PERSONAL INJURY QUESTIONNAIRE

Name Phone#{ )

Address City State
Nature of Accident:

Date of Accident Time of Day

Wereyou ( )Driver ( )Passenger ( )FrontSeat ( ) Back Seat
What city did the accident take place in?

Number of people in your vehicle? Were you wearing seatbelts?

What direction were you headed? { ) North ( )South ( )East ( )West
What direction was the other vehicle headed? ( )North ( )South ( )East ( )West
Were you struck from ( ) Behind ( )Front ( )LeftSide ( )Right Side
Approximate speed of your car mph Other car mph

Were you knocked unconscious?

Were the police notified?

In your own words please describe the accident:

Please describe how you felt:
During the accident

immediately after the accident

Were you taken to the hospital? By ambulance?

Make, model and year of your car

Make, model and year of other car involved

Did you see an MD, go to the ER or urgent care? If so, When?

Amount of damage to your car?

Number of cars involved in the accident?

Did you lose any time from work?

Did the accident force you to take any medications?

If so, what? For how long?

Insurance Information:
Did the car that hit you have insurance?

Do you have an attorney? if so, who?

Do you have Medical Pay on your car insurance? If so, what dollar amount?
$1,000 $5,000 $10,000



Chiropractic “::37

Memphis  /

Today’s Date: Whom may we thank for referring you to this office =

PATIENT DEMOGRAPHICS

Name: Birth Date: - - Age: O Male O Female
Address: City: State: Zip:
E-mail Address: Home Phone: Mobile Phone:

Marital Status: O Single [l Married Do you have Insurance: @ Yes [ No Work Phone:

Social Security #: Driver’s License #:
Employer: Occupation:
Spouse’s Name Spouse’s Employer

Number of children and Ages:

Name & Number of Emergency Contact: Relationship:
HISTORY of COMPLAINT

Please identify the condition(s) that brought you to this office: Primarily:

Secondarily: Third: Fourth:

On a scale of 1 to 10 with 10 being the worst pain and zero being no pain, rate your above complaints by circling the number:
Primary or chief complaintis :0- 1- 2- 3 - 4-5- - 7- 8- 9- 10

Second complaints is :0- 1-2-3- 4-5- 6-7- 8- 9- 10
Third complaint: :0-1-2-3- 4-5-6-7- 8-9-10
Fourth complaint: :0-1-2-3- 4-5-6-7-8-9- 10
When did the problem(s) begin? When is the problem at its worst? 0 AM O PM O mid-day [ late PM

How long does it last? O It is constant OR [ | experience it on and off during the day OR [ It comes and goes throughout the week

How did the injury happen?

Condition(s) ever been treated by anyone in the past? OONo O Yes If yes, when: by whom?
How long were you under care: What were the results?
Name of Previous Chiropractor: On/a

*PLEASE MARK the areas on the Diagram with the following letters to describe your symptoms:
R=Radiating B=Burning D=Dull A=Aching N=Numbness5 =Sharp/Stabbing T=Tingling

What relieves your symptoms?

What makes them feel worse?

LIST RESTRICTED ACTIVITY: CURRENT ACTIVITY LEVEL USUAL ACTIVITY LEVEL

Is your problem the result of ANY type of accident? O Yes, O No



ldentify any other injury(s) to your spine, minor or major, that the doctor should know about:

PAST HISTORY

Have you suffered with any of this or a similar preblem in the past? O No O Yes f yes how many times? _ When was the last
episcde? How did the injury happen?

Other forms of treatment tried: T No [ Yes f yes, please state what type of treatment: and
who provided it: How long ago? What were the results. O Favorable O Unfavorable-> please
explain.

Please Identify any and all types of jobs you have had in the past that have imposed any physical stress on you or your body:

if you have ever been diagnosed with any of the following conditions, please indicate with a P for in the Past, C for Currently
have and N for Never have had:

___BrokenBone ___ Dislocations ___Tumors ___Rheumatoid Arthritis ___Fracture ___ Disability ___Cancer
___HeartAttack ___ Osteo Arthritis ___Diabetes ___ Cerebral Vascular ___Other serious conditions:

PLEASE identify ALL PAST and any CURRENT conditions you feel may be contributing to your present problem:

HOW LONG AGO TYPE OF CARE RECEIVED BY WHOM
INJURIES >
SURGERIES >
CHILDHOOD DISEASES=>
ADULT DISEASES 2>
SOCIAL HISTORY
1. Smoking: Qcigars O pipe Q cigarettes -> How often? Q Daily (1 Weekends [ Occasionally O Never
2. Alcohatic Beverage: consumption occurs > Q paily Q Weekends O Occasionally [ Never
3. Recreational Drug use: 0O paily 0 Weekends O Occasionally (O Never
4. Hobbles -Recreational Activities- Exercise Regime: How does your present problem affect the following, See pg 2- Activities
of Life

FAMILY HISTORY:

1. Does anyone in your family suffer with the same condition(s)? Q No O Yes
If yes whom: O grandmother Q) grandfather 0 mother O father Qsiste’s QO brother’s U son(s) O daughter(s)
Have they ever been treated for their condition?QNo QOYes (31don’t know

2. Any other hereditary conditions the doctor should be aware of. O No OYes:

| hereby authorize payment to be made directly to Chiropractic Memphis, for all benefits which may be payable under a heaithcare plan or
from any other collateral sources. | authorize utilization of this application or copies thereof for the purpose of processing claims and
effecting payments, and further acknowledge that this assignment of benefits does not in any way relieve me of payment liability and that |
will remain financially responsible to Chiropractic Memphis for any and all services | recelve at this office.

Patient or Authorized Person’s Signature Date Completed

Doctor’s Signature Date Form Reviewed

Patient’s Name: HR#: /1 JDD,DC 5/2011




___ Headache ___Pregnant (Now) ___ Dizziness ___Prostate Problems ___Ulcers

_Neck Pain ___Frequent Cofds/Flu ___lossofBalance ___ Impotence/Sexual Dysfun. ___ Heartburn
__JawPain,TM) __ Convulsions/Epilepsy ___Fainting ___Digestive Problems ___Heart Problem
___ShoulderPain ___ Tremors ___DoubleVision ___ Colon Trouble ___ High Blood Pressure
___UpperBackPain ___Chest Pain ___BlurredVision ___ Diarrhea/Constipation ___Low Blood Pressure
___MidBackPain ___ Pain w/Cough/Sneeze ___RinginginEars ___ Menopausal Problems . Asthma
___lowBackPain ___ Footor Knee Problems ___ Hearing Loss ___Menstrual Problem ____Difficulty Breathing
___HipPain ___ Sinus/Drainage Problem___ Depression ___PMS ___Lung Problems
___BackCurvature ___ Swollen/Painful Joints ___ Irritable ___Bed Wetting ___Kidney Trouble
___Scoliosis ___Skin Problems ___Mood Changes ___ Learning Disability . Gall Btadder Trouble
___ Numb/Tingling arms, hands, fingers ___ADD/ADHD ___Eating Disorder ___Liver Trouble
____Numb/Tingling legs, feet, toes ___Allergies ___Trouble Sleeping ___Hepatitis (A,B,C)

List Prescription & Non-Preécription drugs you take:




Baeck Index

Farm BI100

Patient Name

rev 327/2003

Date

This questionnaire will give your provider informatipn about how your back condition affects your everyday life.
Plea§e answer every section by marking the one statement that applies to you. If two or more Statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ The pain comes and goes and is very mild.

® The pain is mild and does not vary much.

@ The pain comes and goes and is moderate.

® The pain is moderate and does not vary much.
@ The pain comes and goes and is very severe.

® Thepainis very severe and does not vary much,

Sleeping
© 1getno pain in bed.
@ 1 get pain in bed but it does not prevent me from sleeping well.

@ Because of pain my normal steep is reduced by less than 25%.
® Because of pain my normal sleep is reduced by less than 50%.
@ Because of pain my normal sleep is reduced by less than 75%.

® Pain prevents me from sleeping at all.

Sitting

© Icansitin any chair as long as ! fike.

® I can only sitin my favorite chair as long as | like.

@ Pain prevents me from sitting more than 1 hour.

@ Pain prevents me from sitting more than 1/2 hour.
@ Pain prevents me from sitting more than 10 minutes.
® |avoid sitting because it increases pain immediately.

Standing

®© | can stand as long as | want without pain.

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

@ | cannot stand for longer than 1 hour without increasing pain.
® ! cannot stand for longer than 1/2 hour without increasing pain.

@ [ cannot stand for longer than 10 minutes without increasing pain.

® !avoid standing because it increases pain immediately.

Walking
© 1 have no pain while walking.

@ Ihave some pain while walking but it doesn't increase with distance.

@ | cannot walk more than 1 mile without increasing pain.
® I cannot walk more than 1/2 mile without increasing pain.
@ | cannot walk more than 1/4 mile without increasing pain.
® 1 cannot walk at all without increasing pain.

-® My pain s rapidly worsening.

Personal Care

~ © Idonot have to change my way of washing or dressing in order to avoid pain.
- @ idonot normally change my way of washing or dressing even though it causes some pain.
: @ Washing and dressing increases the pain but | manage not to change my way of doing it.
- @ Washing and dressing increases the pain and | find it necessary to change my way of doing it.
‘ @ Because of the pain | am unable to do some washing and dressing without help.

® Because of the pain | am unable to do any washing and dressing without help.

- Lifting

@ I canlift heavy weights without extra pain.
@ Icaniift heavy weights but it causes extra pain.
@ Pain prevents me from lifting heavy weights off the floor.

® Pain prevents me from liting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).

@ Pain prevents me from liing heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

® Ican only lift very light weights.

Traveling

© 1 get no pain while traveling.
@ 1getsome pain while traveling but none of my usual forms of travel make it worse.
@ | getexira pain while traveling but it does not cause me to seek altemate forms of travel.

g ® 1 get extra pain while traveling which causes me to seek alternate forms of travel.
- @ Pain restricts all forms of travel except that done while lying down,

® Pain restricts all forms of travel,

- Social Life
- @ My social life is normal and gives me no extra pain.

® My social fife is normal but increases the degree of pain.

@ Pain has no significant affect on my social life apart from limiting my mare
energetic interests (e.g., dancing, etc).

® Pain has restricted my social life and | do not go out very often.

'@ Pain has restricted my social fife to my home.

® 1 have hardly any secial life because of the pain.

Changing degree of pain
© My pain is rapidly getting better.
@ My pain fluctuates but overall is definitely getiing better.
@ My pain seems to be getting better but improvement is slow.
@ My pain s neither getiing better or worse.
@ My pain is gradually worsening.

Back m

; : Index
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Neck Index

Form N1-100

Patient Name

rev 327/2003

Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one Statement that most closely describes your problem.

Pain Intensity

© 1 have no pain at the moment.

@ The pain is very mild at the moment,

@ The pain comes and goes and is moderate.

® The pain is fairly severe at the moment.

@ The pain is very severe at the moment.

® The pain is the worst imaginable at the moment.

Sleeping

© | have no trouble sleeping.

@ Mysleepis slightly disturbed (less than 1 hour sleepless).
@ My sleep is mildly disturbed (1-2 hours sleepless).

® Mysleepis moderately disturbed (2-3 hours sleepless).
@ Mysleepis greatly disturbed (3-5 hours sleepless).

® Mysleepis completely disturbed (5-7 hours sleepless).

Reading

®© !canread as much as | want with no neck pain.

® 1 can read as much as | want with slight neck pain.

@ !can read as much as | want with moderate neck pain.

® I cannot read as much as | want because of moderate neck pain.

@ Ican hardly read atall because of severe neck pain.
® I cannot read at all because of neck pain.

Concentration

© ! can concentrate fully when | want with no difficulty.
® | can concentrate fully when | want with slight difficulty.

@ I have a fair degree of difficulty concentrating when | want.
® !have alot of difficulty concentrating when | want.

@ Ihave a great deal of difficulty concentrating when | want.
® 1 cannot concentrate at all.

Work

© Ican do as much work as | want.

® 1 can only do my usual work but no more.

@ 1 can only do most of my usual work but no more.
@ I cannot do my usual work.

@ | can hardly do any work at afl.

® | cannot do any work at al.

Personal Care

@ | can look after myself normally without causing extra pain.
@ I can look after myself normally but it causes extra pain.

@ Itis painful to look afier myself and I am slow and careful.

® I need some help but | manage most of my personal care.
@ ! need help every day in most aspects of self care.

® | do not get dressed, | wash with difficulty and stay in bed.

Lifting

- @ I canlift heavy weights without extra pain.

® I can iift heavy weights but it causes extra pain.

'@ Pain prevents me from lifting heavy weights off the flocr, but | can manage

if they are conveniently positioned {e.g., on a table).

- @ Pain prevents me from lifting heavy weights off the floor, but | can manage

light to medium weights if they are conveniently positioned.

@ | can only lift very light weights.
® I cannot lift or camry anything at all.

Driving
© 1 can drive my car without any neck pain.
® | can drive my car as long as | want with slight neck pain.

® 1 can drive my car as long as | want with moderate neck pain.
@ | cannot drive my car as long as | want because of moderate neck pain.
@ I can hardly drive at all because of severe neck pain.

® 1 cannot drive my car at all because of neck pain.

Recreation
@© Iamable to engage in all my recreation activities without neck pain.

@ lamable to engage in all my usual recreation activities with some neck pain.

@ lamableto engage in most but not all my usual recreation activities because of neck pain.
® !am only able to engage in a few of my usual recreation activities because of neck pain.
@ ! can hardly do any recreation activities because of neck pain.

® | cannot do any recreation activities at all.

Headaches

. @ Ihave no headaches at all.

@ | have slight headaches which come infrequently.
® 1 have moderate headaches which come infrequently.
® ! have moderate headaches which come frequently.

@ I have severe headaches which come frequently.
: ® | have headaches almost all the time.

Neck
Index
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