





CHECK SYMPTOMS APPARENT SINCE THE ACCIDENT:

{3 Headache O Loss of smell O Numbness in fingers O Chest pain

{3 Neck pain/stiffness 0 Loss of taste O Cold hands O Nervousness

3 Mid-back pain O Loss of memory O Cold feet O Cold sweats

3 Low back pain [0 Fatigue [0 Diarrhea O Anxious

3 Eyes sensitive O Tension O Constipation OO Numbness in toes
[3 Pain behind the eyes O Shortness of Breath O Irritability O Sleeping problems
3 Dizziness O Depression O Fainting O Other

J Ringing/buzzing in ears O Loss of balance

Shade area(s) to indicate location
of pain or discomfort.

Indicate your ability to perform the following
activities as a result of this injury using codes:
N - Normal, L - Limited, D - Difficult, P - Painful, U - Unable

__ Walking short distance
—_Standing for more than 1 hour
______Sitting at table

-_Lying on back

___ lLying flat on stomach
____Lying on side with knees bent
__ Bending over forward
Coughing or sneezing

Getting into or out of car

Turning over in bed

Check proper square:
Symptoms are WORSE in
Symptoms are BETTER in .

_____ Bending forward to brush teeth

Climbing
___ Kneeling
—__Balancing
_____Dressing self
— Sleeping
—Stooping
Gripping
_____Pushing
—Pulling
——Reaching
. __Sex activity

O AM, - O Mid-day, O PM
O AM, O Mid-day, O PM

Did you have any physical complaints BEFORE THE ACCIDENT? Yes/No If yes, describe in detail:

Do you have any congenital (from birth) factors which relate to this problem? Yes/No If

yes, please describe:

Have you ever been involved in an accident before? (Motor vehicle, slip and fall, work-related, etc.) Yes/No K yes,
please describe: including date(s), type(s) of accidents, injury(ies) received, and what health care you received.

Have you ever had Chiropractic Care? 0O Yes O No Doctor’s Name

What conditions were treated by the previous Chiropractor?

Have you been treated for any other health conditions by a physician? O Yes

If yes, please describe

0O No

What medications or drugs are you taking (not related to this injury)?
Date of last physical examination?

What operations have you had? Please include dates

Did you seek medical help before coming to this office? Yes/No If yes, how did you get there?

3 Someone else drove me 0O Drove myself 0O Police 0O Ambulance
Name of hospitals or clinics where you were treated prior to treatment in our office

O Other

Name of treating doctor(s)

Were you examined? Yes/No

Were x-rays taken? Yes/No If yes, of what area?

Were other tests administered (lab, MRI, etc.)?

What were the results?

What treatment was given?

Were you prescribed any drugs or medication? Yes/No If yes, what?

Did you take them? Yes/No Were they effective? Yes/No

Have you missed any time at work? Yes/No If yes, full time off from to
Have you been able to return to work since? Yes/No-

part time off from

to

WORK ACTIVITIES — On the job, I perform the following activities:

O Bend/Stoop O Crouch O Reach above O Up to 10 Ibs.
O Squat O Kneel shoulder level O 11 to 24 lbs.
O Crawl O Balancing O Sitting O 25 to 34 lbs.
O Climb O Pushing/Pulling

Describe anv iob activities not listed above:

On the job, I lift:

O 35 to 50 Ibs.
O 51 to 74 lbs.
O 75 to 100 lbs.






