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LAST NAME:

lNlTlAL EVALUATION - Automobile Accident

FIRST NAME: Ml: _ Date:

What brings you into our office? E Automobile Accident

When did this accident happened?

What was your position in the vehicle?

o Driver

a Middte Front Passenger

What was the damage to the vehicle? tr Mitd

How was the visibitity on the road? tr Poor

And the weather was:

El Front Passenger

n Middte Rear Passenger

tr Moderate

tr Fair

tr Foggy

o Left Rear Passenger

a Right Rear Passenger

n Extensive

o Good

tr Snowing

tr You hit another object

tr Totated

o Clear c Raining n Windy

How did the accident happen?

c You hit another vehicle c Another vehicle hit you

What was the point of impact on our vehicte?

tr Left tr Front end c Rear End

tr Left front tr Left rear tr Right front

Did you see the accident coming? c Yes

tr Right

tr Right rear

trNo

trNo

trNo
trYes trNo

trNo

nNo

DNO

tr Even with bottom of head o Middte of neck

Were you braced for the impact?

Were you wearing a seatbelt?

tr Yes

o Yes

lf yes, Does the seatbelt have a shoutder strap?

Does your vehicle have an airbag? tr Yes

Did it deptoy during the accident? o Yes

Does your vehicle have headrests? tr Yes

lf yes, positioned: tr Even with top of head

Did you strike anything inside the vehicte? o Yes oNo
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n Dashboard

lNlTlAL EVALUATION - Automobile Accident

What inside your vehicle id you strike? n Wheet n Windshietd

n Side Door n Side window

lmmediatety after the accident, did you feel dazed? o Yes

c Yes

tr Turned to the right

oNo

fl Yes

o CT Scan

tr Staying the same

o Yes

o Yes

tr Weakness

tr Yes

tr Yes

n Yes

n Arm rest
o Airbag

trNo

trNo

tr Turned to the left

trNo

lmmediately after the accident, did you experience: u Headache n Neck Paid c Low Back Pain

Did you lose consciousness?

Which way was your head turned during the accident?

o Facing straight fonryard

Was your head injured? tr Yes

Did you see another doctor before coming here?

Did you go to a hospital after the accident?

Do you feel your condition is:o lmproving

Have you lost time from work?

Can you perform physicat work activities:

lf no, because of: o Pain

Can you go to sleep without problems?

Do you awaken because of pain?

Did you have sleep problems before?

tr Yes tr No lf yes, which hospitat?

How did you get to the hospitat? n Ambulance tr Drove setf c Somebody etse tr Potice

Were any of the fottowing tests performed at the hospitat?

c X-Rays tr MRI o Lab Work

tr Getting Worse

trNo

trNo

tr Stress

trNo

trNo

trNo
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Activities of Dailv Livinc

lNlTlAL EVALUATION - Automobile Accident
Please select oll octivities which you are currently experiencing problems:

E Seeing

nDressing

n Standing

tr Bending

o Sitting

c lrritable
tr Grooming

n Bathing

tr Tasting

trReading

tr Leaning

D Twisting

n Driving

o Riding in car

c Pinching

n Hotding

n Smetling

trTyping

a Watking

El Carrying

tr Sports

c Air Travel

tr Kneeting

tr Eating

nwriting
a Stooping

tr Lifting

tr Exercising

tr Ctimbing

tr Reaching

tr Hearing

trGrasping

El Squatting

tr Pushing

c Rectining

o Putting

tr Nervous

tr Insomnia

n Using the toitet
tr Loss of Sexual Drive

c Restful sleeping

n Loss of concentration

n Changes in personality

n Tactile feeling

Past Medical Historv
trNone nOther

DAnorexia

sBladder infection
DCancer

trcotitis
trDermatitis,
Eczema/Rash

oEndometriosis

trGeneraI fatigue

trHeart disease

oHigh PSA

trJaw pain

trLoss of btadder
control
trMuscutar in
coordination

oPain in upper
arm or etbow

trProfuse menstrual
ftow
trScoliosis

oTinnitus
(ear noices)

nWrist pain

Pleose select all conditions thot you hove had or ore currently hoving:

trAnxiety

nBlood disorder

trCardiovascutar
disease/heart attack
oConstipation

oDiabetes

oEpitepsy

oGout
oHea rtburn / Indigestion

trHigh trigtycerides

nKidney disorders

oLow back pain

trNeck pain

nPain in upper leg
and hip

ElProstate probtems

oShoulder pain

ETuberculosis

cAbdominal pain

trAortic aneurysm

DBrest lumps

oChest pain

oConvutsions

oDifficutty in
swaltowing

trExcessive thirst

ElHand pain

DHepatitis

DHypertension

oKidney stones

trLung Disease

trOsteoarthritis

oPainful urination

oRapid heart beat

nStroke

ElTumor

cAbnormal Weight
gain/loss

oArthritis
ElBreast Soreness

oChronic cough

trCOPD

oDi:ziness

trFainting

oHeadache

oHigh Btood
Pressure

trlrregular
menstruat flow

aLiver/Gattbtadder
problems

EMental Disease

oPain in ankle or
foot
trPMS

trRenal Disease

nSwetting/stiffness
of joints

nUlcer

trAngina

trAsthma

oBronchitis

oChronic sinusitis

trDepression

trEmphysema

ElFrequent
urination

trHeart attack
nHigh cholesterot

olrritable colon

oLoss of appetite

nMid back pain

oPain in lower leg
or knew

trPneumonia

nTheumatiod
arthritis

oThyroid disease

oVisual
disturbances
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Please select oll conditions that run in your fomily:Familv Historv

trNone

trAnorexia

ElBladder infection

trcancer

nCotitis

trDermatitis,
Eczema/Rash

oEndometriosis

oGeneral fatigue

trHeart disease

oHigh PSA

ElJaw pain

oLoss of btadder
control
trMuscutar in
coordination

nPain in upper
arm or etbow

trProfuse menstrual
flow
oScoliosis

oTinnitus
(ear noices)

trWrist pain

oOther

trAnxiety

nBlood disorder

oCardiovascular
disease/heart attack
oConstipation

oDiabetes

aEpitepsy

trGout

oHigh trigtycerides

oKidney disorders

oLow back pain

ElNeck pain

ElPain in upper [eg
and hip

trProstate probtems

nShoutder pain

trTubercutosis

nAbdominat pain

cAortic aneurysm

ElBrest lumps

oChest pain

trConvulsions

oDifficutty in
swatlowing

ElExcessive thirst

oHand pain

trHypertension

nKidney stones

trLung Disease

nOsteoarthritis

trPainful urination

oRapid heart beat

oStroke

trTumor

oAbnormal Weight
gain/toss

nArthritis
nBreast Soreness

oChronic cough

trCOPD

nDi:ziness

oFainting

trHeadache

nHigh Btood
Pressure

trlrregular
menstruat flow

oLiver/Gattbtadder
probtems

trA{ental Disease

oPain in ankte or
foot
trPMS

oRenal Disease

oSwetting/stiffness
of joints

trUlcer

trAngina

EAsthma

trBronchitis

oChronic sinusitis

ElDepression

cEmphysema

trFrequent
urination

nHeart attack
oHigh cholesterol

olrritable colon

trLoss of appetite

oMid back pain

trPain in lower leg
or knew

trPneumonia

oTheumatiod
arthritis

oThyroid disease

trVisuat
disturbances

oHeartburn/lndigestion oHepatitis
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SUfgiCal HiStOfy Pleose select oll surgeries thatyou hove had in the post.

tr None n Other n Abdominat n Abdominoptasty c Abortion
Exploration

tr ACL n Adenoid Removal n Angioptasty c Appendectomy tr Bone Fracture
Reconstruction Repair
n Breast Lump tr Bunion Remova n Carotid Artery tr Cataract Surgery c Cervical spine
Removal Surgery Surgery
nCholecystectomy tr Cosmetic Breast n C-Section n Facetit n Gattbtadder

Burgery Removal
tr Gastric Bypass o Heart Bypass Surgery n Heart Surgery n Hemorrhoid tr Hernia Repair

Surgery

n Hip Joint n Hysterectomy tr Kidney n Knee tr Knee Joint
Replacement Transplant Arthroscopy Replacement

tr Knee surgery tr I-ASIK Eye Surgery n Liposuction tr Lumbar spine E Mastectomy
surgery

tr Prostate tr Rotator Cuff Surgery tr tr TMJ Surgery n Tonsittectomy
RemovaI

tr Vasectomy D Surgical History was
rev'd not contributory

Medications Pleose select oll medications that you are currently toking:

tr None c Other c Advit

n Ambien n Anatgesics tr Anti-inflammatories
D Aspirin c Atenolol n Btood Pressure Medication

n Daity Vitamins n Diabetes Medication n Ftexeril

tr lsorsubrine tr Monopril tr Motrin

n Muscte relaxers n Pin Medication r Sketaxin

n Synthroid tr Tylenol c Vicodin

Allerqies Please select oll items that you are allergic to:

Social HistorV Please answer the foltowing questions:

n Married n Singte n Widowed n Divorced tr Separated

Do you have any chitdren? tr Yes tr No lf yes, how many?

Do you use: n Tobacco n Atcoho[ n Coffee
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tr None n Other n Adhesive tape n Animal dande tr Anticonvulsants

c Barbiturates c Bee stings n Dirt tr Dust mites tr Eqqs

tr Feathers tr Fett tip pens tr Fire ant stinss n Fish n Gasoline fumes

n Hair Spray n Histamine tr Hornet stincs c Insecticides n lnsutin

tr lodine D Latex tr Mitk a Motd oNait potish remover

n New Carpet tr Newspaper ink tr Paint or paint
thinner

tr Peanuts a Penicittin

tr Perfume tr Pets tr Potlen o Poo[ Chtorine n Seafood

n Shampoo n Shettfish n Smoke tr Sov tr sutfa Druss

tr Tobacco smoke n Tree nuts El Wasp Stings o Wheat oYellow jacket
stinqs


