q Qo aQ
Oleg L RQ BO |QOLeg Q a 0 Q Lifting a Qo aQ
QOFoot LO RrRO BQO |QFoot a Q Q OtherActions: :
Other locations : Other locations of radiation: u a a
T = S w S = (1SR
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Activities of Daily Living Assessment

Rate your current difficulties, resulting from your accident/illness, with regard to the various activities listed below. Use the following 1 to 5 scale and
WRITE IN THE APPROPRIATE NUMBER that most closely describes your current degree of difficulty: 1 = "l can do it without any difficulty”
2 ="| can do it without much difficulty, despite some pain®, 3 = "I manage to do it by myself, despite marked pain”, 4 = "I manage to do it,
despite the pain, but only if | have help”, 5 ="l cannot do it at all, because of the pain". NOTE: Only fiil in areas that are affected.

Difficulties with Self Care and Personal Hygiene Activities

Bathing

Showering

Washing hair _
Difficulties with Physical Activities

Sitting ........... _ _
Reclining _
Standing for long periods _
Difficulties with Functional Activities

Carrying small objects ....... ___ Liftingweights offfloor ........... ___ Pushing things while seated .... Exercising upper body .......
Carrying large objects ........ ___ Liftingweights offtable .......... __ Pushing things while standing .. ising lowerbody ........

Carrying briefcase............. .

Bowling .......... ___ Jogging
Golfing ........... ___ Dancing
Difficulties with Travelling
Driving a motor vehicle ...........cceeeeeeeene. ____ Riding as a passenger in a motor vehicle ...... ___ Ridingasapassengeronatfrain ................. o
Driving for long periods oftime .............. ___ Riding as a passenger on an airplane ........... ___ Riding as a passenger for long periods ....... ___

Use the following 1 to 5 scale to describe the difficulties below:
1 ="This area is not affected by my condition”, 2 = "This area is slightly affected by my condition”, 3 ="My condition moderately restricts my ability
in this area", 4 =" My condition seriously limits my ability in this area”, 5 = "My condition prevents me from using this ability"

Difficulties with Different Forms of Communication

Concentrating.... Hearing.... Listening.... Speaking.... Reading.... Writing.... Using a keyboard....
Difficulties with the Senses

Seeing......... Hearing......... Sense of touch......... Sense oftaste......... Sense of smell.........
Difficulties with Hand Functions

Grasping......... Holding......... Pinching......... Percussive movements......... Sensory discrimination.........

Difficulties with Sieep and Sexual Function
Being able to have normal, restful nights sleep......... Being able to participate in desired sexual activity.........

Write in below any additional information regarding your Activities of Daily Living (that wasn't covered above):

Prior Symptom History

Prior Similar Symptoms Has your History Contributed to your Current Symptoms?

Q I have NOT had prior symptoms similar to my current complaints. Q My history HAS contributed to my current symptoms.

a My cumrent complaints DID exist before, but have not been botheringme] O My history HAS NOT contributed to my current symptoms.

Q My current complaints ALREADY existed and were worsened. O I'mNOT SURE if my history has contributed to my current symptoms.

My most recent prior similar symptoms (if applicable ) occured......... Q monthsago / O yearsago Oron  Date: / /

Write in below any other Prior Symptom History, not covered above:
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