
General Information: 
 

Patient’s name: ______________________________________ 
 

Today’s date: ________________________________________ 
 

Date of injury: _______________________________________ 
Marital status:  ڤ M      ڤS      ڤW       ڤD 
Habits: 

Smoke:  ڤNone    Pk/day_______ Years______ 
Alcohol:  ڤNever  ڤSocial   ڤLight   ڤModerate   ڤHeavy 
Employment: 

At time of accident: ___________________________________ 
 Unemployedڤ  
Currently: ___________________________________________ 
 Noڤ      Yesڤ    ?Unemployed       Due to accidentڤ  
Type of Work:   ڤOffice/clerical    ڤLight Labor 
    Heavy Laborڤ    Moderate Laborڤ                           
Past medical history: 

Have you had any surgeries? (dates and residuals):  
____________________________________________________ 
 
____________________________________________________ 
 
____________________________________________________ 
 
Have you had any fractures? (dates and residuals): 
____________________________________________________ 
 
____________________________________________________ 
 
____________________________________________________ 
Have you ever been hurt at work? (workers’ compensation) 
 (date, TX, awards, residuals): 
____________________________________________________ 
 
____________________________________________________ 
 
____________________________________________________ 
Have you had any personal injuries? (auto, motorcycle, etc)  
(date, TX, awards, residuals): 
____________________________________________________ 
 
____________________________________________________ 
 
____________________________________________________ 
 
____________________________________________________ 
Sports or other injuries to head, neck, or back? 
____________________________________________________ 
 
____________________________________________________ 
 
Any prior History of current complaints? 
____________________________________________________ 
 
____________________________________________________ 
 
____________________________________________________ 
If you have received treatment in the past for the same or similar 
symptoms you are experiencing after you accident, who did you 
see?   ڤThis office    ڤOther Chiropractor    ڤMedical doctor 
 __________________________Otherڤ    Physical Therapistڤ  

Current Medical history: 
Current health problems:    ڤNone 
____________________________________________________ 
 
____________________________________________________ 
Current medications taking:   ڤNone 
____________________________________________________ 
 
____________________________________________________ 
Injury History.General: 

Accident description:___________________________________ 
 
____________________________________________________ 
 
____________________________________________________ 
 
____________________________________________________ 
 
____________________________________________________ 
 
____________________________________________________ 
 
____________________________________________________ 
 
Accident diagram (please draw you accident below)/(Use #1 for 
your auto / #2 for the other auto / #3 etc.): 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Was the accident on-the-job?    ڤ Yes     ڤNo 
You were:    ڤDriver              ڤFront seat passenger    
 Motorcycle operatorڤ          Rear seat passengerڤ    
 ______________________Otherڤ      Motorcycle passengerڤ    
 
Vehicle driven by: _____________________________________ 
 
Your vehicle (year, make, model): ________________________ 
 
Your estimated speed at moment of accident:________________ 
 Acceleratingڤ    Slowingڤ    Stoppedڤ    
Other vehicle (year, make, model): ________________________ 
Time of day:   ڤDaylight    ڤDawn    ڤDusk    ڤDark 
Road conditions:    ڤDry    ڤDamp    ڤWet    ڤSnow   ڤIce 
Does you car have head restraints:   ڤNone    ڤIntegral type 
 Behind theڤ   Downڤ    Upڤ   Adjustable type:  (was it )ڤ 
head   
If adjustable, was the position altered by the accident?   ڤY   ڤN 
Was the seat back altered by the accident?    ڤYes    ڤNo 
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Injury history.  General:  (cont’d) 
Was the seat broken?     ڤYes    ڤNo 
Lap belt:    ڤWearing    ڤNot wearing    ڤDon’t know 
Shoulder belt:   ڤNone    ڤWearing    ڤNot wearing   
 Don’t knowڤ  
Did air bag deploy?    ڤYes    ڤNo          ( ڤNo air bag in car)    
If yes, were you struck?    ڤYes    ڤNo 
How was your body positioned?   ڤGood    ڤForward lean 
 ڤ
Other______________________________________________ 
Head Position:    ڤForward    ڤLeft ___°    ڤRight ___° 
 °___ Downڤ    °___ Upڤ    
Hands:    ڤOne on wheel    ڤTwo on wheel    ڤN/A 
Brakes applied?    ڤYes    ڤNo 
Aware of impending crash?    ڤYes    ڤNo 
During the crash? 

Did you strike any parts of the vehicle?   ڤYes    ڤNo 
 
If yes, describe________________________________________ 
Did your vehicle strike any objects after the crash?  ڤYes    ڤNo 
 
If yes, describe________________________________________ 
Wearing hat or glasses?   ڤYes    ڤNo 
If yes, still on after crash?   ڤYes    ڤNo 
Did you lose consciousness?   ڤYes    ڤNo 
 
If yes, for how long?___________________________________ 
 
Estimated property damage to your vehicle?  $______________ 
Estimated damage to other vehicle(s):   ڤNone    ڤMinimal 
 Majorڤ    Moderateڤ 
Were the police on-scene?    ڤYes    ڤNo 
If yes, was a report made?   ڤYes    ڤNo 
After the crash: 
Did you experience any symtpoms:   ڤHeadache    ڤDizziness 
 Neck Painڤ    Confusion/disorientationڤ   Nauseaڤ 
 Paresthesia(s) (tingling)ڤ
If yes, where?_________________________________________ 
 
 _________________________?Extremity pain.  If yes, whereڤ 
When did the above symptoms first appear?   ڤImmediately 
 
 days afterward ____ڤ           hours afterward _______ڤ  
Where did you go after the accident?    ڤHome    ڤWork 
 
 ____________________________________:Hospital (name)ڤ 
 
Mode of transportation:_________________________________ 
Emergency department:    ڤYes    ڤNo 

Were radiographs (x-rays) taken?   ڤYes    ڤNo 
 
Body parts imaged_____________________________________ 
 
Findings_____________________________________________ 
Lab work?  ڤYes    ڤNo 
If yes, which test?_____________________________________ 
Cervical collar?   ڤYes    ڤNo               Ice?    ڤYes    ڤNo 
                Noڤ    Yesڤ    ?Heatڤ      
Medications prescribed?________________________________ 
Are you taking above medications?   ڤYes    ڤNo 
 
Follow-up instructions:    ڤYes    ڤNo  If yes,_______________ 
Other:_______________________________________________ 

Treatment history: 
Since your accident who have you seen for your symptoms? 
  No oneڤ  
 :Otherڤ  :Medical Doctorڤ   :Other chiropractorڤ 
 

1. Facility/Doctor:____________________________________ 
 

Speciality:___________________  Date first seen:___________ 
 

What treatment did you receive and when?__________________ 
____________________________________________________ 
 
What test have you had and when?    ڤMRI________ 
 

 ____________Otherڤ    _______CT Scanڤ   _______X-raysڤ  
 
Did the treatment help?   ڤYes:    ڤNo:   Describe: 
____________________________________________________ 
 

____________________________________________________ 
 
Are you still being treated?    ڤYes     ڤNo 
  
Any other Facility/Doctor?    ڤYes:    ڤNo 

 
2.  Facility/Doctor:____________________________________ 
 

Speciality:___________________  Date first seen:___________ 
 

What treatment did you receive and when?__________________ 
____________________________________________________ 
 
What test have you had and when?    ڤMRI________ 
 

 ____________Otherڤ    _______CT Scanڤ   _______X-raysڤ  
 
Did the treatment help?   ڤYes:    ڤNo:   Describe: 
____________________________________________________ 
 

____________________________________________________ 
 
Are you still being treated?    ڤYes     ڤNo 
 
Any other Facility/Doctor?    ڤYes:    ڤNo 
 
3.  Facility/Doctor:____________________________________ 
 

Speciality:___________________  Date first seen:___________ 
 

What treatment did you receive and when?__________________ 
____________________________________________________ 
 
What test have you had and when?    ڤMRI________ 
 

 ____________Otherڤ    _______CT Scanڤ   _______X-raysڤ  
 
Did the treatment help?   ڤYes:    ڤNo:   Describe: 
____________________________________________________ 
 

____________________________________________________ 
 
Are you still being treated?    ڤYes     ڤNo 
 
Any other Facility/Doctor?    ڤYes:    ڤNo 
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Current chief complaints: Describe one symptom at a time: 
List your worst symptom from the accident in severity: 
 

Describe your symptom:________________________________ 
____________________________________________________ 
Where is it located? (Mark on diagram below/write type of pain) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
When did it start?______________________________________ 
 
What makes if feel worse?_______________________________ 
 

What makes it feel better?_______________________________ 
 
What  describes the nature of your symptom? 
 Burningڤ    Shootingڤ    Numbڤ   Dull acheڤ    Sharpڤ 
 
 _________________________Otherڤ   Stiffnessڤ   Tinglingڤ 
 
Does it radiate?    ڤYes    ڤNo  (show on picture above) 
____________________________________________________ 
Describe the intensity of your pain (cicle): 

None  1  2  3  4  5  6  7  8  9  10  Unbearable 
 

How much has your symptom interfered with your normal work 
(including both work outside the home and housework)? 
  Moderatelyڤ    A little bitڤ    Not at allڤ 
 Can not do at allڤ   Extremelyڤ  Quite a bitڤ 
 
How much time has this symptom interfered with your social 
activites (like visting with friends, relatives)? 
 Some of the timeڤ   Most of the timeڤ    All of the timeڤ 
 None of the timeڤ    A little of the timeڤ 
 
How often do you experience your symptoms? 
   Constantly (76-100% of the day)ڤ 
 Frequently (51-75% of the day)ڤ 
 Occasionally (26-50% of the day)ڤ 
 Intermittently (0-25% of the day)ڤ 
 
How are your symptoms changing? 
 Getting Betterڤ 
 Not Changingڤ 
 Getting Worseڤ 
……………………………………………………………………. 
Doctor’s 
Notes:_______________________________________________
_____ 
 

____________________________________________________ 
 

____________________________________________________ 
 

____________________________________________________ 
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Current chief complaints:  Describe one symptom at a time: 
List your second symptom from the accident in severity: 
 

Describe your symptom:________________________________ 
____________________________________________________ 
Where is it located? (Mark on diagram below/write type of pain) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
When did it start?______________________________________ 
 
What makes if feel worse?_______________________________ 
 

What makes it feel better?_______________________________ 
 
What  describes the nature of your symptom (write in diagram 
above)? 
 Burningڤ    Shootingڤ    Numbڤ   Dull acheڤ    Sharpڤ 
 
 _________________________Otherڤ   Stiffnessڤ   Tinglingڤ 
 
Does it radiate?    ڤYes    ڤNo  (show on picture above) 
____________________________________________________ 
Describe the intensity of your pain (cicle): 

None  1  2  3  4  5  6  7  8  9  10  Unbearable 
 

How much has your symptom interfered with your normal work 
(including both work outside the home and housework)? 
  Moderatelyڤ    A little bitڤ    Not at allڤ 
 Can not do at allڤ   Extremelyڤ  Quite a bitڤ 
 
How much time has this symptom interfered with your social 
activites (like visting with friends, relatives)? 
 Some of the timeڤ   Most of the timeڤ    All of the timeڤ 
 None of the timeڤ    A little of the timeڤ 
 
How often do you experience your symptoms? 
   Constantly (76-100% of the day)ڤ 
 Frequently (51-75% of the day)ڤ 
 Occasionally (26-50% of the day)ڤ 
 Intermittently (0-25% of the day)ڤ 
 
How are your symptoms changing? 
 Getting Betterڤ 
 Not Changingڤ 
 Getting Worseڤ 
……………………………………………………………………. 
Doctor’s Notes: 
____________________________________________________ 
 

____________________________________________________ 
 

____________________________________________________ 
 

____________________________________________________ 



Current chief complaints: Describe one symptom at a time: 
List your next symptom from the accident in severity: 
 

Describe your symptom:________________________________ 
____________________________________________________ 
Where is it located? (Mark on diagram below/write type of pain) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
When did it start?______________________________________ 
 
What makes if feel worse?_______________________________ 
 

What makes it feel better?_______________________________ 
 
What  describes the nature of your symptom? 
 Burningڤ    Shootingڤ    Numbڤ   Dull acheڤ    Sharpڤ 
 
 _________________________Otherڤ   Stiffnessڤ   Tinglingڤ 
 
Does it radiate?    ڤYes    ڤNo  (show on picture above) 
____________________________________________________ 
Describe the intensity of your pain (cicle): 

None  1  2  3  4  5  6  7  8  9  10  Unbearable 
 

How much has your symptom interfered with your normal work 
(including both work outside the home and housework)? 
  Moderatelyڤ    A little bitڤ    Not at allڤ 
 Can not do at allڤ   Extremelyڤ  Quite a bitڤ 
 
How much time has this symptom interfered with your social 
activites (like visting with friends, relatives)? 
 Some of the timeڤ   Most of the timeڤ    All of the timeڤ 
 None of the timeڤ    A little of the timeڤ 
 
How often do you experience your symptoms? 
   Constantly (76-100% of the day)ڤ 
 Frequently (51-75% of the day)ڤ 
 Occasionally (26-50% of the day)ڤ 
 Intermittently (0-25% of the day)ڤ 
 
How are your symptoms changing? 
 Getting Betterڤ 
 Not Changingڤ 
 Getting Worseڤ 
……………………………………………………………………. 
Doctor’s 
Notes:_______________________________________________
_____ 
 

____________________________________________________ 
 

____________________________________________________ 
 

____________________________________________________ 
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Current chief complaints:  Describe one symptom at a time: 
List your next symptom from the accident in severity: 
 

Describe your symptom:________________________________ 
____________________________________________________ 
Where is it located? (Mark on diagram below/write type of pain) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
When did it start?______________________________________ 
 
What makes if feel worse?_______________________________ 
 

What makes it feel better?_______________________________ 
 
What  describes the nature of your symptom (write in diagram 
above)? 
 Burningڤ    Shootingڤ    Numbڤ   Dull acheڤ    Sharpڤ 
 
 _________________________Otherڤ   Stiffnessڤ   Tinglingڤ 
 
Does it radiate?    ڤYes    ڤNo  (show on picture above) 
____________________________________________________ 
Describe the intensity of your pain (cicle): 

None  1  2  3  4  5  6  7  8  9  10  Unbearable 
 

How much has your symptom interfered with your normal work 
(including both work outside the home and housework)? 
  Moderatelyڤ    A little bitڤ    Not at allڤ 
 Can not do at allڤ   Extremelyڤ  Quite a bitڤ 
 
How much time has this symptom interfered with your social 
activites (like visting with friends, relatives)? 
 Some of the timeڤ   Most of the timeڤ    All of the timeڤ 
 None of the timeڤ    A little of the timeڤ 
 
How often do you experience your symptoms? 
   Constantly (76-100% of the day)ڤ 
 Frequently (51-75% of the day)ڤ 
 Occasionally (26-50% of the day)ڤ 
 Intermittently (0-25% of the day)ڤ 
 
How are your symptoms changing? 
 Getting Betterڤ 
 Not Changingڤ 
 Getting Worseڤ 
……………………………………………………………………. 
Doctor’s Notes: 
____________________________________________________ 
 

____________________________________________________ 
 

____________________________________________________ 
 

____________________________________________________ 



Current chief complaints: Describe one symptom at a time: 
List your next symptom from the accident in severity: 
 

Describe your symptom:________________________________ 
____________________________________________________ 
Where is it located? (Mark on diagram below/write type of pain) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
When did it start?______________________________________ 
 
What makes if feel worse?_______________________________ 
 

What makes it feel better?_______________________________ 
 
What  describes the nature of your symptom? 
 Burningڤ    Shootingڤ    Numbڤ   Dull acheڤ    Sharpڤ 
 
 _________________________Otherڤ   Stiffnessڤ   Tinglingڤ 
 
Does it radiate?    ڤYes    ڤNo  (show on picture above) 
____________________________________________________ 
Describe the intensity of your pain (cicle): 

None  1  2  3  4  5  6  7  8  9  10  Unbearable 
 

How much has your symptom interfered with your normal work 
(including both work outside the home and housework)? 
  Moderatelyڤ    A little bitڤ    Not at allڤ 
 Can not do at allڤ   Extremelyڤ  Quite a bitڤ 
 
How much time has this symptom interfered with your social 
activites (like visting with friends, relatives)? 
 Some of the timeڤ   Most of the timeڤ    All of the timeڤ 
 None of the timeڤ    A little of the timeڤ 
 
How often do you experience your symptoms? 
   Constantly (76-100% of the day)ڤ 
 Frequently (51-75% of the day)ڤ 
 Occasionally (26-50% of the day)ڤ 
 Intermittently (0-25% of the day)ڤ 
 
How are your symptoms changing? 
 Getting Betterڤ 
 Not Changingڤ 
 Getting Worseڤ 
……………………………………………………………………. 
Doctor’s 
Notes:_______________________________________________
_____ 
 

____________________________________________________ 
 

____________________________________________________ 
 

____________________________________________________ 
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Current chief complaints:  Describe one symptom at a time: 
List your next symptom from the accident in severity: 
 

Describe your symptom:________________________________ 
____________________________________________________ 
Where is it located? (Mark on diagram below/write type of pain) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
When did it start?______________________________________ 
 
What makes if feel worse?_______________________________ 
 

What makes it feel better?_______________________________ 
 
What  describes the nature of your symptom (write in diagram 
above)? 
 Burningڤ    Shootingڤ    Numbڤ   Dull acheڤ    Sharpڤ 
 
 _________________________Otherڤ   Stiffnessڤ   Tinglingڤ 
 
Does it radiate?    ڤYes    ڤNo  (show on picture above) 
____________________________________________________ 
Describe the intensity of your pain (cicle): 

None  1  2  3  4  5  6  7  8  9  10  Unbearable 
 

How much has your symptom interfered with your normal work 
(including both work outside the home and housework)? 
  Moderatelyڤ    A little bitڤ    Not at allڤ 
 Can not do at allڤ   Extremelyڤ  Quite a bitڤ 
 
How much time has this symptom interfered with your social 
activites (like visting with friends, relatives)? 
 Some of the timeڤ   Most of the timeڤ    All of the timeڤ 
 None of the timeڤ    A little of the timeڤ 
 
How often do you experience your symptoms? 
   Constantly (76-100% of the day)ڤ 
 Frequently (51-75% of the day)ڤ 
 Occasionally (26-50% of the day)ڤ 
 Intermittently (0-25% of the day)ڤ 
 
How are your symptoms changing? 
 Getting Betterڤ 
 Not Changingڤ 
 Getting Worseڤ 
……………………………………………………………………. 
Doctor’s Notes: 
____________________________________________________ 
 

____________________________________________________ 
 

____________________________________________________ 
 

____________________________________________________ 



Current chief complaints: Describe one symptom at a time: 
List your next symptom from the accident in severity: 
 

Describe your symptom:________________________________ 
____________________________________________________ 
Where is it located? (Mark on diagram below/write type of pain) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
When did it start?______________________________________ 
 
What makes if feel worse?_______________________________ 
 

What makes it feel better?_______________________________ 
 
What  describes the nature of your symptom? 
 Burningڤ    Shootingڤ    Numbڤ   Dull acheڤ    Sharpڤ 
 
 _________________________Otherڤ   Stiffnessڤ   Tinglingڤ 
 
Does it radiate?    ڤYes    ڤNo  (show on picture above) 
____________________________________________________ 
Describe the intensity of your pain (cicle): 

None  1  2  3  4  5  6  7  8  9  10  Unbearable 
 

How much has your symptom interfered with your normal work 
(including both work outside the home and housework)? 
  Moderatelyڤ    A little bitڤ    Not at allڤ 
 Can not do at allڤ   Extremelyڤ  Quite a bitڤ 
 
How much time has this symptom interfered with your social 
activites (like visting with friends, relatives)? 
 Some of the timeڤ   Most of the timeڤ    All of the timeڤ 
 None of the timeڤ    A little of the timeڤ 
 
How often do you experience your symptoms? 
   Constantly (76-100% of the day)ڤ 
 Frequently (51-75% of the day)ڤ 
 Occasionally (26-50% of the day)ڤ 
 Intermittently (0-25% of the day)ڤ 
 
How are your symptoms changing? 
 Getting Betterڤ 
 Not Changingڤ 
 Getting Worseڤ 
……………………………………………………………………. 
Doctor’s 
Notes:_______________________________________________
_____ 
 

____________________________________________________ 
 

____________________________________________________ 
 

____________________________________________________ 
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Current chief complaints:  Describe one symptom at a time: 
List your next symptom from the accident in severity: 
 

Describe your symptom:________________________________ 
____________________________________________________ 
Where is it located? (Mark on diagram below/write type of pain) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
When did it start?______________________________________ 
 
What makes if feel worse?_______________________________ 
 

What makes it feel better?_______________________________ 
 
What  describes the nature of your symptom (write in diagram 
above)? 
 Burningڤ    Shootingڤ    Numbڤ   Dull acheڤ    Sharpڤ 
 
 _________________________Otherڤ   Stiffnessڤ   Tinglingڤ 
 
Does it radiate?    ڤYes    ڤNo  (show on picture above) 
____________________________________________________ 
Describe the intensity of your pain (cicle): 

None  1  2  3  4  5  6  7  8  9  10  Unbearable 
 

How much has your symptom interfered with your normal work 
(including both work outside the home and housework)? 
  Moderatelyڤ    A little bitڤ    Not at allڤ 
 Can not do at allڤ   Extremelyڤ  Quite a bitڤ 
 
How much time has this symptom interfered with your social 
activites (like visting with friends, relatives)? 
 Some of the timeڤ   Most of the timeڤ    All of the timeڤ 
 None of the timeڤ    A little of the timeڤ 
 
How often do you experience your symptoms? 
   Constantly (76-100% of the day)ڤ 
 Frequently (51-75% of the day)ڤ 
 Occasionally (26-50% of the day)ڤ 
 Intermittently (0-25% of the day)ڤ 
 
How are your symptoms changing? 
 Getting Betterڤ 
 Not Changingڤ 
 Getting Worseڤ 
……………………………………………………………………. 
Doctor’s Notes: 
____________________________________________________ 
 

____________________________________________________ 
 

____________________________________________________ 
 

____________________________________________________ 


