Patient Basic Information

Personal Information:

Last Name: First Name: Mid. init.:
Address: City, State, Zip:

Home Phone: Work Phone: Social Security No.:

Date of Birth: Date of Injury/Onset:

Dominant Hand: 0 Right Q Left 0 Both

Insurance Information:
Policy Holder (if different than patient):

Policy No.:

Special Note: If your injury involved a motor vehicle, skip to page 2. Otherwise, use the
spaces below to fully describe your accident, injury or onset, slip and fall, etc.

1. Description of Accident/Injury/Onset

Enter a full description of the accident, injury or onset in the space below.

2. Your condition during and immediately after injury/onset

Enter the details of your condition during and immediately after your injury/onset.
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Automobile Accident Description

Please answer the questions below. [f you do not know the answer to any of the questions, do not answer that question.

1. Your vehicle type 2. Your position in vehicle

3. What was your vehicle doing at the time of the accident?

O car QO Station Wagon O Driver O Front Passenger
O van O Pickup Truck U Left Rear Passenger

Olarge Truck  OBus {1 Right Rear Passenger

Other Other

U Stopped at intersection O Stoppedintraffic [ Stopped at light

U Making a right tum U Making a left turn & Parking
O Proceeding along O Slowingdown  OAccelerating
Other

4. Time/Speed/Damage 5. Details of Accident

6. Road conditions

Time of accident Visibility at time of accident Road conditions attime ofaccident

Your vehicle's O Poor O Fair O Good Qicy QOwet OSandy O Dak O Cleanand dry

speed: mph

Their vehicle's Who hit wholwhat? Pointofimpact

speed: mph O You hit other vehicle 0 Head-On QLeft Front 0 Right Front
Damage to your vehicle 0 Other vehicle hityou 0 Read-End Q Left Rear QO Right Rear

O Mid O Moderate You hit...(object)

O Totaled

7. Body Position, etc.

Did you see the accident coming: Yes O No Does your vehicle have headrests? Yes L No

Were you braced for the impact? YesU O No | What was the position of your headrest at the time of the impact?
Did you have a seat belt on? YesU O No | U Even with top of head [ Even with bottom of head [ Middle of neck
Did you have a shoulder harness on? Yesl U No | What was the direction of your head at the time of the impact?

QO Facing straight forward O Turned to the right O Turned to the left

Did driver side air bags deploy? Yes{ 0 No Did passenger side airbags deploy? YesU [ No Did side airbags deploy? YesU U No

8. Additional accident information

In the case of a motor vehicle accident, enter any additional information here that is not covered by the above check offs.

9. During the accident:

10. Afterthe accident:

Did your body strike the inside of yourvehicle?  Yes U No
If yes, describe:
Did you lose consciousness during the injury? ~ Yesl U No

Ifyes, for how long?
Your vehicle's estimated damage?

Damage to their vehicle: O Mid [ Moderate O Totaled
Did police show up at the scene? YesOONo
Was an accident reportfilled out? YesO O No

Check off your symptoms right after and a few days following:

0 Headache 0 Dizziness O Mid back pain O Cold hands
0 Neck pain O Nausea U Low back pain O Cold feet
0O Neck stiffnes [ Confusion T Nervousness [ Diarrhea
Q Fainting O Fatigue OLossoftaste [ Depression
O Ringing in ears O Tension O Toe numbness [ Anxious

O Loss of smell  Qirmitability U Constipation 1 Chest Pain
0 Pain behind eyes 0 Shortness of breath [ Sleeping problems

Others:

11. Emergency Room?

12. Treatment History:

Where did you go after the accident?

Fillin any other doctor(s) seen prior to your first visit to this ofﬁcel

U Home O Work [ Hospital ER U Private Doctor 1. Dr. Firstvisitdate: ___ /1
Howdidyougetthere? Specialty: X-raysdone? YesUUNo
0 Drove self Somebodyelse Ambulance O Police Types of treatments received:
Were X-rays done? Yes(dUNo Was labwork done? YeslUNo | How many treatments received? _ Currently treating? Yes(d U No
Body parts X-rayed? Did treatments benefityou? Yes( No
What lab work? Lastvisitdate: __ / /
The X-rays revealed: 2. Dr. Firstvisitdate: __ /[
Treatments: O Cervical Collar U Ice Other: Types of treatments received:
Medications: How many treatments received? ____ Cumently treating: Yes( U No
Follow-up instructions: Did treatments benefityou? YesU No

Last visit date: I S
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Description of Symptoms

(Describe your symptoms in the sections below, in the order of severity, if possible.)

I. First Current Symptom: (Please check off the boxes below to describe your first symptom. Describe only ONE symptom per Section §.

1. Check only one body location below 2.7 f pai Oth f pain:
OHeadaches L O RO 80 Tpencipe ) ) e
OFront of Head O Dull QO shap  OAching QO Cutting
OTop of Head OThrobbing O Buming O Numbing O Tingling QO Cramping
Dngd( of Head O Spasm Q stinging O Shooting O Pounding U Constricting
Qlaw L Qa RO B O |3 PainFrequency 6. Actions affecting this pain
QEye L Q RO g O |BUpto1/4ofawaketime UI1/4 to1/2 of time Brings On Aggravates Relieves
ONeck L Qa rRO B O |01/2 to3/4ofawaketime [ Mostall the time g :nxém g 8 g
n M.
QueperBack LD RU - B O i intensity (Howitafiectsyourdaily actvtes| QBendingfoward O O QO
OlowBack LO RO 80 |QDoesntaffect O Somewhat affects Q Bending back Q O Q
QChest LO RrRO BO |OsSerouslyaffects O Preventsactiviies O Bending left g Qa Q
QAbdomen L O RO BLQ ['5Doesthis pain radiate into other body parts? B ?fv’i‘sdt}'r“g fg{“ 8 8 g
=l L@ xQ &80 Left  Right Both O Twisting right g Qo Q
g&mws L 8 s 8 . g O Head Q a Q DCM,:}gngg O o o
Shoulder L O Neck Q Q Q .
QupperAm L O RO B0 |QOshouder O o Q gg;egz_mg g 8 g
OForearm LQ RO BO | Qam Q Q Q Q Sta?:g:rr:g O O o
OHand LQ RO B O | QHand Q ] Q el
QHip L@ RO B8O |Q H?;? o 0 o E:legt":gg 8 8 g
OlLeg LQ RO BO | QL (] (] (] L
QFoot L O RO 80 Q F?)gt Q Q Q OtherActions: a o Q
Other locations : Other locations of radiation: Q Q Q

ll. Second Current Symptom:

(Please check off the boxes below to describe your next symptom).

1. Check only one body location below 2. Types of pain Other types of pain:
DHeadad‘esD LQ RO BOU |gpy QShap OAching O Cutting
D$’°"‘;"f‘e“e:d QOThrobbing O Buming O Numbing O Tingling O Cramping
Dszd? of HZa d O Spasm 0 Stinging O Shooting 0 Pounding L Constricting

Qaw L O RO B8O 3. Pain Frequency 6. Actions affecting this pain
OEve L O RO B 0O QOUpto 1/4 of awaketime [1/4 to 1/2 of time Brings On  Aggravates Relieves

Y Q172 to 3/4 of awake time O Mostallthe ime | O Inthe AM. Q QO Q
QO Neck LQ RO B0 Q inthe PM 0 0 Q
B:\Jﬂ?ﬁ;%fd‘ ) 8 B 8 . 8 4. Pain Intensity (Howit affects your daily activites| Q Bendingfoward O O O
OLowBack L Q RO B O 0 Doesn't affect 0 Somewhat affects 0 Bending back Q Qa aQ

owbac O Seriously affects [ Prevents activities 0 Bending left a a a
U Abdomen L Q RO B O | 5. Does this pain radiate into other body parts? aT wistilr:g ?Sﬂ O o o
ORibs LQ RO B0 Left Right Both O Twisti gﬁ ht O O o
QButtocks L@ RO BO |QHead Q Q Q B Coution” O o o
O Shoulder LQ RO BO [ONeck Q Q Q 3 Snegzi"g O o o
QupperArm L O RO BQ |OShoulder O Q Q 3 Straini:g O o o
QForearm LQ RO BQ |QAm Q Q Q O Standing O o o
QOHand L0 RO BQ |QHand a a a 0 sitng O o o
QHip LO RO BO |[QHp Q Q Q ij:g O o o
Oleg LQ RO BO |QLeg Q Q Q Othor Ations:
Other locations : Other locations of radiation: Q Q Q

lll. Third Current Symptom:

(Please check off the boxes below to describe your 3rd symptom).

1. Check only one body location below 2. Types of pain Other types of pain:
OHeadaches L Q RO B O Q Dul O sh O Achi O Cuti

OFront of Head O Throbbi OB arp anN '"bg aT I'?g ac .

OTop of Head robbing uming umbing ingling ramping

ClBack of Head U Spasm O stinging O Shooting O Pounding O Constricting
Qlaw L RO B8O |3 PainFrequency 6. Actions affecting this pain
OEye L O RO g0 QOUpto 1/4 of awaketime [11/4 to 1/2 of time BringsOn Aggravaies Refieves
ONeck LQ RO B O 01/2 to 3/4 of awake time {J Most all the time O Inthe AM. a (] Q

Q Inthe PM. a Qo Qa
guﬁ;’ eBra%f:d( Il: 8 E 8 g 8 4. Pain Intensity (How it affects your daily activites) [ Benu:zing foward O (] Q
OLowBack L0 RO g0 |Y Doesntaffect 0 Somewhat affects 0 Bending back Q g QO
QOChest LQa RO g O | Seriouslyaffects U Prevents activities 0 Bending left QO QO Q
QAbdomen L O RO BO |5 Doesthis pain radiate into other body parts?| J Bending right g Q qa
ORibs tQ RrRQO BU Left  Right Both O Twisting left o Q0 Q
OButtocks L@ RO BO [OHead Q m] Q Q Twisting right g g Q
QShoulder L@ RO BO |ONeck a a Q U Coughing g Q Q
QupperAmn L QO RO  BO |Qshouder QO a Q U Sneezing g Q Q
QForearm L@ RO B8O |QAm Q Q a U Straining Q QO Q
QHand LO RO BQ |OHand Q Q ] U Standing g g g
QHip LQ RO BO [QHp Q Q Q Q sitting Q QO Q
Oleg LQ RO BO |QOlLeg Q Q a U Lifting ) a a aQ
QFoot L0 RO 80O |QFoot Q Q Q OtherActions:
Other locations Other locations of radiation: Q Q Q
0 N T |

w
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‘ Descri Qtion of Sym gtoms (Describe your symptoms in the sections below, in the order of severity, if possible.)

!‘Vbl:‘ou;th ?yymptgn‘;:y I (Pleges'e check off the boxes below to describe your 4th symptom. Describe only ONE symptom per Section )
. Check only one body location below 2. Types of pain Oth f pain:
OHeadaches L O RO BO Ipesete , , i
QO Dull O Sharp O Aching O Cutting
UFront of Head
OTop of Head OThrobbing O Burning O Numbing U Tingling O Cramping
op of He: o . : e
OBack of Head O Spasm 0 stinging O Shooting 1 Pounding [ Constricting
Qlaw L O RO g O |3- Pain Frequency 6. Actions affecting this pain
QEye L Q RO B O |QuUpto1/4ofawaketime 1/4 to 1/2 of time Brings On Aggravates Relieves
01/2 to 3/4 of awake time [ Most all the time O Inthe AM. a a a
ONeck LQa RO B O O Inthe PM o Q o
QuUpperBack L O RO B O - PV
DM?dp egrad( LQ RO B O |4.Painintensity (Howitaffects your daily activites] & Bendingfoward O O O
OLowBack LO RrRO BO |9 Doesntaffect 0 Somewnhat affects 0 Bending back Qg QO Q
OChest L RrO BQO |OSerouslyaffects O Prevents activities O Bending left Q QO Q
DApdomen Ld RU B U 5. Does this pain radiate into. other body parts? 8 '?\?\:Etmg ?egf?t 8 g B
URibs Lg RO B O Left Right Both s
O Buttock L0 RO B 0O 0 Twisting right g a Qa
OShoukdes LO RO 80 |ohex = = 4 Coughing g Q g
e
DUp(:;rA:m L@ RrRQ B8O ggggﬁlder 8 B g gg{‘rgm‘gg 8 8 g
a LQ RO B O
Dﬁgﬁam L@ RO B8O BAH;’;‘d E E‘, 8 Bssmcgng g Ell 8
QHip LQ RO BO |QH Q Q Q -
Oleg LD RO B8O |Qles o Q 0 U Lifting u o o
QFoot L RO BO |QFoot a Q a OtherActions: o o a
Other locations : Other locations of radiation:
[ ™ |
: (Please check off the boxes below to describe your 5th symptom).
1. Check only one body location below 2. Types of pain Other types of pain:
DHead"’d‘eE - Eleea K O BO |gopu O Shap OAching O Cutling
OTop of Head OThrobbing O Buming a Numbing a Tingling a Cramping
D Back of Head O Spasm O stinging O Shooting 0 Pounding L Constricting
Qaw L O RO B O 3. Pain Frequency 6. Actions affecting this pain
OEve L O RO B0 OUpto 1/4 ofawake time (Q1/4 to 1/2 of time BringsOn Aggravates Relieves
Y 0J1/2 to 3/4 of awake time (] Most all the time Q Inthe AM. Q Q
CINeck Ltg RO 8U Q Inthe PM. O Q Q
QUpperBack L O RO BO |, o inensity (Howitaffects your daily actvites] U Bendingfoward O O O
CIMid Back LQ RO BU U Doesn't affect U Somewhat affects U Bending back g g Q
glé%sztack t 8 s 8 g 8 U Seriously affects [ Prevents activities  Bending left a Q Q
— - 0 Bending right o Qa a
O Abdomen LQ RO B O | 5. Does this pain radiate into other body parts? O Twisti
. ; wisting left g Qg 0Q
BRubs L 8 R g 8 g a L"Cﬂ’ R'%" BS" O Twisting right a Qo Q
Buttocks L R B Head -
0 Coughing g Q Q
U Shoulder LQa RO B O | O Neck a a Qa ;
O Sneezing g g a
OuUpperArm L O RQ B O | O Shoulder a a a Q Straini O o o
UForearm La RO BQA |[QOAm a a a TEDing
QHand LQ RO BO |QOHand Q Q Q gg‘ifnf::g"g 8 g B
Oleg LO RO BO |OLeg a Q Q ng
OtherActions:
OFoot LQ RO B O | QFoot a a a
Other locations ; Other locations of radiation: g g 8
VL. Sixth Current Symptom: (Please check off the boxes below to describe your 6th symptom).
l:ll Check only one 55057 Iocatl'an belowEl 2. Types of pain Other types of pain:
Headaches L R B : .
O Dull O Shap O Aching O Cutting
g_llz_roon(t)? L’::: - QThrobbing O Buming O Numbing O Tingling O Cramping
P U Spasm 0 stinging O Shooting & Pounding O Constricting
Elnk koo 3. Pain Frequency 6. Acti ffecting this pai
Qlaw . . Actions affecting this pain
OEye t 8 E g g 8 OUpto 1/4 of awaketime [11/4 to 1/2 of time B,,-ngsgo,, Ag;ava‘es Relieves
ONeck L O RO g0 |12 to3/4ofawaketime L Mostall the ime Q Inthe AM. O Qo Qg
Q inthe PM. a a Q
8&?5 %;?;:Ck [[ g s 8 g g 4. Pain Intensity (How it affects your daily activites] (] Bending forward O a Q
OLowBack Lo RO g0 |Y Doesntaffect 0 Somewhat affects 0 Bending back O Qo Qg
O Seriously affects O Prevents activiies 0O Bending left Q g QO
UChest LQ RO B O ending le
O Abdomen LQ rRQ B O 5. Does this pain radiate into other body parts? - Bendlng right 4 u a
QRibs L@ RrO BQO Left  Right  Both U Twisting left g Q Q
QButtocks LQ RO BQ |OHead Qo Q Q U Twisting right a a g
Q Shoulder L RO BO |ONeck a a a O Coughing a o Q
QupperAm L O RO BO |OShouder O Q a U Sneezing g g Q
QOForearm L@ RO BOA |QOAm ] a Q U Straining g g Qg
QHand L@ RO B8O |QHand Q Q a U Standing Qg Q g
OHip L RO BO |QHp a Q a 4 sitting o o Qg
Uleg LQ RO BO |OlLeg Q Q Q U Liing o o Q
QO Foot L Q RO B O | OFoot Qo a 0 OtherActions:
Other locations : Other locations of radiation: g 8 8
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Description of Symptoms

(Describe your symptoms in the sections below, in the order of severity, if possible.)

VIl. Seventh Symptom:

(Please check off the boxes below to describe your 7th symptom. Describe only ONE symptom per Section )

1. Check only one body location below

DHeadacheEl FrohtEleeadR - BH O Dull U Sharp U Aching O Cutting

OTop of Head O Throbbing O Buming O Numbing O Tingling QO Cramping

O Back of Head USpasm Q stinging O Shooting 0 Pounding & Constricting
aw LQ RO B O |3.Pain Frequency 6. Actions affecting this pain
OEye L QO RO g O |HUpto1/4ofawaketime 1/4 to 1/2of time Brings On Aggravates Relieves
ONeck L O RO g0 |B812to3/40fawaketime [ Mostall the time O Inthe AM. a g a
OUpperBack L QO RO B QO - - - S— a Inthe P.M. a a Q
QMid Back LQ RO B O |4 Painintensity (How itaffects your daily activites a Bending forward g a Q
OLowBack LQa RO B O |8 Doesn'taffect 0 Somewhat affects Q Bending back g O 0
OChest LQ RO B O |0 Seriouslyaffects O Prevents activities g Bending left a a g
U Abdomen L g RO B QO 5. Does this pain radiate into other body parts? Q .?e’.‘dtl.ng ?gfrt g 8 Q
URibs Lt RrRQ 8BQ Left  Right  Both e
O Buttocks LO RO BO | QHead 0 Q a g TWIshrr]{g right g g 8
O Shoulder LQa rRO B O | ONeck Q Q o a Coughing ] 2 8
OuUpperaArm L O RO B O | O Shoulder Q 0 Q o g?egglng O o o
OForearm LQ RO B O Arm a ) a 0 raining g N =
OHand L RO BO |QHand a a Q 3 Standing 5 5 3
QHip tQ RO BO |[OHp 0 =) =) O fi;h“."‘g O o o
UlLeg LQ RO BO [QOLeg Q a Q g
OFoot LQ RO BO | QFoot a Q a OtherActions: o o D
Other locations : Other locations of radiation: 0. 0.0

2. Types of pain Other types of pain:

VIil. Eighth Current Symptom:

(Please check off the boxes below to describe your 8th symptom).

1. Check only one body location below

DHeadad‘ef:lF . thlH =X Q 80 lgpa QOshap OAching O Cutling

DTmn fo He e: QThrobbing O Buming O Numbing O Tingling O Cramping

EIBg’c):l?of H?aa J O Spasm O Stinging O Shooting O Pounding [ Constricting
Elliatw L QO RO B 0O 3. Pain Frequency 6. Actions affecting this pain
QOEve L O RO B8 0 OUpto 1/4 of awaketime [d1/4 to 1/2 of time BringsOn Aggravates Relieves
DN‘éck L O RO 80 0172 to 3/4 of awake time [ Most all the time g ‘nt;:ém 8 8 8

n M.

ga?(feB;?;d( :: g 2 g g g 4. Pain Intensity (How it affects your daily activites] U Bending forward 2 B3 0
Bl owBack L O RO B O U Doesn't affect O Somewhat affects U Bending back g o Q
QChest L a RO B0 U Seriously affects [ Prevents activities O Bending left a Qo a
QJAbdomen LQ RO B O | 5. Does this pain radiate into other body parts? B ?\?V?St'ing Tgf? ¢ 8 8 8
ORibs LA RO 80 Left Right Both Q Twistir?gn' ht O o 0
O Buttocks LO RO B0 |OHead Q Q Q ) o O O o
O Shoulder L@ RO BQ |QONeck a a Q ] Sg:gzi'”g O o0 o
Oupperarm L Q4 RO B O | O Shoulder Q Q ] Q st in‘:g 0 o o
U Forearm LQ RO B0 [QArm a a a DStaadl' 9 O o o
QHand LO RO BQO |QHand a Q Q ] Sim.’;] ing O o o
QHip L RO B0 |[QHp a a a Q Liftire O o o
Oleg LO RO BO |QOleg Q Q Q by . dons:
OFoot LG RO BO |QOFoot a a a BrACHons: o o o
Other locations : Other locations of radiation: 0 0 0

2. Types of pain Other types of pain:

IX. Ninth Current Symptom:

(Please check off the boxes below to describe your 9th symptom).

1. Check only one body location below

DHeada‘*‘esu LQ RO BU |gpy Qshap QAching O Cutting

Front of Head QO Throbbi Q Bumi O Numbi Q Tingi Qc ;

OTop of Head robbing urning umbing ingling ramping

OBack of Head O Spasm O stinging 0 Shooting 0 Pounding O Constricting

Qaw 3. Pain Frequency 6. Actions affecting this pain

QEye t g g 8 g g QUp to 1/4 of awake time J1/4 to 1/2 of time Bﬁngsgo,, Ag:avates Relieves

ONeck L O RO g0 |912to3/4ofawaketime L Mostall the time O Inthe AM. [ P
Q Inthe PM. o Qo Q

g:\"nﬁf %;Iiid( t 8 2 8 g g EI IBain Inﬁenf?ig (Howiélafsfectmurtdafifg ;ctivites 8Bending forward 8 8 E]I

oesn't affe omewhat affects Bending back

Elé(:‘v‘\el?tack :: 8 S 8 g 8 O Seriously affects O Prevents activities a Bending left Qa ] a

U Abdomen L Q RO B O 5. Does this pain radiate into other body parts? m Bending right 4 d g

gRibs L 8 R 8 B 8 Left  Right Both g}'w'::l'ng '%f:“ 8 g g

Buttocks L R B Q Head a Q Q ean

Qi Shoulder L RO BO |ONeck a a a U Coughing g Qg g

QupperArm L@ RO BQ | OShouder O a o U Sneezing Q QO Q

OForearm LQ RO BO | OAm Q Q Q a Straining Q a aQ

QOHand LQ RO BO |QOHand a Q Q U Standing g g Qg

QHip LQ RrRQ BQ |QHp a a Q Q Siting g Qo Q

Qleg L0 RO BO |QlLeg Q a Q O Lifting Q Qo Qo

QFoot L RO BO |QFoot Q Q Q OtherActions:

Other locations ; Other locations of radiation: = Q ~

I

2. Types of pain Other types of pain:

o
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Activities of Daily Living Assessment

Rate your current difficulties, resulting from your accident/iliness, with regard to the various activities listed below. Use the following 1 to 5 scale and
WRITE IN THE APPROPRIATE NUMBER that most closely describes your current degree of difficulty: 1 = "I can do it without any difficulty”
2 ="| can do it without much difficulty, despite some pain”, 3 = "I manage to do it by myself, despite marked pain", 4 ="l manage to do it,
despite the pain, but only if | have help”, 5 ="I cannot do it at all, because of the pain”. NOTE: Only fill in areas that are affected.

Difficulties with Self Care and Personal Hygiene Activities

Bathing .......... ___ Dryinghair ............ ___ Brushingteeth.... __ Puitingonshoes ....___ Preparingmeals ..... ___ Takingouttrash.. ___
Showering ...... __ Combinghair ......... ___ Makingbed ......... ___ Tyingshoes............. B - ;. P——— __ Doinglaundry ..... ___
Washing hair .. ___ Washingface......... ___ Puttingonshirt ... ___ Puttingonpants ...... __ Cleaningdishes ... __ Goingtotoilet..... ___

Difficulties with Physical Activities

Standing . Bendingback .......... __ Twistingleft............ __ Leaningback...... ___
Sitting ... . Bending left .... .. Twisting right __ Leaningleft ........ .
Reclining . . Bending right ........... __ Leaningforward ..... ___ Leaningright ...... e
Standing for long periods __ Sitting forlong periods....... ___ Walking for long periods........ ___ Kneeling forlong periods ..... ___
Difficulties with Functional Activities

Canying small objects ....... ___Liftingweights offfloor ........... __ Pushing things while seated .... ___ Exercising upper body ....... .
Carrying large objects ........___ Liftingweightsofftable .......... ___ Pushing things while standing.. ___ Exercising lower body ........ -
Carrying briefcase....... __ Climbing stairs ............. .. Pulling things while seated ....... _ Exercisingarms -
Carmying large purse .......... __ Climbing inclines ................... ____ Pulling things while standing .... ___ Exercisinglegs .

Jogging Swimming Dating .....cccoeuee. .
Dancing Skiing Diningout ..........
Difficulties with Travelling
Driving a motor vehicle .......................... __ Riding as a passenger in a motor vehicle ...... ___ Ridingas apassengeronatrain ................. .
Driving forlong periods of time .. ___ Riding as a passenger on an airplane ........... __ Riding as a passenger for long periods ....... .

Use the following 1 to 5 scale to describe the difficulties below:
1 ="This area is not affected by my condition",2 ="This area is slightly affected by my condition", 3 ="My condition moderately restricts my ability
in this area”, 4 =" My condition seriously limits my ability in this area”, 5 = "My condition prevents me from using this ability"

Difficulties with Different Forms of Communication

Concentrating.... Hearing.... Listening.... Speaking.... Reading.... Writing.... Using a keyboard....
Difficulties withthe Senses

Seeing......... Hearing......... Sense of touch........ Sense oftaste......... Sense of smell.........
Difficulties with Hand Functions

Grasping......... Holding......... Pinching......... Percussive movements......... Sensory discrimination.........

Difficulties with Sleep and Sexual Function
Being able to have normal, restful nights sleep......... Being able to participate in desired sexual activity.........

Write in below any additional information regarding your Activities of Daily Living (that wasn't covered above):

Prior Symptom History

Prior Similar Symptoms Has your History Contributed to your Current Symptoms?

QO 1 have NOT had prior symptoms similar to my current complaints. O My history HAS contributed to my current symptoms.

O My current complaints DID exist before, but have not been botheringme] O My history HAS NOT contributed to my current symptoms.

0 My current complaints ALREADY existed and were worsened. O I'mNOT SURE if my history has contributed to my cument symptoms.

My most recent prior similar symptoms (if applicable) occured......... 0 months ago / U yearsago Oron  Date: / /

Write in below any other Prior Symptom History, not covered above:
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Patient Name

Fill Out If You Have Been in a Job Related Injury

Date and time of accident: Oam. Op.m.

Was your accident directly related to your work? [ Yes [ No
Briefly describe the events that occurred just before and during your accident:

Date

Give the address where the accident occurred: (if other than employer’'s address)

Was anyone else present during your accident? [0 Yes [1 No
Did you report your accident to your employer? [ Yes [ No
What recommendations did your employer make just after your accident?

Has this type of accident happened to you before? [0 Yes [ No
To the best of your knowledge, has this accident occurred in your workplace before? [1 Yes [1 No

In general:
Is your job physically stressful? [0 Yes [ No
Is your job mentally stressful? [0 Yes ONo
Is your workplace noisy? [0 Yes [ No

Have you changed jobs in the last year? 0 Yes [INo

After Injury

Did accident render you unconscious? [0 Yes [ No

If yes, for how long?

Please describe how you felt immediately after the accident:

Have you gone to a hospital or seen any other Doctor? [0 Yes [ No
When did you go? [0 Just after accident [0 The nextday [ 2 days plus
How did you get there? [0 Ambulance [ Private transportation

Name of hospital and/ or attending doctor:

Was he/shea: 0 D.C. O MD 0O D.O O D.D.S

Describe any treatment you received:

Were X-Rays taken? [ Yes [ No
Was medication prescribed? [0 Yes [ No
Have you been able to work since this injury? O Yes O No

Are your work activities restricted as a result of this injury? [0 Yes ONo




Patient Name Date

Indicate the symptoms that are a result of this accident:

[0 Dizziness [0 Difficulty Sleeping [0 Jaw problems [0 Nausea

O Memory loss O Irritability O Arms/ shoulder pain [J Back pain

OO0 Headache(s) O Fatigue 0 Numb hands/ O Lower back pain
O Blurred vision [0 Tension fingers [0 Back stiffness
O Buzzinginear [ Neck pain O Chest pain O Leg pain

O Ears ringing O Neck stiff O Shortness of breath [0 Numb feet/ toes

O Stomach upset

[0 Other

Is your condition getting worse? [J Yes [0 No [J Constant [0 Comes and goes

Indicate your degree of comfort while performing the following activities:

Comfortable Uncomfortable  Painful

Lyingonback...............ooo O O O
Lyingonside.............cooeiiiiiiiiiiinn. O O O
Lyingonstomach................ocoeeinnnn. O O ]
SIttiNG. ..o O O O
Standing........coooiiiiiii O O O
Stretching... ... O O O
Lovemaking......................oo O O O
WalKing......ooveiiiieie e O a a
RUNNING......ooiie a O O
SPOMS. .. O O O
WOPKING. .. et O O O
Lifting. ..o O d O
Bending.........ooviieiii O O O
Kneeling........ooooeieiiiii O O O
Pulling......cooiei O O O
Reaching.........coooeeieiiiiiiii e O O O

Have you retained an attorney: [ Yes [0 No

If yes, whorﬁ?

His/ Her phone #:

WC-2-



Patient Name Date

Recovery

How many hours are in your normal workday?

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

[0 Standing | O Driving [0 Operating equipment
O Sitting [0 Twisting [J Work with arms above
O Walking | O Crawling | head

O Lifting O Bending O Typing

[J Stooping

O Other

What positions can you work in with minimum physical effort and for how long?

O N/A

Prior to the injury were you capable of working on an equal basis with others your age? [0 Yes [1 No [ N/A
Do you work with others who can help you with any heavy lifting? [ Yes [0 No O N/A
While in recovery, is there any light duty work you could request? [0 Yes [0 No [0 N/A

o We invite you to discuss with us any questions regarding our services. The best services are based on a friendly, mutual
understanding between provider and patient.

o Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been
made with the business manager. If account is not paid within 90 days of the date of service and no financial
arrangements have been made, you will be responsible for legal fees, collection agency fees, interest charges and any
other expenses incurred in collecting your account.

o | authorize the staff to perform any necessary services needed during diagnosis and treatment. | also authorize the
provider to release any information required to process insurance claims.

o lunderstand the above information and guarantee this form was completed correctly to the best of my knowledge and
understand it is my responsibility to inform this office of any changes to the information | have provided.

Signature Date / /

[J Adult patient [0 Parent or Guardian [0 Spouse



