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PERSONAL INJURY QUESTONNAIRE

ADDRESS

AT B} . .
o 3IRTIDAY -

EMPLOYER'S NAME B

EMPLOYER'S ADDRESS e . i - —

2ersonis) at Fault
Were there any wiinesses

NATURE OF ACCIDENT

Date of Accident
Were you: () Driver () Passenger ront Scat  { } Back Seat

Number of people in your vehicle? __ Were wearing a seat beli?
What direction were you headed? ____oniname of street)

___Time of Day

'hat direction was other vehice headed? _  on (rame of street) __ .
were you struck from: @ 3 Behind - ¢ ) Front () LeftSide () Right Side
Approsimate Speec of yourcar mph  Other car — L

Were vou xnocked unconseous’ . . . _ifyesforhowlong__

Were police notified”

Ir: your own words. piease describe accident

ou have any physical comnla:

{1ves (pno il yes please explain in detail :

‘ease describe how vou felt:
DURIN accident: _ o -

IMMEDIATELY AFTER the accident___
LATER thet day
The NEXT day

What are vour PRESENT complaints and svinptoms?

Do vou kave zny congenital { fror birth) factors which reiate to this problem? { ) yes () no if' yes please
explain
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Where were vou taken after the accident ?
Have vou been ireated by another doctor sinee ©

st docter’s nante and ac

he qevident” i'so ot

What type of treatment did you receive?

Since the mjury occurred, are your symptoms:  } lmpros

Have vou ever been
and type of accident and injuries

CHECK SYSMPTOMS YOU HA

0 O Chest pain

a Q  Dizzir

a O Jicad s

a (00 heavy
]

2 Back pain

3 Nervoustess

J Tension

3 Dritability

Q other

Have vou lost time from work since the accident”

this question
Last day worked _
‘mpioyiment
Are you being compens

ted for time los

type of compensation you are receiving___

Do you netice any activity restrictions as a
olease explain

Other pertinent information:

involved in an accident betore? () ves

) Getting Worse

{¥no ifyves please explain including date

D SINCE THE ACCIDE
& - (R} a
loes 2 d
Jd o Sharness of —] ! -
et <
o Fatigue o -
3 -,
9 L 5 3
eves -
jou}

_if'yes nlease compiete

ym work? i ves picase expiain the

result of this infn ™

Date

: Signatare
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Coleman Chiropractic, P.C. 605 N. Commercial, St. Clair, MO 63077 (636) 629-2414  Fax (636) 629-2406

Patient’s Full Name Date

Address City Zip.

Home Phone ( ) Cell(__ ) Referred by:

Social Security Number DOB Marital Status: M SWD

Employed By Occupation Work (___)
Children (ages)
Spouse Name SSN DOB
E-mail

Is today's visit due to a Work Related Injury or an Auto Accident? Date of injury

Previous Chiropractic Care If yes, for what problem:
Doctors Name City
Primary care physician Number

Today’s Chief Complaint
Date of Onset Was the onset Gradual? _ Sudden? _ Since onset, has it gotten Better? _ Worse? _
Describe what caused the pain

Please answer the follow questions to help explain your CHIEF COMPLAINT:

Describe the quality of the complaint/pain: Does any of the following make the pain worse:
__sharp / throbbing __lifting / bending / pushing / puliing
__dullfache __cough / sneeze / bowel movement
__tingling / numbness ___driving / riding / sitting

__walking / running / standing
Describe if pain is in a single spot or spread out: Does any of the following make it better:
__radiating dull / deep ache __rest/laying down
___pin point __sitting
__burning / sharp / stabbing / tingling / numb __waking / exercise
How often are you aware of the pain: Does it interfere with your daily activities:
__ intermittent (less than 33% of the time) __ slight ( folerated, some impairment)
__occasional (33-50% of time) __moderate (marked impairment)
__ constant (66-100% of the time) __marked (preclude any activity)

Have you detected any possible relationship of your current complaint with any of the following?
__muscle weakness _bowel / bladder problems  __digestion __cardiac / respiratory __other:

Have you tried any self-treatment or taken any medication (over the counter or prescription) _ Yes  __No
If yes please explain: Results:

What medications are you currently taking?
Are you currently taking anti-coagulant or biood thinning medications? Are you currently pregnant?

What type of care are you interested in: __pain relief only __healing of current condition __optimizing your health _alf
What is your long term goal from treatment (e.g. play a round of golf without pain)?
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QUESTIONAIRE

Were you injuredina 2
CRASH FALL

Do you believe that this was caused by someone at fault or negligent?

If so, was a police report made?

What jurisdiction issued the report or responded to the scene?

City County Highway Patrol

What is the Police Report Number? _

Do vou suspect that the person or company at fault is not insured?
If the negligent party is suspected to be uninsured, provide the name of your automobile
insurance company (whether or not you were in your own car) and that of your host
driver (if you were a passenger).

Did your host driver, you or any resident relative have medical payments

coverage on a vehicle?

If so. what insurance company has this coverage?





