PERSONAL INJURY QUESTIONNAIRE

Name Phone{ Yo
Address . City State Zip
Age Birthdate Sex SIS #

Employer’s Name Employer’s Address

Your Ins. Co. Policy # Agent’'s Name

Name on Policy (if other than self) Policy #

Responsible Party’s Name

Address City State Zip
Policy Holder's Name Policy #

ATTORNEY

Name Phone ( )
Address City State Zip

Were there any witnesses? ®Yes @No Name(s)

NATURE OF ACCIDENT:

1.

PowoN

© O N ;

1.

12.

. Were you knocked unconscious? Yes No If yes, for how long?

Date of Accident TimeotDay
Were you: ODriver OPassenger O Front Seat O Back Seat
Number of people in your vehicle? ____ Were you wearing seat belts?

. What direction were you headed? ONorth OEast @South OWest

on {name of street)

What direction was other vehicle headed? O North O East OSouth OWest

on {name of street)

Were you struck from: OBehlnd OFront O Left side @ Right side

. Approximate speed of yourcar_______ mph Othercar ____ mph

. Were police notified? OYes @No
10.

In your own words, please describe accident:

Did you have any physical complaints REFORE THE AGCIDENT? Q Yes O No If yes, please describe in detail:

Please describe how you felt:
a. DURING the accident;
b. IMMEDIATELY AFTER the accident:

¢. LATER THAT DAY:
d. THE NEXT DAY:




" 13. What are your PRESENT complaints and symptoms?

14. Do you have any congenital (from birth) factors which relate to this problem? Yes No  |fyes, please describe:
15. Do you have any previous illnesses which relate to this case? Yes No If yes, piease describe:
16. Have you ever been involved in an accident before? Yes No If yes, please describe, inciuding date(s) and

type(s) of accidents, as well as injury(ies) received.

17. Where were you taken after the accident?

18. Have you been treated by another doctor since the accident? Yes No If yes, please list doctor's name

and address:

What type of treatment did you receive?

! 19. Since this injury occurred, are your symptoms: Improving Getting Worse Same

E 20. CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACGIDENT:

[ Headache 7 Irritablity ] Numbness in Toes ] Face Flushed [ Feet Cold

[ Neck Pain [ Chest Pain [J Shartness of Breath [ Buzzing in Ears ] Hands Cold

: [ Neck Stiff [ Dizziness [ Fatigue [ Loss of Balance [ Stomach Upset
[ slesping Problems ] Head Seems Too Heavy [ Depression [ Fainting [ Constipation
[C1Back Pain O Pins & Needles in Arms [ Lights Bother Eyes O Loss of Smell ] Cold Sweats

- 1 Nervousness [ Pins & Needles in Legs [ Loss of Memory [ Loss of Taste [ Fever

?. : [ Tension [ Numbness in Fingers [ Ears Ring [ Diarrhea O

Symptoms Other Than Above

21. Have you lost time from work as aresult of this accident? Yes No If yes, please complete this question.
a. Last Day Worked:

b. Type of Employment:

c. Present Salary:

d. Are you being compensated for time lost from work? Yes No If yes, please state type of compensation

you are receiving:

22. Do you notice any activity restrictions as a result of this injury? Yes No I yes, please describe, in detail:

23. Other pertinent information:

DATE PATIENT'S SIGNATURE

C-106 Reorder H.J. Ross Co. {800) 562-3335



Back Index

ACN Group, Inc. Form BI-100

Patient Name

ACN Group, Inc. Use Only rev 3/27/2003

Date

This questionnaire will give your provider information about how your back 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

] The pain comes and goes and is very mild.

1 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.
[ The pain is very severe and does not vary much.

Sleeping

1 1 get no pain in bed.

Ol get pain in bed but it does not prevent me from sleeping well.
[ Because of pain my normal sleep 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
O i cansitin any chair as long as | like.

i can only sit in 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.
[ 1 avoid sitting because it increases pain immediately.

Standing

] 1 can stand as long as | want without pain.

1 1 have some pain while standing but it does not increase with time.

[ 1 cannot stand for longer than 1 hour without increasing pain.
] I cannot stand for longer than 1/2 hour without increasing pain.

[C] 1 cannot stand for longer than 10 minutes without increasing pain.
7] 1 avoid standing because it increases pain immediately.

Walking

1 1 have no pain while walking.

[ 1 have some pain while walking but it doesn’t increase with distance.

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

Personal Care

[ 1 do not have to change my way of washing or dressing in order to avoid pain.
J 1 do not normally change my way of washing or dressing even though it causes some pain.

O 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
1 1 can lift heavy weights without extra pain.
[ 1can lift heavy weights but it causes extra pain.
] Pain prevents me from lifting heavy weights off the floor.

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

[C] Pain prevents me from lifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

[ 1can only lift very light weights.

Traveling

[ 1 get no pain while traveling.

(] get some pain while traveling but none of my usual forms of travel make it worse.

O get extra pain while traveling but it does not cause me to seek alternate forms of travel.
] 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.
O My social life is normal but increases the degree of pain.

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

[ Pain has restricted my social life and | do not go out very often.
[ Pain has restricted my social life to my home.
[ 1 have hardly any social life because of the pain.

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

Back

‘ Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100 ‘

Index
Score




Neck Index

ACN Group, Inc. Form NI-100

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name 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

] I have no pain at the moment.

] The pain is very mild at the moment.

[C] The pain comes and goes and is moderate.
[C] 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

] 1 have no trouble sleeping.

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

1 My sleep is moderately disturbed (2-3 hours sleepless).
] My sleep is greatly disturbed (3-5 hours sleepless).

] My sleep is completely disturbed (5-7 hours sleepless).

Reading

EI | can read as much as | want with no neck pain.
[ 1 can read as much as | want with slight neck pain.
] 1 can read as much as | want with moderate neck pain.

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

] ! can hardly read at all because of severe neck pain.
[ 1 cannot read at all because of neck pain.

Concentration

] ! can concentrate fully when | want with no difficulty.
] 1 can concentrate fully when | want with slight difficulty.

] ! have a fair degree of difficulty concentrating when | want.

[] ! have alot of difficulty concentrating when | want.
] ! have a great deal of difficulty concentrating when | want.
] 1 cannot concentrate at all.

Work

] 1 can do as much work as | want.

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

] 1 can only do most of my usual work but no more.
] ! cannot do my usual work.

[ 1 can hardly do any work at all.

1 1 cannot do any work at all.

Personal Care

11 can look after myself normally without causing extra pain.
[ 1 can look after myself normally but it causes extra pain.

Citis painful to look after myself and | am slow and careful.
] 1 need some help but | manage most of my personal care.
] 1 need help every day in most aspects of self care.

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

Lifting
1! can lift heavy weights without extra pain.
] | can lift heavy weights but it causes extra pain.

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

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

CDican only lift very light weights.
11 cannot lift or carry anything at all.

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

11 can drive my car as long as | want with moderate neck pain.
] I cannot drive my car as long as | want because of moderate neck pain.
]! can hardly drive at all because of severe neck pain.

] | cannot drive my car at all because of neck pain.

Recreation

] 1 am able to engage in all my recreation activities without neck pain.
] 1 am able to engage in all my usual recreation activities with some neck pain.

] 1 am able to engage in most but not all my usual recreation activities because of neck pain.
Oiam only able to engage in a few of my usual recreation activities because of neck pain.

11 can hardly do any recreation activities because of neck pain.
1 cannot do any recreation activities at all.

Headaches

D | have no headaches at all.

[ 1 have slight headaches which come infrequently.

1 1 have moderate headaches which come infrequently.
U | have moderate headaches which come frequently.
[ 1 have severe headaches which come frequently.

[ 1 have headaches almost all the time.

Neck

‘ Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100 ‘ Score

Index




Priestley Family Chiropractic
Financial Policy Regarding Motor Vehicle Accidents and Liability Injuries Patient

Name: Date of Birth:

If you are seeing one of our providers due to a medical condition that is the result of a motor vehicle
accident or other potential third-party liability injury, our office has adopted the following financial

policy:

Using Your Car Insurance Medical Payment:

1. If you have an automotive insurance plan, we will file your claim with your insurance carrier.
However, if your claim is denied for any reason, you are immediately responsible for the
entire balance. You must provide the following:

a. Copy of Automotive Insurance Card

b. Automotive Insurance Claim Number

c. Automotive Insurance Claim Adjustor Name and Contact Number/E-mail
d. Copy of Health Insurance Card

2. Due to the varying restrictions and policies of insurance plans regarding third-party liability
claims, we will not file insurance with a third-party insurance company or entity.

3. |If yourinsurance company sends you a check for services rendered at Priestley Family
Chiropractic, it is your responsibility to bring those checks to us immediately to keep your
account current. Otherwise, interest charges may apply and you will be responsible for those
charges, not your insurance.

Using an Attorney:
1. If you wish to use an attorney, please notify Priestley Family Chiropractic.
2. You will be on an Attorney Lien, should the Attorney accept your case. If not, you will be
responsible for payment of the services rendered.
3. We will send monthly statements to you.
If you wish to use your own attorney, your attorney must accept all terms of lien with

Priestley Family Chiropractic.

You are ultimately responsible for payment of the services provided to you by any of our physicians. A
credit card must be placed on file.

I acknowledge receipt and understanding of the
items outlined in this Financial Policy.

Patient Signature Date
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