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CHIROPRACTIC AND SPORTS REHAS Questlonn a I re
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Mame Dhaee
1. Date of Accident: 2. Time: AMTM
3. Driver of Car
4, Where were vou spated?
3 Who owns ithe car?
6. Year & Model of vour car,
Year & Model of other car.
7. What was the approximale damage done (o your car? 5
B, Wisibility acime of accidenr | poor U fair L good | other:
9, Bead conditions at time of accident: ey Ul rainy L) wer U elear [ dark other (deseribe):
10, Where was your car sifuck? =
FRONT ﬂ REAR
: e |
In vour own words, please deseribe accidem:
L1, Type of Collision: | Head-cn || Broad-side | Front Impact | Rear-end ¢ar in fromt | Rear impact | Non-collision
12, Ar the time of the accident, recall what parts of your head or body hit what parts on the inside of your ¢ar
13, Dad you see the aecident coming? L ves Mg 14, Ad wou beace for impact? yes M
15, Were seathelis worn? L yes Mg 16, Were shoulder harmesses worm? yes 1)
17, Does vou car have headrests? L yes Mg
18, 11 yes, what was the position of those headresis compared o your head before the acciden?
Toop of hesdrest even with bettam of head | Top of headrest even with top of head
Toop of hesdrest even with middle of neck
19. Was your car braking? | s (i1 2001 Was your car mesving al the time of the accident? | yes |l no
210 If yes, how fast would vou estimare you were going? miph 22, the other ¢ar? mph
23, HeadWody position at the time of impact:
Head rurned lefifright Head looking back || Head straight foreard
Body sieaight in siting position Body rodated rightfleft L Diher:
24, As a result of the accident vou were:
Rendered unconscions In shock Dhared, circumstances vague CHher:
25, How was the shoulder hamess adjosted? | Lo L Snmg
26, Were vou wearing a hat o glasses? | yizs L oo
27, Could wou move all parts of vour body? | yizs L oo
28, 1 oo, what pants couldn™ vou move nd why?
29, Were vou able wo get ot of the car and walk unaided? | /Yes L Ko
. 01 oo, why oot?
31 Did you ged any hleeding cusT [ yes oo 17 yes, where?
32, Iid vou ged any hroises? Vs oo 17 yes, where?
33, Describe how wou felt immediaiely after the accident:
Later that day:

The next day:




34, Check symploms apparent since the accident:

Headache | Chest pain | Neck pain/Sifness LI Mid back pain | Light sensitviry
AnxiousNervousness | Pain hehind eyes | Dizziness [ Lavwy back prain | Sleeping problems
MNumbness in fingers | Loss of smell | Mumbness in ines LI Faiming | Cold feet
Facial Fain | Lavgs of memory | Futigue [ Breath shortness | Lo ool toshe
[rritability | Depression | Kinging/Buzzing Ll Swieats | Lixss of balance
Tension | Constipation | Cold hands [ Clicking ! Popping Jow
[irrhen | Other

35, Ocoupation: 36, Emplover:

37, Hawe wou magsed time fromwork: Clyes oo

38,10 wes, full time off work: Ii

30006 yes. part time oftf work: Iis

40, Did vou seek medical belp immediately after the accident? [ yes [ oo

41 I yes, bow did you get there? U] Ambulance U Police ) Someone drove me 7 Drove mysell ] Ciber:
42, Dwoctor #1: Name: 43, First Wisit Diate:
44, Were you eximined”  [lyes [on 45, Were Xerays faken?  [Tyes oo

46, Did vou receive treatmem? Ll wes  Lloo | Medications || Braces L Collars

47, I yes. wit kind of reatment did vou receive?
48, Whart bepefits did vou receive froem the irepiment?
49, Db of last rentment?

A0, Dactor #20 Name: 31 First Visit Dare:
A2 Were vou enomined?  [yes (oo 53, Were Xerays tken?  [Tyes oo

3. Dnd vou receive reatment?  lwes Ulno U Medications [ Braces L] Collars

55, I yes, what kind of treatment did you receive”
A6, What bepefits did vou receive from the treatment?

A7 Dae ol last ireatment;
A8, D you have an anomey oo this claim? L] yes it
A0 yes, who?
Address
City Ktate #ip Phirge

IHostrate how the accident happenesd.

/f{'/ )y
/6 PAST MEDICAL HISTORY: Place an (X} if it applies and describe, /6/‘/

Mone related 1o current complaints | Howspitad or operation [ Auoto Avcident [ Work Accident [ MHoess [ Ohher
[escribe




FAMILY HISTORY: Place an (X)if any family member has suffered from:

[ Tahercolosis | Kidney Diseose apinzl Disorder | Mental Dlness | Epilepsy
[T Dinhetes L1 Gl Allergy | Arthritis | Hypertension
[ Canger L1 Migraines Heart Atack | {iher, list:
PERSONAL HISTORY: Place an (X) if it applics, describe,
Single Married Driviorced Separated Widow™Widower Emploved Spouse? Vs
Mumber of Children Mumber of Children o home Are you pregnant? [yes  Clog

Medications, descnibe
Ihsgase, describe

{Hber, describe

EYETEH HE“IE“ Flace an (X) next to the symptorms you know you hove

GENITO-URINARY SYSTEM

[ Blackder trouhle [ Exgessive urnufion

GASTRO-INTESTINAL SYSTEM

scanly unnainm Paintul wrinaticon Dnsclosed arine

[T Four appelite [ Exgessive hunger Difficult chewing Difficult swallowing [ Excessive thirs
[T Womiting foaod [1 Ahdominal pain Daarrhea Constipation Flack stool

[ Hemorchaids [T Liver trouhle Weight trouhle Crall blacder irpuble

NMERVOUS SYSTEM

[] Mumbaess [ Lawss of feeling Paralysis [Miziness Fainting

[ Musele jerking [T Convulsions Forgetfulness Confusion [epression

CARDIO-VASCULAR SYSTEM

[ Praim ovver hizant Ditficult hreathing

a Coughing hlood

[T Chiest pain
[T Rapid heartheat

EYES, EARS, NOSE AND THROAT S5YSTEM

Persistent cough

[T High blood pressure [ Heant problems Lung problems Varicose veins

SECTION 1:

[ can tolerate the pain I have without using pain killers,
The pain s bad but 1 monage without aking pain killers,
Pain killers give complete reliel from pain,

| Pain killers five moderate reliel from pain.
| Pain killers give very lite relief froon pain,

SECTION 2 : PERSONAL CARE

[ T ean look after mysell normally withoul causing extra pain.
[ con look after myscll mormally but it causes exirg pain,
It 15 paintul to ook after ooyseld and 1 am show and careful.

SECTION 3: LIFTING
[1 I'can lift beavy weights withoot exira pain.
I can Bt heavy weights bul i cawses extra pain.
[1 Pain prevents me from lifting beavy weights off the oo,
bt L can manage if they are convemendly positioned (on 2 tzble).

| Lenn Lift ooty very light weights,
| I camnot it or carry anything at all.

e

| Tl sure

Mausey
Bloody siool

Headuches

Coughing phlegm
(ther

[1 Ewe strain [ Eye inflammation Vision problens Lar pain bar moises Ear discharge

[T Hearing Inss [T Breathing Difficulty [ Nose bleeding Mose discharge Snre goms Mose Pain

[ Sore mowth [] Sore throat Hourseness Speech difficulty Dental problens

7
= ACTIVITIES OF DAILY LIVING ASSESSMENT
Directions: This questionnaire has been desianed o give the docior information @5 1o kow vour [puin has affected your
ability o manage in evervday life. Mease check one itlem in each section which most closely applies o vouw.
PAIN INTENSITY

| Pain killers give oo relied froem pain. ©do not use them,

| 1 et some belp bt manage most of my personal cane,
| 1 needd help every day in the most aspects of self cans,
| Do mon et diressedl, wash with difficulty, and stay in bed.

| Pain prevents me from lifting beavy weights. [ oo manage
light tor medinm weights iF they are convenently positioned.



SECTION 4@ WALKING
Pain does not prevent me from walking any distance,
| Pain prevents me from walking more than one mile.
Pain prevems me from walking more than 152 mile,

SECTION 5: SITTING
I T can sit in any chair os long as 1 like,
[ can only sit in my Caverite chair as loag az 1 like,
| Pain prevents me from sitting for mone than ong bour,

SECTION 6: STANDING
[ can @and a8 Jong a8 [ want without exira pain.
I 1 can stamd as long as L want bat il causes extra pain.
Pain prevems me [rom standing for more than ong howr,

SECTION 7: SLEEPING
| Pain does not prevent me froam sleeping well,
[ can sleep well only by using fables,
| Even when [ take @mhlets | have less than 6 hours sheep.

SECTION 8: SEX LIFE
My =ex life is pormal and causes no exira pain
1 My sex life is normal bul cawses some exira pain,
My sex life is pearly normal but is very painful,

SECTION 9: SOCIAL LIFE
] My social 1ife 15 normal and gives me oo extr pain.
My social 1ife is normal but increases the degree of pain,
| Pain has no sigrificant effect on my social life apan from
lirmiting my meore energetic interests (dancing, e,

SECTION 10: TRAVELING
| Tean travel anywhere without exira pain.
| T can iravel anywhere but it gives me exira pain,
| Pain s bod but | manage journeys over 2 hours,

CURRENT CHIEF COMPLAINTS:
Place an (X1 in the appropriate complaint argas,
SPINE
| Livw hack Midd back Neck | Pelvis
UPPER EXTREMITY
| Shoulder B Arm B | Elborw R
| Wrist RAL Forearm KL | Hand RAL
LOWER EXTREMITY
| Hip R/L [high KL | Eonee R
| Leg RAL Ankle KL | Foot B/
OTHER [describe):

SUBJECTIVE PAIN LEVEL:

Pain prevems me from walking more than 14 mile,
[ con only walk using & cong or crutches,
[ in bed most of the time and have o crawl o ihe wile,

Pain prevemts me from sitting for more than 30 minoees.
Pain prevems me from sitting for more than 10 mdnotes.
FPain prevents o from sitting at all,

Pain prevems me from standing for mare than 30 minules,
Pain prevents me from standing for mare than 1 minuies.
Pain prevems me from standing an all,

Even when | take ablets | have less than 4 hours sleep,
Even when I take tablets T have less than 2 hours sleep,
Pain prevents me from sleeping at all,

My =sex Nife is severely restricted by paim,
My sex life is nearly absent because of pain
Pain prevems any sex life at all,

Pain has restriceed my social life and 1do mod go owt as often
Pain has restricted my social 1ife womy home,
I have ey social Lite becouse of pain.

Pain restrices me (o the journeys of less than one bour,
Pain restricts me 10 short necessary irips wnder a 152 hows
Pain restrices me from traveling except o the doctor or hospital,

Mark the areas of your body where voo feel the described
sensations, Use the approprize symbssl, Mgk siress poines of
radiation, Inclade all affected areas.
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