Smith Chiropractic, PSC

Dr. Jeff Smith, D.C.
1104 N. Main St. * Monticello, KY 42633
606-340-0340

For Auto Accident Cases:

Personal injury protection, also known as pip coverage only allows a
certain dollar limit to cover medical expenses.

Due to PIP coverage being limited, Smith Chiropractic will require a
copy of your current medical insurance card to act as a secondary payor
if the PIP coverage is exhausted when we bill for services rendered. You

will be responsible for any deductibles, copays or co-insurance that

your medical insurance states is due.

If you do not have any active medical insurance, you will be fully
responsible for all charges on your account even if your case is in
litigation. You may pay with cash or credit card only. Thank ycu.

Patient Print Name

Patient Signature

Date



CONFIDENTIAL PATIENT INFORMATION  ,1g

PLEASE PRINT

PATIENT INFORMATION:

FULL NAME DATEOFBIRTH__ [/  AGE___ Male[] Female[]
ADDRESS APT#___ SSN - >

CITY STATE_____ ZIP CODE __ HOME PHONE { ) —
CELL PHONE ( ) CELLCARRIER __ EMAIL

EMPLOYER'S NAME OCCUPATION _

WORK ADDRESS CITY ___STATE ZIP

WORK PH. # ( ) EXT DATE SYMPTOMS BEGAN: __ /|

MARITAL STATUS: SINGLE [1 mARRIED [1 wiDOWED [0 HOW DID YOU HEAR ABOUT US? .

EMERGENCY CONTACT PHONE

CLAIM INFORMATION:
IS YOUR CONDITION DUE TO AN AUTO ACCIDENT [ A PERSONAL INJURY OO AwWORK INJURY [ OTHER [

TYPE OF CLAIM: CASH [0 GROUPHEALTHINS O  PERSOMAL INJURY O workeER's compP L1 MmEDICARE [

I WILL BE PAYING TODAY BY CasSHL] cHeck [0 wisald waAsTERCARD O aMExX O Discover OO oTHeEr O

INSURANCE INFORMATION:
RELATIONSHIP TO INSURED? SELF [0 sPousk [J OTHER [ cCHILD [0 SPOUSE:

INSURED'S EMPLOYER: SAME AS ABOVE [0

INSURED'S SSN SAME AS ABOVE (] SSN ; : INSURED'S DOB SAMEASABOVEO 1 ¢

PRIMARY INSURANCE CO. ADDRESS _ N

CITY STATE ____ ZIP CODE PHONE# ) o

POLICY NUMBER GROUP NUMBER

SECONDARY INSURANCE CO, ADDRESS o Fare

CITY ) STATE____ ZIP CODE . PHONE#( )

POLICY NUMBER _ GROUP NUMBER
e =N

AUTHORIZATIONS:

A. | hereby authorize release of any medical information necessary o process this claim and request payment of insurance benefits either to myself or o the
party who accepts assignmenl.

B. lauthorize payment of any medical benefit from third-parlies for benefits submitted for my caim to be paid directly to this office. | suthorize the direct
payment to this affice of any sum | now or hereafter owe this office by my attorney, out of proceeds of any seftlement of my case and by any insurance company
contractually obligaied to make payment to me or you basad upon the charges submitted for products and senvices renderad.

C. | understand and agree that health and accident policies are an arrangement behween an insurance carrier and myseli. Furthermore, | understand that this
office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount aulhorized to be paid
directly to this office will be credited 1o my account upon receipt. However, | dearly understand and agree that all services rendered to me are charged directly
1o me and that | am personally responsible for payment. | also understand that if | suspend or ferminate my care and treatment, any fees for products or
professional services rendered will be immediately due and payable.

Patient's Signature: Date:

Guardian Signatura: Crate:




VERIFICATION OF INSURANCE BENEFITS

IF GROUP INSURANCE: |5 there coverage for Chiropractic Care? YES [ No [

Plan Administered by

Pre-Authorization Required? 7 YES [0 No [

IN NETWORK BENEFITS
Amount of Deductible:$ Andividual § IFamily
Deductible met? YES COONO [ & Remaining

Deductible Calendar [J or Fiscal [J Renswal Date Y,

Max. Yearly Benefit 7 5 Co-pay § % Coverage
Max. Yearly Visit Limit?
Orthotics Coverage (CPT Code: L3030)7 YES I No L 3

DATE __ |/ I
Is Doctor In Network L1 Out of Network [
T M K. BENEFITS
Amount of Deductible:§ fMndividual 3
Deductible met? YES (I NO I 5 Remaining

(Family

Deducticle Calendarl] or Fiscal [0 Renewal Date /¢

Max. Yearly Benefit 7 % Co-pay & % Coverage
Max. Yearty Visit Limit?
Crthotics Coverage (CPT Code: L3030)7 YES O NO O 5

Exclusions/Limitations: Exclusions/Limitations:

Notes:

Spoke to Whom? Mail Claims ta:

Direct Telephons: Address:

IF AUTO ACCIDENT City State Zip
Who was found at fault / ticketed Patient (1 Other Driver [

Insured Auto Insurance Carrier. Address

City State_____ ZIP Code Phone#( )

FPOLICY NUMBER R CLAIM NUMBER

Adjuster for the Claim? Coverage Verified?

Deductible Amount? § Spoke to Whom?

Does your autd insurance coverage have Medical Payments Coverage? YES O No O

If yes, Auto Insurance Carrier, Address _
City State = ZIPCode_ Phones( ) ~
FOLICY NUMBER CLAIM NUMBER

Adjuster for the Claim? Coverage Verified?

Deductible Amount? § o Spoke to Whom?

ATTORNEY'S NAME PHONE#{ )

IF WORKER'S COMPENSATION:

Employer's Name

Emplover's Address:

Employer's #{ )

Is patient Currently Employed at Same?

Has the injury been reported? YES O NOo O

Employer's Insurance Carrier.

Has care been authorized? ? YES (1 NO [0 By whom?

Address

City . State
POLICY NUMBER

ZIP Code

Phone#( )
GROUP NUMBER




=HEALTH QUESTIONNAIRE < Initial --Re-Eval

Use a No. 2 pencil to mark your answers. When marking in an Other
bubble please explain in the space allowed. Fillinbubbles completely as
indicated here: < Erase changes cleanly. Do notfold form.

A. PATIENT INFORMATION

Patient Name:
MO DAY YEAR

| PATIENT NUMBER
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- . PATIENT’S COMPLAINTS (CONTINUED

=2. How Did Your Complaint{s) Beginf1]? 7. What Makes Your Condition wﬂrse?
—Unknown — Suddenly  — Gradually c ~No[h|ng = Coughing ~»Reaching o Standing
= Bneezing = Lifting — Sitting > Pulling
3. What Happened To Cause Or Re-Aggravate Be“dlr‘ﬂ - Waltking —: Straining af Stool <= Turning
Your Complaint(s)? - Other
— Cause Mot Known —Auto Accident
= Worlk Accident/injury — Home Accident
— Parsonal Injury = Sport Injury 8. Have Any Of Your Complaint{s} Existed In The Past? — Yes —ho
if Yes, In m;zue Below
— Other - Describe: o Meck - Upr Back oo Mid Back o= Low Ba k <> Ribs
—»Shoulder -—Arm c- Elbow — Forearm < Wrist - Hndfgrs
- Buttock o= Hip o> Thigh —Knee —leglcalil o rl.nif.ie
- > Foot ¢ Dthers:

4. How Would You Rate Your Overall Pain Toda 9. Have You Had Any Recent Treatment For Your Conditions
Where 0 is No Pain And 10 Is The Worst Pain(1]? QUYTIOE o THis DiMcsl e, o
No Q 1 2 3 .4 5 6 ? g 9 10 Wors "PDF"-I" x¥es oMo i Yes, List Dates, Treatments. And Doclors
Palfi o 2 e e e o Possible

n

. When Are Your Symptoms Worse?
—xMoming . Afternoon - Evening - Night
= Always The Same

6. What Makes Your Condition Better? '
—Nafhing .~ Strefching — Heat 10.Since Your Symptoms Began, Have You Noticed A Change In?
3 Rest = Exercise colce _ Bowel Function «>Yes =:io
= Sitfing - Standing - Medications Biadder Function < Yes -xNo —hNo To Al
-4 Other B Sexual Function 2 Yes —aMNo

If You Are Experiencing Headaches, Please Fill Out This Section Otherwise Skip To Section D.

1. Whare is The Pain Associated With Your Headaches Located? . What Seems To Bring On Your Headaches?
Over Tarnpoit —, Can = o Physical Activity - Caffeine_
- Excessive Siress - Certain Foods
- Alcohol - Menstrual Perod
= Dther
7. How Often Do They Occur|1]?
TimesWeek: oronaoomEErooo
TiMEEF!’u1D:‘!Eh' SO 0 X D O O T o o
> Other
) ' . : kewwe doird: B ch Long Do Your Hpadaches Last[1]7?
s . [T} —>Lless Than 1 Hour = From 1-3 Hours

-~ Longer Than 3 "i"‘LIf::, = Al hmq"_'; Hours
- Several Hours To Day ,H

— Other B
Z. On What Date Did Your Headaches Begin[1]7 9. Do Your Headaches Wake You From Sleep{1]?
—Date: |/ = Same As MNeck/Back Complaints Mo o> Sometimes = Always
3. How Does The Intensity Of Your Headaches Rate[1]? 10 Dﬂ Any Of The Following Occur With Your Headaches?
Mo 012345878 910w = NauseaNomiting = Weakness
b € €3 3 €3 I I L3 0 0 P = Tremor - Vision Problems
o Dizziness — Light/Sound Sensitivily
s d. What Describes Your Pain? Dl'r_h o Light/sa ¥
wm < Dull —Shap < Aching < Stabbing
m= —:Deep oVice-like <:Buming — Throbbing/Pulsating 11-What Makes Your Headaches Better?
e ik ,Eluth'nu — Rest <= Lying Down — ice/Coid Packs
. assage <> Standing <o NSAIDS (Aspirn. Tylenol, ete )
:5 When Do Your Headaches Usualty Start? = : D,}..:':, 9 g 5 LAs] yleno
wm o Constant/Anytime Awake — Wake LJE With In Morning g SR T =
m= oo AT Widday e Dunﬂg Evening
L]

0. OTHER COMPLAINTS

Do you have any other complaints not covered on this form[1]? —Yes —No
if Yes, Describe other complaints in detait and mark body areas on Figures —»
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=HEALTH QUESTION NAIRE-HISTORY

Patient’'s Name

E. REVIEW OF SYSTEMS

From Any Of The Sym
e-Examination Mark 6

Sufferin
hisis A

Are You Current!
Listed Below? If

toms
nly New

Symptoms Since Your Last Exam.

-* - None Of The Sym p1m:~|¢

quted Below

—General Faligue
_‘a"'- eakness
= Fever (Continuous)
= Loss Of Sleep

» Chills {continuous)

-- = Weight Change (unplanned) '.';'.\ Hair Changes (unplanned) K3 MEDICAL H|ST0R¥

o Night Sweats
> Headaches

:'.}-zzme 55

) F’ainting

— Convuisions

<> Mervousness

= Anxiety

<> Depression {prolonged)

o~ Phobias {excessive fears)

o Memaory Loss Or Impairment

<> Mopd Swings (excessiva)

Lefi nght
o T

Hearing Trouble
Ringing in Ears
Pain in Ears o
Ear Discharge =i o
Vision Trouble
Pain in Eyes
Eye Oischarge
— Nose/Sinus Pain
< Excessive Drainage
= Mose Bigeds {chronic)
—: Masa! infections (chronic)
= Absence Of Smell
"= Mouth Sores
— Bleeding Gums
o> Enlarged Glands
o= Absence Of Taste
—: Abnormal Taste Sensation
o Tonsiditis/infected Tonsils
= {J|ﬁlcult~_'_‘u_'\._’3r* Swallowing
— Heat/Cold Intolerance
<=Sugar In Urine
> Goiter {entarnedThyroid gland)
= Tremor (shaking)

«— Other (Please Describe)

ana Pg-3 & 205 Docwrent Plus Technologias, Inc., Atlants, GA

> No Ngw E}m‘,,-ioma Since
Your Last Exam

- Skin Rash

<> Redness Of Skin

s Skin Uching

> Bkin Dryness

— Eczemaqred, inflamed skin)

<> Nail Changes {unplanned)
- Bruise Easily
;x_.*:mgh (chronic)
— Wheezing (chronic)
> Difficulty Breathing
= Swollen Extremities

= Blue Extremities

> Varicosities (visible veins)
— Rapid Heart Beal

— Chest Pain

— Heart Palpitations
o= Heart Murmur

— Decreased Appetite
¢z Increased Appetite
= Ahdominal Pain

= Hemorrhoids

= Excess Gas

=3 Vomiting {excessive)

= Diarrhea (excessive)

= Constipation {excassive)
o= Hearlburn/indigestion

< Painful Urination

> nability Tc Hold Urina
<> Fraguent Urination

= Urinary Retention

> Bed-welting

oo frregular Manstruation

<> Painful Mensiruation

> Abnormal Vaginat Bleeding
<> Sterlity

— Impotence

»Lumps In Breast(s)
> Rednessfiiching of Breast
<> Dimpling of Breast{s)

<> Discharge from Breast(s)
< Breast Pain

Primtad b The BSA

F. HABITS/ACTIVITIES
What Are Your Gurrantﬂl;l:::iti . pa.%l,:é' Per Day S
Srnoking.. e s S s
Glasses Per Day
Caffeinated Drinks..... Ne&¥® =1 12 23 34 5
Glasses Per Da
Alcohoi Consumption, Never =1 12 23 %4 el
Drug/Subslance Abuse, .*fr—g EES if Yas, Discuss With Doclor
i Déys Per Week .
Exerciza, .. 2 Nmmr :J T,_.R %__3 ?i:.‘ f,s_!*;
Kinds Of Exemﬁe Y.}-.J D'1
o Walking <sJogging <—Cycling < Swimming |
> Golf —Tennis  — Sirength Training
= Cther:_ N e
1.HEALTH CARE
a. Have You Ever Been To A Chiropracter?. .. .. 5 M
b. Do You Have A Family Physician........ ... tes QN—_—‘:,'
Date Of Last Physical Exam: B e
Physician's Mame: __
Address:
— Phone{ ).
c. Have You Been Husp:tallza::l In The Past? ... ™= Mo
Date & Reason For Hospitalization: tri
d. Have You Ever Had Surgery? .............. Yes Mo
Date, Reason, Resulls Of Surgery: _
e. Have You Ever Had A Serious Accidentinjury? = ¢
List Date & Describe Injury:
AUt S
= Work-Related: ___ oo
- Personal; _ S——
= Sports Injury: _ _ S
— Other __
f. Are You Currently Takmg Any Vitamins,
Minerals, Or Herbs? (List Supplements) fes Mo

. Are You Currently Taking Any Medications? voe o
For What Condition(s) Are You Taking Medication?
<> Anti-inflammatory {Aspirin, tbuprofen, Motrin, etc.);

= PainfAnalgesics:
o= Anti-Deprassants:
o= Muscle Relaxants:
> Blood Pressure Pills:
o Antibiotics:
= Birth Control Pills:
o Corticosteroid;
o>her ...
1n The Past Have ‘mu Use Any of The Following?
<= Birth Contral Pilis — Corlicosteroid

. Are You Allergic To Any Medications? ... ... =
List Medications:

MNr
T




e G. MEDICAL HISTORY - CONTINUED :

mm 1. WOMEN ONLY: | No

Yas

To Your Knowledge, Are You Pregnant? = =
If Pregnant In Past, Were Pregnancies Normal? — -
Are You Seeing An OB-GYN Regulariy? i e
HNumber Of Births: ©~ooaoom — Other

Date Of Last Exam,
Physician's Name:_ _
Address:_

(RRRW)

. FAMILY HISTORY

I

’c: I E D D 0 0 S D AT 2

= Fother

- other i i B <K f.E?JCDiCH" :n“'rmlm]-;}:- B i
mm Erothers ) 'IE‘ R T W D T DD T O
- Sislers o@D 0Dl 90 TZ&:\E-:J:: D> c.!::lc_|_r‘c“~ T
e Cibdren o o E-U-L‘: I -:.'Il.} fa: s e w8 T t_!_"’j;‘:- ol X0 I

MR Describe Others:

== 3.Conditions Or llinesses

== Please Indicate If You Now Have or Have Had In The Past
s Any Of The Following llilnesses:
mm > No Current Or Previous Conditions/illnesses
=3 & &

IR F o
[ éf q-?’ .;H q:?
- F ¢ g ¢
- Hr B SiNus Trouble g o Kidney Trouble
mm H: o Hay Fever Hy o Urinary Retention
= o oFAllerges anr  «F Frequent Urination
- o Asthma o g Prostate Trouble
= o Emphysema cHx o oFs Apthiitis
= H: < Tubarculosis Hr O Usteoponosis
mm E F History of infaction ar < Scoliosis
m @ aFever [Continuous) o Dislocated Joints
= H o CancerTumor W Spinat Disc Disease
m <& <& Digbetes & cF: Bone Fracra (istdatesy
mm E < Visual Disturbances
ms o oo Dizziness/Fainting =
mm B o Eplepsy/Seizures 0 T T i {
ms @ <@ Thyroid Trouble @ @ Mental/Emational Difficulty!
m= > o High Biood Pressure oo o Sex. Trans. Diseases '
mm oo oo Low Blood Pressure g om HIV |
mm B o Mean Trouble i oo AIDSARC '
'  H o Pacemaker o Abnormal Weight Gain [
= E cF Stroke[date fap @ Abnormal Weight Loss |
mm O o Aorbic Aneurysm ar = Numbness Groin/Buttocks |
wman D AnEMia an L‘!_":r:_r____ =5 __.
mm o <F Bheumatic Fevaer |
s O =Poe T T ) == i
mm| @ o Mulliple Scerosis cB Other EECEEE
s B o Ullcer S !
mw o oo Liver Troble P
-———— ....... e it e e P L
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H. OCCUPATIONAL INFORMATION -
ACTIVITIES OF DAILY LIVING

1. Are You Right Or Left Handed? —Right —Left
2. Job Type — S o
— Retired = Unempir}yad s Full-Time Student

i Any Of Above Skip Rest, Sign At Patient's Signature
— Full Time = Part Time — T:—vr*purcar:-r
oo Self-Emploved ¢ Other|

Hours Per Day
Days Per Wesk
o Cther

$M-’ 3 L0 (R0 O (0 O b T oI
O o X O O (D o

4. How Long Have You Been With Your Present Employer?

Yesgrs a1 5] Lo 5] e ] e e
LD DD B O O

Months oo ooesseeaa

5. Do Your Present Complaints Affect The Number
Of Hours You Work Per Day? = Yes = No

6. What Is Your Primary Work Position and Location?
a. Work Paosition; b. Work Location:
> Seated « Standing > Desk < Counter — Workbench
= Other <> QOther

7. What Movements Does Your Job Require?

== Bending > Turning <= Stooping
> Twisling — Walking = Repetitive Hand Use
o= Carrying > Other

8. Does Your Work Include Any Of The Following Use?
<> Prolonged Computer oo Continuous Phone

8. Does Your Job Involve Lifling?
> Newver <> Oocasionally
< Frequently = Constantly
How Many Pounds?: & = = P
{Choose Only One) s

= Intermittently

10.What Best Describes Your Stress Level At Work?

— Mone = Mirimal <= Minimat To Moderate
- Moderate — Moderate To Extreme s Extreme

11.How Do You Rate Your Physicai Activity At Work?
> Seated more than 50% of workday
iManual Labor. < Lighl <= Light To Moderate
fr = <> Moderate < Moderate To Heavy <z Heavy
12.Do Work Activities Aggravate Your Present Complaints?
cx¥es oMo i Yes, Explain: __

PATIENT’S SIGNATURE

PLEASE MAKE KO MARKS IK THIS AREA

= . . - ._c-';:-:



=HEALTH STATUS QUESTIONNAIRE =

Patient Name ISegey s
e _ L e MO DAY YEAR  DR# PATIENT NUMBER ™
[ ]
Please Read: This survey asks for your views about your health. o
The information will help your heaith care provider track Row you fael A
and how weli you are able to do your usual activities. plapt
Answer every guestion by filling in the appropriate bubble. If you are o ~.—_

unsure about how to answer a quastion, please give the best answer
you can and make a commeant at the end of the guestionnaire.

Piease use a No. 2 pencil to fill in your answers. " T T
Filt in bubbles completely as indicated here: O R
Erase changes cleanly Do not fold this form

A. in general, would you say your health is: B. Compared to one year ago, how would you rate your
[MARK ONLY ONE ANSWER] healthin general now? [MARK ONLY ONE ANSWER]
oo Excelient T Much better now than one year ago
oo Very good - Somewhal belter now than one year ago
« Good o About the same
o Fair I Bomewhal worse now than one vear ago
= Poor 2 Much worse now than one vear ago
. The following items are about activities you might do during a typical day. z é“. =
- A
Does your health now limit you in these activities? i so, how much? '“.‘ba. *‘5{“’ -‘9 ﬁ
[MARK ONLY ONE ANSWER ON EACH LINE] EFLSFE
1. Vigorous activities, such as running. -:Iﬂi"'lq heavy objects, participating in strer OIS sparis T r_-f,_ _#_5__
? Moderate activities, such as moving a 1able, pushing a vacuum cleaner, bowling, or playing goif = @ @
3. Lifting or carrying groceries S d . &
4 Climbing several flights of stairs = I T~ A
5, Climbing one flight of stairs o = CT e I -
5 Bending, knesling, or stooping . A
7. Walking more than a mile i I S .
8. Walking severai blocks o > @ @
9. Waiking one block ) a = @ @
10. Bathing or dressing yourseif o o o

D. During the past four weeks, have you had an?r of the following problems with your work or other regular
daily activities as a result of your physical health

[MARK EITHER YES OR NO ON EACH LINE] Yes Mo
1. Cut down the amount of time you spent on work or other ac -.l.,-he-t. e >
2. Accomplished less than ym: would like = RS =

_ 5. Were limited in the kind of work or ciher activities - @
4. Had difficulty perﬁ::rrﬂmq the work or other ac tivit IF”:i ffm emmple it took extra =~f*o=1 P Y

E. During the past four weeks, have you had any of the following problems with your work or other regular
daily activities as a result of any emotional problems (such as%eelmg depressed or anxious)?

[MARK EITHER YES OR NO ON EACH LINE] Yes Mo
1. Cut down the amount of time you speni on work or other activites @© =
2. Accomplished iess than you would like o =
3. Didn't do work or other aclivities as carefully as usual o0 =

F. During the past four weeks, to what extent has your physical health or emotional problems interfered with

your normal social activities with family, friends, neighbors, or groups?
[{MARK ONLY ONE ANSWER]

o Mot at all > Quite a bi
o Slightly a0 Extremely
o Moderately
B e S
I 2004 Bocurment Plus Tochnologise. Inc., Atlants, G& el G FLEASE MAME MO MARKS (N THIS aHEA
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=HEALTH STATUS QUESTIONNAIRE (CONTINUED) e

== G How much bedily pain have you had during the past four weeks?

== [MARK ONLY ONE ANSWER]
1 None = Ml x Severe
== Viery mild - Moderate & Very severs

H. During the past four weeks how much did pain interfere with your normal work (including

both work cutside the home and housework?)
[MARK ONLY ONE ANSWER]

1: Mot at all - Moderately & Extremely
o Atitiie bit 2 Ouite a bit

I. These guestions are about how you feel and how things have been with you during the past four weeks. For
each question, please give the ohe answer that comes closestto the way you have been feeling.

F& .
o g 38 55 se e s

How much of the time during the past four weeks .. . . . ¢F FF FE 5 28 &8
[MARK ONLY ONE ANSWER ON EACH LINE] v Ff P £Ff T& £#

1. Did you feei full of pep? e B o2 i 5 o
' 2. Have you been a very nervous persan? Tl @ 3> T i T o

3 Have you feit so down in the dumgs that nothing could cheer you up? oo 73y ox @ o @

4. Have you felt calm and peaceful? S | ob e a 5 "

5. Did you have a ot of energy? SR e R F o

6. Have you felf downhearted ond blue? R D @ 2 3 e o

7. Did you fee! worn out? - G I o 1 o E e

B. Have you been a happy person? - =T O - @ 1 e T s

9. Did you fesl tired? - e o I T i T <83

. During the pasl four weeks how much of the time has your physical health or emotional problems interfered
with your social activities (like visiting with friends, refafives, etc.)?

[MARK ONLY ONE ANSWER]

1Al of the fime 3z Some of the time g Mona of the time
.2 Most of the time a4 A litile of the time

5 3
e o
£e /5o F8 Fo &£
& & & o & = &
[MARK ONLY ONE ANSWER ON EACH LINE] FEFE FE FF £
1. I seam o get sick a little easier than other peaple, e @ &Y 3 =
2. | am as healthy as anybody | Hnow, o I @ x5} @ 3
3.1 expeci my heaith 1o gat worse. - . Eo s & s e &
4. My health is exceflent. o o ) s = = =) 5 i
L. Please answer YES or NO
{MARK ONLY ONE ANSWER ON EACH LINE] _ Yes o
4 _ in the past year, have you had two weeks or more during which you felt sad, blue, or depressed: or W
when youlost all interesl or pleasure in things that you usually cared about or enjoyed? G
. Have you had twao years or more in your life when you felt depressed or sad mast days, even if you oo
felt okay sometimes? iR
3. Have you feit depressed or sad much of the time in the past year? SRS
<> Addiional Commenis;
SIGNATURE: : = DATE: .
_M
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=NECK PAIN DISABILITY INDEX QUESTIONNAIRE

MO DAY YEAR  DR# |  PATIENT NUMBER
Please Read: This guestionnaire is designed to enable us io Ly o i
understand how much your neck pain has affected your ability to T =}

manage your everyday activities,

Piease answer each section by darkening the one bubble that most
We realize that yvou may feel that more than one
just pencil in the one

applies to you.
statemnent may relate to you, but please,
choice which closely describes your problem now.

Please use a No. 2 pencil to fill in your answer,
Fill in bubbles completely as indicated here:
Erase changes cleanly, Do not fold this form.

1. PAIN INTENSITY 6. CDHCENTRATIUH

oo | have no pain al the momenl.
= The pain is very mild at the moment,
i.: The pain is moderate ar the moment
- The pain is fatrly severe at the moment.
- The pain is very severe al the moment.
1z The pain is the worst imaginable at the moment.
e

Fatient Name:

x _,i_. c

{ can concemtrate fully when T want to with no difficuity

T | can concentrate fully when [ want to with shight difficulty.

1 have a fair degree of difficuby

e 1 have a lot of difficulty in concentrating when [ want to.

L | have a grent deal of difficulty in coneentrating when [ want to,
canmol concentrate at all.

T CC HLLr'Il.!'ﬂ'.H'Il: when T want bo.

T ean look afler myself normally without causing extra pain
w1 can look alter mysel! nonmally, bul it causes extra r.w'n
o It is painful to lock after myself and | am slow and carefi
[ nead some help, bul manage most of my personal care.
a2 1 need help every day in most aspecis of sell care.
1 T do not get dressed, | wash with difficulty and siay in bed

2. PERSONAL CARE

= | ean do as much work as [ want ip.
o | can ondy do my usual work. it no more.
v 1 can do nh;muj_nn, usual work, bul no more,
i | cannot do my usual work.

I can hardly do any work at all.
L 1 cannut do any work at all,

> 1 ean lift heavy weights, without extra paim.
o | can lift heavy weights, but it gives exira pain,
<3 Pain prevents me from lifting heavy weights off the floor, but [
can i they are conveniently positioned. forexample, ona table
i Pain prevents me from hifting heavy weights, but | can manage
light to medium weights if thev are conveniently positioncd.
L can it very light weights.
7 | cannot it or carmy anything at all.

EIIE_ 8. DRIVING

2o 1 can read as much as 1 want 1o with no pain in my neck.

or 1 can read as much as [ want to with shight pain in my neck.

i: | can read as much as | want with moderate pain in my neck.

iz T cannot read as much as | want because of moderate pain in my
neck,

oo | ook read as much as 1 want beeause of scvere pain in my neck,

o+ | cannot read at all.

4. READING

have no headaches at all
i [ have slight beadaches which come infreguently.
[ have moderate headaches which come imfrequently
ar [ have moderate headaches which come frequently,
» | have severe headaches which come frequently,

5. HEADACHES

- | have headaches almost all the time.
Arir nra & Mioe J990
Mupwimrad Lo pormlorion of the o Sanipurlarine amd Plvsladagii ol oo
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i | ¢un drive my car without any Mec k pain.

w | can drive my car as long as T want with slieht pain in my neck.

iz Toan drive my car a5 long as | want with moderate pain in mv neck.

= | cannot drive my car as long as T want becanse of moderate pain
innmy neck

i. 1 can hardly drive at all because of severe pain in my neck

v [ cannot deove my car at all.

I have no trouble sleeping,
i My sleep s shightly disturbed (less than 1 hour sleepless).
12 My sleep s mildiy {i'l'\[Ll"'}"L Ly | -2 howrs ‘:-lLLF.-!L“LI
a0 My sleep is moderately disturbed (2-3 hours sleepless).
i My sleep is greatly disturbed (3-5 hours sleepless),
w2 My sleep is completely disturbed (3-7 hours sleepless),

10. RECREATION

2= | am able to engage in all of my recreational activities. with no
vain at all.

<E: Tamable to engage in all ofmy recreational activities, with some
pain inmy neck.

: 1 am abie to engage in mosl. but not all of my usual recreational
activities becausc of pain inmy neck

- [ am able to engage it a few of my usual recreational activitics

because of pain in my neck,

: Fean hardly do any recreational activities because of pain in my
fiechk.

£ | cannot do any recreational activities at all.




=REVISED OSWESTRY LOW BACK PAIN

Patiant Name:

DISABILITY QUESTIONNAIRE Mo Dar veaR  DR# | PATIENT NUMBER
Please Read: This questionnaire is designed to enable us to Ay ien il (il S
understand how much your low back pain has affected your ability to e = ;: D T L
manage youreveryday activilies. A o ; ol o E r i
) ] s > L R ik L Lo LB i FE o |
Please answer each section by darkening the one bubble that most TP RADD Dok T e
applies to you. We realize that you may feel that more than one R T o i fg
statement may relale to you, bui please, just pencil in the one : T e
choice which most closely describes your problem right now. SO aT o e S o
Ple_ase use a No. 2 pencil to fill in vour answers A 0 B> B TS = 3~ g
_— Fill in bubbles completely as indicated here: G S menhE v oneonoh 30T R B E

Erase changes cleanly. Do not fold this form. Frorm: N.Hudson, K. Tome-Nicholson, A Brean; 7959

1. PAIN INTENSITY

< The pain comes and goes and is very mikd
&> The pain is mild and does not vary much

> The pain comes and goes and is saverg.
¥ The pain is severe and does not vary much,

- __Revized 09/17/92

6. STANDING T

-&- | can stand as long as | want without pain.

& |have some pain while standing. but it does not increase with time.

= | cannct stand for longer than one hour without increasing pain.
| cannot stand for fonger than 112 hour without increasing pain.

= | cannol stand for longer than ten minutes without increasing pain,

> | avoid standing, because il increases the pain straight away.

< | would not have lo change my way of washing or dressing in
order 1o avold pain.

+: | do nol normaliy change my way of washing or dressing even
though il causes some pain.

©: Washing and dressing increases the pain, but | manage not
o change my way of doing it.

ar Washing and dressing increases the pain and | find it
necessary to change my way of daing i,

a: Because of the pain, | am unabie o do some washing and
dressing without help.

v~ Because of the pain, | am unable to do any washing or
dressing without help

2. PERSONAL CARE

= | can lift heavy waights without extra pain.

& | can lift heavy weights, but it causes extra pain.

‘= Pain prevents me from ifting heavy weights off the floor

«r Pain prevents me from fifting heéu}r weights off the flaor, but |
canmanage if they are conveniently posilioned, e. g.. cn a table.

g: Pain prevents me from lifting heavy weights, but | can manage
light to medium weights if they are conveniently positionad.

<& | can only §ift very light weights, at the most

3. LIFTING

& Pain does nol prevent me from walking any distance.
<& Pain prevents me from walking more than one mile,
z: Pain prevents me from walking more than 1/2 mile
<> Pain prevents me from walking more than 1/4 mile.
T | can ﬁ_ﬁ}y walk whi'lé'tﬁéﬁé_;é-daﬂe of on crutches.
> | am in bed most of the time and have to crawi 1o the tailet.

&> | can sit in any chair as long as [ like without pain

& | can only sit in my favorite chair as long as | like

& Pain prev'éﬁié me fram sitting more than one hour
o Pain prevents me from siting more than 1/2 hour.

s F':"a_iﬁ_p'reven!s rme from silting more than ten minules.
w5 Pain prevenis me from sitting at all.

= | get no pain in bed.

< | get pain in bed, but it does not prevent me from sleeping well.

7 Because of pain, my normal night's sleep is reduced by less
than one-gquarter,

. Because of pain, my normal night's sleep is reduced by less
than one-haif.

- Because of pain. my normal night's sieep is reduced by less
than three-guarters,

. Pain prevents me from sleeping at all.

8. SOCIAL LIFE

& My soci

life is normal and gives me no pain.

& My social [ife is normal, but increases the degree of my pain.
+ Pain has no significant effect on my social fife apart from
limiting my more energetic interests, 8.g., dancing, elc

.z: Pain has restricted my social life and ! do not go out very often,
&> Pain has restricted my social life to my home.
¥ + have hardly any social life because of the pain.

S IRAVE NG e e

e b get no pain while traveling.

<& | get some pain while traveling, but none of my usual forms of
fravel make it any worse.

o= | gel extra pain while traveling, but it does not compel me to
seek alternative forms of travel

s | get exira pain while traveling which compels me to seek
atternative forms of travel.
Pain restricts all forms of fravel.

> Pain prevents all forms of travel except that done lying down.

10. CHANGING DEGREE OF PAIN

z: My pain is rapidly gelling better.
5> My pain fluctuates, but overall is definitely getting better.

z My pain seems to be getting betier, but improvement is slow
at present

iz My pain is neither gatting better nor worse.
= My pain is gradually worsening.
£ My pain is rapidly worsening.
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= ROLAND-MORRIS ACUTE LOW BACK PAIN

DISABILITY QUESTIONNAIRE

Please Read: When your back hurts, you may find it difficult to do

same of the things you normally do.

This list containg some sentences that people have used to describe
themselves when they have back pain. When you read them you may

find that some stand out because they describe you today.

As you read the fist, think of yourself today. Mark the bubble next to
_ If the sentence does not
describe you, then leave the bubble blank and go on to the next one.

Remember, only mark the sentence if you are sure that it

any sentence that describes you today.

describes you today.

Please use a No. 2 pencil to fill in your answers,
Fill in bubbles completely as indicated here:
Erase changes cleanly. Do not fold this form.

Patient Name:

MO DAY YEAR DR

PATIENT NUMBER

Och D < IodD
O LD DD
D OdD @ DD
oD@ Do ool
cmem oolapen mem
B L':'Z.-i -:é:n:c-s:: [5:%] o el

M TED . e

D (T T T

WD T <D ZH

D O

<> | stay at home most of the time because of my back.

< | change position frequently to fry and get my back
comfortable,

o | walk more slowly than usual because of my back.

| usually do around the house.

o Because of my back, | use a handrail to get upstairs.

© Because of my;ul.:rack, I lie down to rest more often.

<= Bacause of my back, | have to hold on to something to
get out of any easy chair.

< Because of mi.r-Ea{:k. | try to get other people to :tvb_
thing_s__[r:lr me.

a0 | get dressed more slowly than usual because of my
back.

P L{:-nEr stand up for short periods of t“i.l-'na because of my
ack.

@ Because of my back, | try not to bend or kneel down.

> Because of my back | am not doing any of the jobs t_h;t- |

az | find it difficult to get out of a chair because of TI'-I.Y_-

o My back is painful almost all the time,
@ Ifind it difficult to turn over in bed _l;.-:;.c-é—use of my back.

@ My appetite is not very good because of my back.

i | have trouble putting on my socks (or stncki-ngs.:i.

because of the pain in my back.

#x lonly walk short distances because of my back pain.

ae Isleep less well because of my back.

@ Because of my back pain, | get dressed with help from
someone else.

ar | sit down for most of the day because of my back.

ar Ibavﬂid heavy jobs around the house because of my
ack.

=z Because of my back pain, | am more irritable and 'bad
tempered with people than usual.

e Bucaluse of my back, | go upstairs more slowly than
usual.

ae |stay in bed most of the time because of my back.

back.
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=ACCIDENT / INJURY QUESTIONNAIRE

—
Fatient Nome: -
T e MO DAY YEAR DiR# PATIENT NUMBER
This questionnaire will allow you to deseribe your automobile accident in detall, Pleasa —
complets it carefully as the information provided will assist the doctor in evaiuating and [ el s I e T R O R S St o OO O T
documenting your condition. THANK YOLU, e T hg Py R s -
i e O P Ik ®m b - -
- ——— ekl g v T E D R O I -
Use a No. 2 pencil to mark your answers. When marking in an Other e i e e R .
bubble please explain inthe space allowed. Fillin bubbles completely as R i e ey N -
indicated here:<”>. Erase changes cleanly. Do notfold form, b gt T e e y
.1 S Bl Sl Fo o B oA E (B 80 g EOE .
e T D O Y T S
O 0 D e o O D o D
A. DATE AND TIME OF ACCIDENT / INJURY MO TE TR G D I s o <3
<. Date: Tim: 3 am { pm 4. If there were lacerations (cuts), where were they?
= Haad "R s Shoulders ‘B It Buttocks
B. DESCRIPTION OF ACCIDENT / INJURY -~ Neack 7 1= Arms ¥ 1- Hips
> Automobile Crash Questionnare Marked (Skip Seetlon B) [ == Uppear / Mid Back w1 Ebows 7 712 Thighs
—Workmen's Compensation Accident / injury | 2 Lower Back “E L Foresrmms B Mnees
o BlipyFall Accident <7 Pedesirian Accident i o Palvis =Ll Wiists R Legs
Other: . Accident  Injury o <. Chest | Rib Cage H.L»Hands K- i Ankles
. ) ' Zx Abdomen E o1 Fesl
| 1. What was the cause of your accident / injury? | O
I fr- T |
3 == | 5. Describe any other significant injury:
[
| 6. Emergency Care At Accident/Injury Site
i a. Did you receive emergency care? TiYes i MD
2. Describe in your own words what happened: ! o )
s | o b. What type of emergency care did you receive?
7> Bandages = Splints Brace Mack Collar

h e e = Other

7. Destination After Accident | Injury

= >0 s ; a. Where did you ga? b. By whom were you driven?
2> Hospial Home .2 Myself - Ambulance

i 2 School —=Work — Frend > Family Member

T ! 2 Other 7 Other

T T D. HOSPITAL VISIT AFTER ACCIDENT / INJURY
1. When did you go to the hospital?
C. IMMEDIATELV AFTER ACC-’DENT .-"r ’NJURY | o ."mmé-j[,;{é@ : . .-Lﬁtef That Day - Mext Day - Days Latar

1. Did you lose consciousness? ; ~=Date ~ Other
<2 Yos > Na 3 Don't Know i
o Hospital Name: "= Examined By Doctar;
2. How did you feal? i
Z» Confused = Dazed 127 Dizary o Marvous ‘
T Waak o Other | Admitted: - Yes »No o Date Discharged:
3. Where did you immediately develop pain? i 2.H x-rays were taken, of what body part(s)?
Z» Head B> <Ly Shouldars <B: i Buttocks | = Head . Shoulders - <0 Buttocks
s Mack JEr el Arms ¥ -Tx Hips i — Meck B Arms e Hips
> Upper f Mid Back a0 <D Efows wr: T Thighs o= Upper £ Mid Back F: - Elbows Rt Thighs
r Lower Back <L Foresrms T (L Mnees | — Lower Back 8 Forearrs 0 210 Knees
< Palvis E <L Wirists L Legs = Palvis iy Wrists Hooy Legs
«—» Chest / Rib Cage “E» <L Hands & > Anklas > Chest/ Rib Cage A 1 Hands Esch: Ankles
Zx Abdomen B o0 Faat ( = Abdomen o Pest
oo Otther o o - o | o Oiher
[~ 2005 Document Plus Technalagies, .. Atlant, Ga FLEASE MAKE NO MARKS IN THIS AREA
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S 0. HOSPITAL VISIT AFTER ACCIDENT / INJURY

3. If a CAT Scan was performed, of what body part(s)?

2 Head
o Neck
= Olher

=2 Upper ! Mid Back
2 Lower Back

> Chest ! Rib Cage
> Abdomen

4. If a MRI was performed, of what body part(s}?

—r Head
— Neck
«—» Dthar

<3 Upper / Mid Back
< Lower Back

= Chest ¢ Rib Cage
> Abdomen

a. Head
roncussion <+ Skub Fracture
_______ [ {:mtusiul_'li siumo— Ko Oiber
b. Jaw
o Sirain <» Spraim
> Fractura < Whiplash
| oo Conlusions <= Other
c HECE = =
= Strain < 3prain
= Fraciure 2 Whaplash
—x Lacerations rContusions
= Cwher

3 Lacerations

< Dislaocaton
> Laceralions

<> Dislocation
<2 DHse Injury

d. Upper / Middle Back

2 Sirain < Sprain 2 Dislocation
7> Fracture < Disc Injurny <Zx Lacerations
!. _SConsions < Uther =
|e. Lower Back
|| = Strain <= Sprain < Dislocation
! 2 Fracture > Disc injury 2 Laceratons
| == Contusions o Other I
f. Pelvis o
22 Shrain < Sprain < Dislocation
|t Fraclure . Lacerations < Conbysions
! 2 Other .
{ S —
'g. Chest/ Rib Cage
| 2 Slrain < Bprain <7 Dislacation
| == Fracture < Lacerations <z Contusions
e s o
h. Abdomen
<o Strain .= Laceralions A2 Contusions
| Other
i. Shoulders
R L0 Strain B> 4> Sprain <H> T Diglocation
I 0 0 Fracture H: (> Lacerations B D Conlushons
| @ Other AT e
j- Arms
< X Sirasn B > Sprain <m L Dislocation i
R oo Fracture _F <L Lacerations cir oL Conlusions |
D Other _____ _—
Al2a Pg-2 o z008 Document Flus Technoiogles, Inc., Allsms, G&  Frinted In The USA |

|

k. Elbows p=
TR <L Sirain ¥ ol Sprain oo Dislocation
0 I Frachere ‘B> cL- Lacerations B -1 Conlusions
L0 Other e
| Forearms o
| @D<D Strain o> 0 Sprain & <> Dislocation
i Ex<DxFracture oroac Lacerafions B L Contusions
| ®mDomer e
m. Wrists o
<Ex<I> Strain L Sprain B L2 Dislocation
Ex I Fracture B> O Lacerations E2 <L Conltusions
| <o Other SR
In. Hands / Fingers = o
E> L3 Slirain R L Sprain <H» > Dislocation
B> <> Fraciure CE» (L Lacerations > <0 Contusions
L s Other 2 =
o. Buttocks =0
o= cLx Strain B 47 Sgprain I 7 Lacsrations
7 Cnr:lu*ziun:—'.__ . tEsiL: Other o
W e — RS
i oL Strain B 2 Sprain Bz e Dislocation
¥ oL Fracture . fEx il Lacerations a0 > Contusions
0 o Chher —
q. Thighs o B
“F0 eI Strain B> T Sprain 0 T Dislocation
< o Fracture “E- iL- Lacerations T Lo Conlusions
"Rl Ofthes e B
r. Knees .
0 7 Strain B> 5 Sprain F0 oLz Dislocation
¥ L Frachure B> oD Lacerabons I L Contusions
| i L Other . S p—
is, Legs _ f
i <H3 Ly Stran B oL Sprain Koo Dislocation
<Rr oL Fracture BT Leacerations :E 1> Contusions
H1 (L2 Other e
't Ankies o o
R O Strain <E> i Spraln o 71 Dislocation
<Er el Fracture H> :C: Lacerations J I Contusions
R oo Other N e
'u. Feet / Toes . o
| > Sran o s Sprain B <L Dislocation
| 0 Fracture R el Lacarations T Contusions
|_EaOlher o .
‘v, Other : 1
> Birain T e Sprain Z» Dislocation E
> Fracture > Lacerations > Contusions _|

w. Describe any additional diagnosis given:




D. HOSPITAL VISIT AFTER ACCIDENT / INJURY

6. What treatment was administered at the hospital?

> Dral Medication <o Sutures > Sphinl <= Gollar
s Injection o loe Packs > Cast < Supporl
‘7> Topical Antseplics > Hot Packs TxBrace <2 Surgery
<o Bandages Z: ther

7. Instructions Given When Discharged From Hospital
a. Were you told to see?

<7» General Praclitioner <7 Chiropractor Z» Neurologist

771 Physical Therapist 2 Orthopedist 7 Imternist
o General Surgeon 2= Plastic Surgeon
= Other
b. What recommendations were made?
o Mo Further Care Mo Follow-up Instructions < Obsarvation
T Rest Trlee  <rHeat c2Caollar < Suppornt
I Time Off Work = Other

c. Were medications prescribed? |
1o Pain 7 Anti-inflammatory o Antibiotic
12 Other

E. FOLLOWING THE ACCIDENT / INJURY

1. How much later did additional symptoms develop?
= immediately » Hours -~ That Evendng
—: Days I Week - Month

< Nervousness

= Mext Marning

2. What additional symptoms developed?

a. Head
T Pain .7 Sliffness 2 Numbness « 2 Tingling
- Other

b. Jaw
[z Pain o> Shiffinass _ZMumbness 22 Tinglng
2 Other

c. Neck _
b o Btiffness T Numbness ZxTingting
<L Other

d. Upper / Middie Back
<7 Pain 0 Stiffness < Numbness = Tingling
o Hher

2. Lower Back
22 Pain > Shiffness 2 Numbness : Tinghing
2= Othar

f. Palvis
1 Pain - Sliffness 2 Mumbness 2.z Tingling
2 Dihear

g. Chest/ Rib Cage
- Pain ~» Sliffress x Numbness <= Tingling
o Other

h. Abdomen
2> Pain o Slifiness o Mumbress 2 Tingling
e ither
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i. Shoulders
<L Pain
o Other

j- Arms
<> Pain
7B <L Othar

k. Elbows
R L Pain
KL Other

L. Forearms
R oL Pain
o Other

m. Wrists
o o Pain
R L Cither

<L Sliffness TH

Er el Siffness <E:

BB Stiffness &

H (I Stiffness

B> oL Stiffnass W

n. Hands / Fingers

&> oL Pain
e L Other

0. Buttocks
B <L Pain
3 oL Other

p. Hip5
“Hx<X> Pain
=i ] Other

4. Thighs
oE: e Pain
J0 <L Other

r. Knees
B ol Pain
B ok Other

5. Legs
i ol Paln
oD Ot

t. Ankles
o Pain
B3 7o Other

o0 0 Stfiness H

E. o). Stiffness "

THr <L Stifiness R

B L Stiffness N}

<Ex i Stifiness ik

<Hr<L: Stiffness R

R o Stiffness T

u. Feet | Toes

E <L Pain
> oL Other

v. Other

<23 Impalred Hearing
: Ringing in Ears

B Lo Stiffness R

~= Chest Pain

27 Difficulty Breathing
-_: Palpilations

2 Constipation

< Diarrhea

L:Numbness &:

L Numbness &=

A Numbness &

w3 Mumbness xR oL

i Numbress R

T Mumbness )

o-Numbness g

Jks Numbnass 1

o Mumbness B

A Numbness

T- Mumbness &

. Mumbness -~

7 Nausea
Vomiting

L Tingling

v Tingking

Tingling

Tingling

Tingling

C. Tingling

i Mumbness R

Tirnglng

Tinghng

Tingling

1 Tingling

i Tingling

Tingling

Tmgling

- Since your accident / injury have you suffered from?
> Blurrad Vision
> Double Vision
> Reduced Visian

Freguant Lirination

= Inabdity To Hold Uinine
o Painful Urination



E. FOLLOWING THE ACCIDENT/AINJURY Continued f. General Surgeon - MName = = q
4. Additionally have you experienced any of the following? < Diagnosis And Trealment Recommendation: i

oo Anxiety o Convulsions oo Restlessness
s Depression —: Dizziness = Insomnia = =22
—: Mood Swings 1 Headaches oz Light Sensitivity e T e s —
< Marvousness < Fainting > Reducad Appetite = e _
— Poor Memory x Logs Of Balance —» Weakness j 1
o= Tansion <= Fatigue = Welght Gain g. Plastic Surgeon — name:
i Other TS 2> Weight Logs = Disgnosis And Trestmant Recommendation:

5. Are you restricted in any of the following areas as a
result of this accidentfinjury?

7= Daily Living <2 ODocupationalWark <=» Recreational Activities

> Dther o o
h. Psychologist . name: -
6. Have you missed work due to this accident / injury? <> Diagnosis And Treatment Recommendation:
o Missed Mo Work > Limitad Work Activity
> Missed Work From: To: - )
o Oiher B _ — =t

7. Did you self treat your symptoms?
culoe = Heat o> Bed Rest  —» Over-The-Countar Medication i. Other - Name: == Type:
—» Other

< Diagnosis And Treatment Recommendation:

a. General Practitioner— jame:
= Dlagnosis And Treatment Recommendation:

7 == — ; 9. Have you had any of the following tests?

sy s = e c>CTSean < MR »Elecirodiagnostic Studies
- <> Other
b. Internist < Name: N o
> Diagnosis And Treaiment Recommendation. 10. What is the reason for seeking today's consultation?
< Parsisting Compiaints > Worsening OF Symptoms
e o el n na . i —, g — e :;_. {_}Th&r

F. INSURANCE / ATTORNEY INFORMATION

| — e ) 1. Have you contacted an insurance adjuster Yes No
¢. Chiropractor — Name: or representative regarding this claim? e
<> Diagnosis And Treatment Recommendation: ) Company;

i — Adjuster:
| S o s ; 2l Claim #:

3, Hav_e"iv;:ru engaged services of an attarney? ... .-,r}”
d. Neurclogist  — name: Attorney: o — - ' .

<> Diagnosis And Treatment Recommendation. : o T i !
agnesis and & S — Address: _ |

T T S =IE City: ___ State: = Zip:
' ' Phone:

e. Orthopedist  — Name:

= Diagnosis And Treatment Recommendatian. = 4. Have you filed for insurance benefits? @ i
w63 EW-Z2TRET.LE
Patient's Or Guardian Signature: Date:
005 Dﬂsumtan'm Technologies, Ing,, Atlanta, G& = . G PLEASE MAKE HO MARKS IN THIS AREA
== AlZa Pg-4 Printad b The IS4 4 o 3 5 4 5 VS | e T 2 :::-.. BN - ...... = ‘!



~AUTOMOBILE CRASH QUESTIONNAIRE

Dear Pationd;
This gquestionnaire will allow you to describe your automolile scodent i

complete if carefully as the infermation provided will assis! the doctor i - T AL O
documenting your condilion, THANK YOU 3 2o =
-l o i By 3 Tl i

AT O r

Use a No. 2 pencil to mark vour answers. When marking in an Other
bubbie please explainin the space allowed. Fillinbubbles cg mpletely as
indicaled here: . Erasechanges cleanly. Do notfoid form

Irod

[

HEE S

i 8

o5

B8

e

<7

£

£
L=

i
o R by

A.

: B
d. What damage did thi

<2 Minirmal

2. Vehicle size?

= Subcompact

1. Vehicle type?
Cae
Varn

Slation Wanon ~ Mid-Size

oo Qither = Other

| a. Vehicle type?
3. What was your location in the vehicle? | > Car

~ Diver

Pickup 2 Moderale

Trisck 2 Oy

- Bus

Compact

2 Unsime

Pickiip
_: Fromt Passenge:
Lefl 7 Middle

20 Retar Passenger War = Truck

Passenger Location:
Othar
4. What was the vehicle you were in doing?
Mark only ONE bubble below to answer this gquestion

o Righs Station Wirgon =8

a. Vehicle stopped for i Trtead On <= From Righ
Traffic Light = infersecton o Slop Sigh : Traffic | Righ
i Pedastrian Parked |
| Char

d. What damage did this vehicle sustain?

= Mimimal Zy Moderate

b. Vehicle siowing down for l

Traffic Light Intersection % Stop Sign T insure o Dher

| | Pedestrian Tupning 2 Parking
+ (rher 3. Desc
| . Vehicie Type:
! . Vehicle moving j <= Vahicle Siza:
_| Siowdy Muderately Fas '

! 1 APH
Dither

- Accelersting | 4. Were traffic citations issued

o Cilatons issped

et Of Vishicke You Were |n
d. Vehicle doing other
Oiesr
5. What damage did the vehicle you were in sustain? i
<~ Wlipdrmal : Moderste i
Linsure Cther

B_IF OTHER VEHICLES INVOLVED IN ACCIDENT |

| 1. First Vehicle To Strike Vehicle You Were In |
a. Vehicle type? b. Vehicle size? |
Cal ~: Subcompact i
Jdvan xCompact
Slation Wagon 17z Mid-Size
Ofther

- Qiher

o Davlight

<2 Olher

rDawn

2 Totakad

_ Extensive

_—r e
 E = Damp

Ty

== Other

Fichup
Truck
s Bus

3. Visibility _
a. What was the visibility at

—x Fair

22 Gowowd
CxMhar B
|
; ¢. How did this vehicle strike the vehicle you were in?
i Head On From Right
oI Gideswiped On Right
e
£ 2005 Dacipsent Plus Tachmologlns, Be., Atlants, GA
AAlDa Pg-1

b. If visibility was poo

TaFrom el < Rear Ended | 21 Bun Light

T Sigheswiped On Lef

321172

855

—Fop

2 Oither

Prengaa 1 The USa

ety B2t | | Br=
= - -

8- B3 45
s vehicle sustain?

2. Second Vehicle To Strike Vehicle You Were In

c. How did this vehicle strike the vehicle you were in?

ribe Other Vehicles To Strike Vehicle You Were In

C. CONDITIONS AT TIME OF ACCIDENT

| 1. What time of day did the accident occur?

2. What was the condition of the road?

r, why?

PLEASE MAKE NG MARKS ¥ THIS AREA

T o e
13 T D A D D .
D S DR DD D O e -—
¢ D D D 0 O O
PO B D O B OB D (D ===}
S T I R O T OED T O R
A T R D D R O 0T
B O D O D OO R O
A0 O D 8D O O 0T O O

E

N

o Extensive < Totalad

b. Vehicle size?
IT Bubcompact

T Compact

7 Wlig-Size

Lxher

22 Frosm Left > Rear Ended

" Sideswiped On Left

T Extensive o Tolaked

2 How it sfruck,
2> Damage

as a result of the accident?
= Drvver OF Cibar Vehdcla

2 You T Lnsute

- Dusk = Nigght

L2 Grnnw Covered

impact?

ol i

o Snaw

o Hain

="
St Bl P
* - obbrnpl = —t



MM D. AT MOMENT OF IMPACT

E. RESULT OF IMPACT
1. Which objects in the vehicle did the force of the

AADa Pg-2 2008 Document Blus Tachaatagies, tnc, Atlents. G4

1. Were you prepared for the accldent?

- Accident A Compiale Surprise

» Avvare OfF Impending Colision 71 And Braced For impact

2. Foot On Brake Pedal

a. Was your foot on brake pedai at impact 72— ves <~ 1o

b. Was it knocked off pedal by impact?  —ves cano

. Use Of Restraints

a. Restraint Belts
1. Were you wearing a restraint belt?  — ves - o

2. What type of restraint belt were you wearing?

- Showder-Lap Belt o Shoulder Belt <> Lap Ball

b. Headrests

1. Was vehicle equipped with headrests?— ves — po

2. What position was the headrest in?

s Lo 3 Middie c_.2 High 2T Don't Kinow

c. Air Bags
1. Was vehicle equipped with air bags?
-1 Yes k¥ U0

T Unsure

¢ N

2. Did the air bags deploy? T e Yes

. Your Body

a. What was your body position at impact?
Straigei Slouchad Forward  Rotated: < Right ¢~ Left
Cor't Recal Cithsar
b. What direction was your body thrown?
2. ForwardBackwezrd
- Across Vehicle
o Dont Racal

7= Backward'Forward < Sideways
T Cutsids Vehicle «» Under Vehicla

ither S

. Your Head And Neck

a, What position were your head/neck in at impact?
-2 Straight <3 Tited Forward Rotated: <> Right < Left
Don't Recatl < Other

b. Through what motion were your head/nack pitched?
Forward\Backward
. Don't Recall

= BackwardWForward <« Sideways
3 Chinher

collision cause your body to strike?

a. Head
Seering Wheet

; Drashboard 2 Windshaeid
2 Right Sade Door

7 Lef Side Door 2

irEst

- Right Window 7 Lefi Window e Headrast
s Ceiling 2 Consgie < Bhift Laver

Frmont Seat
= Otheer

» Rear View Mirrogs

EW-T13218-2:10

Printed tn Tho USA

|
!

b. Right Upper Extremity (Arm)

= Steering Whest!
—» Right Side Door
> Right Window
o Ceiling

< Front Seat
> Other

 Diashbosnd
> Left Side Door
—» Left Window

- Gonaoks

Rear View Miror

c. Left Upper Extremity {Arm)

C Sheering Whes!
- Right Side Door
= Highi Window
<22 Ceiling

Front Seat
> Other

d. Torso
o Sleering Whee
2 Right Side Doar
> Higght Window
== Ceifing

o Qther

oy :'_"n-_-lr!r :'.jear_ =

o Dashboard

Left Side Door

Dashbaard

Left Side Doos

Rear View Mirror

e. Right Lower Extremity (Leg)

T Sheering Wheset

2 Rightt Sede Daor

-T2 Right Window

> Front Seat
77y Other

Dashboard

-2 Left Side Doos
o= L Window

- Consota

Rear Wiew Miror

f. Left Lower Extremity (Leg)

< Sleering Whael
= Right Side Door
> Right Window

v Ceiding

o Frond BEeat

< > Othar

2. Did your body strike any other objects?

- Dashboam
= Left Sade Door
—» Left Window
»Console

o Rear View Miror

> Dezcrgption OFf Other Ohjects Your Body Hit

F. ADDITIONAL INFORMATION

- Windshieid
o Armrest
= Headrest
- Shift Levar

Winishiekd
Armras

Headrast

oSl Lever

L Py S
vindshiein

o Anmrgst

- > Headrast

Shift Laver

o Wiindsheeld
i Armrest

~ Headrost

: Shift Lever

= Windshiakd

Armmrest

o Headnesy

Shift Lever

< Addifional information About Your Aulemohile Accident

Patient's Or Guardian Signature:

Date:



