
Name:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ DOB: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _Date:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
SYMPTOMS FROM ACCIDENT 

Did you get bleeding cuts or bruises?  No 
If yes. what bleeding cuts did you get from this accident? _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
If yes. what bruises did you get from this accident? _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
Please describe how you felt. PLEASE BE SPECIFIC.
Immediately after the accident: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
Later that Day    Night: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
The next day(s): _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
Check symptoms apparent since the accident:

Headache Fainting Tension Cold feet Shoulder

Neck pain/stiffness Ringing/buzzing ears Shortness of breath Diarrhea Elbow

Midback pain Loss of balance Irritability Constipation Wrist/Hand

Low Back Pain Loss of smell Depression Chest pain Hip

Eyes sensitive to light Loss of taste Sleeping problems Nervouness Knee

Pain behind eyes Nausea Numbness in toes Cold sweats Ankle/Feet

Blurred vision Loss of memory Numbness in fingers Anxious

Dizziness Fatigue Cold hands other __________________________

WORK STATUS HISTORY 
Occupation:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Employer:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Have you missed time from work? Yes   No 
If Yes: Full time off work _____________________________________________________________________________________________________
If Yes: Part-time off work _____________________________________________________________________________________________________

Been unable to work since accident. 

FIRST DOCTOR/HOSPITAL/CLINIC SEEN
Did you go to seek medical help immediately/soon after the accident? Yes    No 
If yes, how did you get there?   Someone else drove me   Drove own car   Ambulance    Police
DOCTOR/HOSPITAL/CLINIC SEEN: ____________________________________________________________________________________________
Were you examined?  Yes   No    Were X-rays taken? Yes    No 
Were you Treated? No   or Prescribed medication?   Name: __________________________________________________________________
If yes, what treatment was given to you? _______________________________________________________________________________________
What benefits did you receive from the treatment? ______________________________________________________________________________
Date of last treatment: _______________________________________________________________________________________________________
SECOND DOCTOR/CLINIC SEEN 
DOCTOR 2/CLINIC SEEN:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Were you examined?  Yes   No    Were X-rays taken? Yes    No 
Were you treated? No
If yes, what treatment was given to you? _______________________________________________________________________________________
What benefits did you receive from the treatment? ______________________________________________________________________________
Date of last treatment: _______________________________________________________________________________________________________
THIRD DOCTOR/CLINIC SEEN
DOCTOR 3/CLINIC SEEN:
Were you examined?  Yes   No    Were X-rays taken? Yes    No 
Were you treated? No
If yes, what treatment was given to you? _______________________________________________________________________________________
What benefits did you receive from the treatment? ______________________________________________________________________________
Date of last treatment: _______________________________________________________________________________________________________

Turn page

 
 

INSURANCE COVERAGE QUESTIONS 
 
With whom to you have insurance? 
 

What is your ID# and date of birth? 

 

Who did you speak with? 

 

Do you have chiropractic benefits? 

 

Does this include in-house massage coverage? 

 

Is there a preferred provider/network list? 

 

Which of our doctors are on it? 

 

If you do have benefits, what percentage is covered? 

 

What is your co-pay, if applicable? 

 

What is your annual deductible? 

 

Is it met? 

Thank you for taking the time to do this!  Please bring it in with you to your first 
appointment. We look forward to meeting you! 


