
       

DR.  MARK A. FERRY 

DR. BRIAN M. FERRY 
   

810 Center Road, West Seneca, NY14224 

 (716) 674-4254    Fax: 674-4392 

   WWW.WNYCHIROPRACTIC.COM 

 

 
 

 
  

 

 
First Name:      Last Name:       Initial:    
 

Street:      City:     State:   Zip:    
 
Phone: ( )   Home/Cell/Work  Alt Phone: ( )        Home/Cell/Work 

 

SS#:        Date of Birth:        Sex:      Marital Status:     
 

In case of an emergency, whom should we contact? (name & Phone #)       

 

ACCIDENT INFORMATION 
To ensure billing is submitted properly, please provide us with the following information.  

(For the vehicle you were in at the time of the accident.) 

 

 

Insurance company:          Phone:  (     )    

 

Street:      City:     State:   Zip:    
 

Adjuster:       Adjuster’s Phone:   (         )      

 

Date  & time of injury:        Please describe how injury occurred:      
 

                

 

Policy #:      Claim#      File#:       
 

Name of Policy Holder:      Your relation to the insured:      
 

Body part injured:               
 

Did you report the accident to your insurance company?      No            Yes     

 

Did you submit the “Application of no-fault Benefits” to your insurance company?    No            Yes     

 

Have you seen other doctors for this injury?      No            Yes    If Yes, with whom?      
 

 
 

Signature:         Date:        

 

 

 

No Fault – Auto Accident 

http://www.wnychiropractic.com/


 

1. Did the accident render you unconscious?       Yes        No  If yes, For how long?     
 

2. Were X-Rays taken?       Yes           No   If yes, at what facility/hospital?       
 

3. Was medication prescribed?            Yes       No   If yes, list:         
    

4. Indicate the symptoms that are a result of this accident: 
 Dizziness  Difficulty Sleeping  Jaw Problems  Nausea 

 Memory Loss  Irritability  Arm/Shoulder Pain  Back Pain 

 Headaches  Fatigue  Numb Hands/Fingers  Lower Back Pain 

 Blurred Vision  Tension  Chest Pain  Back Stiffness 

 Buzzing in ear  Neck Pain  Stomach Upset  Numbness/Tingling 

 Stiffness  Swelling  Weakness  Other: 

 

5. Is your condition       Getting Worse         Constant          Comes & Goes 

 

6. Indicate your degree of comfort while performing the following activities:   
 Comfortable Uncomfortable Painful 

Lying on back    

Lying on side    

Lying on stomach    

Sitting    

Standing    

Stretching    

Walking    

Running    

Sports    

Working    

Lifting    

Bending    

Kneeling    

Pulling    

Reaching    

 

7. Have you retained an attorney?      Yes       No     If yes, whom:           Phone #:    

     

8. How many hours are in your normal work day?    
      

9. Please indicate your daily job duties and any activities which you are occasionally asked to perform: 
 

  Standing 
Sitting 
Walking 
Crawling 

 Lifting 
Driving 
Twisting 
Bending 

 Operating Equipment 
Working w/arms above head 
Typing 
Stooping 

Other: 

     

     

     
 

10. Do you work with others who can help you with any heavy lifting?                     Yes           No 
 

11. While in recovery, is there any light duty work you could request?                      Yes           No    
 

12. My Pain Level right now:     
 

    

 

SIGNATURE:___________________________________DATE_____________________________________ 

On the diagram, please indicate 
where, and what type of symptoms 
that you are experiencing, right now. 
Write the appropriate abbreviations 
(See next to diagram) over the area 
of the body where those symptoms 
are occurring. 



 
Please check any of the following symptoms which you now have or have had previously.  

THIS IS A CONFIDENTIAL HEALTH REPORT. 

 

ALLERGIES         Cardiovascular 
⁯  Environmental _____________________    ⁯  Chest Pain 
⁯  Food _____________________________    ⁯  Coughing Blood 

⁯  Medications________________________    ⁯  Coughing Phlegm 

⁯  Other _____________________________    ⁯  Difficulty Breathing 
       ⁯  Heart Problem 

Gastro-Intestinal        ⁯  High Blood Pressure 

⁯  Abdominal Pain       ⁯  Low Blood Pressure 

⁯  Black Stool        ⁯  Lung Problem 

⁯  Bloody Stool       ⁯  Pain over heart 
⁯  Constipation        ⁯  Persistent cough 

⁯  Diarrhea        ⁯  Rapid Heart Beat 

⁯  Gall Bladder        ⁯  Varicose Veins 

⁯  Hemorrhoids        Ear, Nose, Throat 

⁯  Liver Trouble       ⁯  Bleeding gums 

⁯  Nausea        ⁯  Dental Problems  

⁯  Poor Appetite       ⁯  Deviated Septum 

⁯  Vomiting Blood       ⁯  Dry Mouth 
⁯  Vomiting Food       ⁯  Ear Discharge 

⁯  Excessive Weight loss      ⁯  Ear Noises 

       ⁯  Ear Pain 

Genito-Urinary System      ⁯  Eye Inflammation 

⁯  Bladder Trouble       ⁯  Eye Strain 

⁯  Burning        ⁯  Hearing Loss 

⁯  Cloudy Urine       ⁯  Hoarseness 

⁯  Discharge        ⁯  Nose Bleeding 
⁯  Discolored Urine       ⁯  Nasal Discharge 

⁯  Dribbling        ⁯  Recurrent infections 

⁯  Excessive Urination       ⁯  Sore Gums 
⁯  Impotence        ⁯  Sore Throat 

⁯  Painful Urination       ⁯  Throat Pain 

⁯  Scanty Urination       ⁯  Ulcers 

Eyes         Nervous System 
⁯  Blurred Vision       ⁯  Confusion 
⁯  Burning Eyes       ⁯  Convulsions   

⁯  Cataracts        ⁯  Depression  

⁯  Dryness        ⁯  Dizziness    
⁯  Glasses        ⁯  Fainting 

⁯  Glaucomas        ⁯  Hand Trembling    

⁯  Itchy Eyes         ⁯  Headaches 

⁯  Tearing        ⁯  Loss of Feeling 
⁯  Vision Headaches       ⁯  Loss of Balance 

       ⁯  Loss of Memory 

         ⁯  Numbness 

Respiratory System      ⁯   Paralysis 

⁯Congestion        ⁯  Seizures 

⁯Coughing up Blood       ⁯  Tingling 

⁯Difficulty Breathing       ⁯  Weak grip 

⁯Inhalent Exposure           
⁯Non Productive Cough          

⁯Phlegm      

⁯Productive Cough          
⁯Short of Breath         

⁯Wheezing 
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AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 
 

 

 

 

I ___________________________________ authorize the release of my medical records consisting of: 

 

Records to be released: 

 

 

 

 

 

 

 

 

From your facility: 

 

 

 

 

 

 

 

 

Release to:                       □   Dr. Mark A. Ferry         □    Dr. Brian M. Ferry 

 

    Western New York Chiropractic 

    810 Center Road 

    West Seneca, NY 14224 

 

    Fax # 716 – 674 - 4392 
 

 

Printed:_______________________________ Date of Birth:__________________ 

 

Signed:_______________________________ 

 

Date:___________________ 
 

 

______________________________________________

______________________________________________

______________________________________________

______________________________________________ 

______________________________________________

______________________________________________
______________________________________________

______________________________________________ 
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