PERSONAL INJURY HISTORY

Thank you for choosing Elite Chiropractic Health Center for your chiropractic needs. Please complete this form in ink. If you have any questions or

concerns, please do not hesitate to ask for assistance. We are happy to help. (Please print clearly)
Name: SS/HIC/Patient ID #:
First Middle Initial Last
Address: City: State: Zip:
Sex: OFemale (OMale Birthday: Email:

Home Phone: ( )

Cell Phone: ( )

Work Phone: ( )

Do you prefer to receive calls at: [ Home O Work O Cell O No Preference

O Married 0 wWidowed O Single 0 Minor O Separated O Divorced O Partnered for ____years
Patient Employer/School: Occupation:

Employer/School Address: City: ) State: Zip:
Spouse/parent’s name: Employer: Work Phone: ( )

Whom may we thank for referring you to us?

Responsible Party

Address:

Name of employer:

Name of insured:

Birthdate:

Name of employer:

Address:

Insurance Co.:

Person to contact in case of emergency: Phone: ( )
Name of person responsible for this account:
Relationship to the patient: Phone ( )

City: State: Zip:

Work Phone: ( )
Insurance Information
Relationship to patient:
Social Security #: Date employed:
Work Phone: ( )
City: State: Zip:
Phone: ( ) Group #: Employer #:

Insurance Co Address: . City: State: Zip:

How much is your deductable?
Do you have additional insurance? (J Yes

Name of insured:

How much have you used?

ONo

Max. annual benefit?

Birthday:

Social Security #:

Name of employer:

If yes, please complete the following:

Relationship to patient:

Date employed:

Work phone: ( )

Address:

Insurance Co.:

City: State: Zip:
Phone: ( ) Group #: Employer #:
Insurance Co Address: City: State: Zip:

How much is your deductable?

How much have you used?

Max. annual benefit?




AUTOMOBILE ACCIDENT QUESTIONNAIRE

Patient's Name: Today's Date:

Date of Accident:

THE FOLLOWING QUESTIONS PERTAIN TO YOU AND THE VEHICLE YOU WERE IN:

Vehicle type: Vehicle size:

UcCar UPickup USubcompact  QFull-size

Uvan HTruck UCompact OMini

O sStation Wagon  UBus HMid-size ULight

Oother UHeavy Uother

Your position in the vehicle:

O Driver

UPassenger -------- Location------— ULeft UMiddle URight

Oother UFront Passenger Rear Passenger U Third Seat (rear)
Speed of your vehicle: Why Vehicle was slowed or stopped:
U Stopped UMoving Moderately O Traffic Signal dParking

UParked Moving Fast UPedestrian  OTraffic

USlowing WMoving at apprx _ MPH Ustop Sign  WBusy Intersection

UMoving Slowly

Collision Type:

UDriver Side Impact UHead On Collision
UPassenger Side Impact URear Impact
UFront Impact UPedestrian Incident
THE FOLLOWING QUESTIONS CONCERN THE OTHER VEHICLE INVOLVED IN THE ACCIDENT:
Vehicle type: Vehicle size:
dcar UPickup USubcompact UFull-size
Ovan O Truck dCompact Mini
U Station Wagon UBus UMid-size OLight
Qother UHeavy UoOther
CONDITIONS AT THE TIME OF THE ACCIDENT:
Time of day: Road Conditions: Visibility: Visibility compromised by:
UFull daylight Dry UExcellent UBrightness
UDamp UGood UDarkness
Dusk Uwet OFair URain
UINight USnow covered UPoor USnow
UOice covered UFog
UPatchy Ice/Snow U Traffic
THE FOLLOWING QUESTIONS CONCERN THE MOMENT OF IMPACT OF THE ACCIDENT:
Were you... Restraints: (check all that apply)
W Totally unaware that the accident was impending USeat belt
UAware that the accident was impending UsShoulder harness
W Aware that the accident was impending and braced for it UNo restraints

If you were the driver of the vehicle, was your foot on the brake pedal? LYes No WKnocked off by impact

Was the air bag deployed? What position was YOUR headrest in?
U Car not equipped with air bag U High position
UAir bag deployed UMiddle position

U Air bag not deployed U Low position



Position of YOUR head at time of impact?
UFacing straight ahead

UTilted forward

URotated to the left

URotated to the right

Position of Your body at time of impact?

Was your head thrown...?

Backward and then forward

Forward then backward

UTothe left  UTo the left then the right
UTo the right  To the right, then the left

Was your body thrown...?

U Straight

UTilted forward
URotated to the left
URotated to the right

Damage to vehicle YOU were in:
Wincurred minimal damage
Wincurred moderate damage
Uincurred severe damage
Owas totaled

Backward and then forward

UForward then backward

OTotheleft  dTo the left then the right
UTo the right W To the right, then the left
U Across the vehicle

U outside the vehicle  Under the vehicle

Citations:
None issued
OYourself
W Driver of vehicle patient was a passenger of
W Driver of other vehicle

UINot known (INot sure

AS A RESULT OF THE FORCE OF THE COLLISION, WHICH OBJECTS IN THE VEHICLE DID YOUR BODY STRIKE?
Head Left Arm

USteering wheel URight door U Steering wheel URight door

U Dashboard U Left window U Dashboard UlLeft window
Uwindshield URight window Uwindshield URight window
OArmrest UConsole O Armrest UcConsole

U Headrest UGear shift U Headrest UGear shift
URear view mirror UFront seat URear view mirror Front seat
ULeft door LlBackseat U Left door UBackseat
Right Arm Torso

U Steering wheel URight door U Steering wheel QRight door
UDashboard ULeft window UDashboard ULeft window
Uwindshield URight window UdWwindshield URight window
UArmrest UConsole UArmrest WcConsole
UHeadrest UGear shift UHeadrest [JGear shift
LRear view mirror UFront seat URear view mirror UlFront seat
ULeft door Backseat ULeft door Backseat
Left Leg Right Leg

USteering wheel URight door U Steering wheel URight door
UDashboard ULeft window UDashboard ULeft window
windshield URight window Uwindshield WRight window
UArmrest UConsole UArmrest UcConsoie
UHeadrest W Gear shift U Headrest U Gear shift
URear view mirror Front seat URear view mirror Front seat
ULeft door Backseat ULeft door [1Backseat

THE FOLLOWING QUESTIONS CONCERN THE TIME PERIOD IMMEDIATELY FOLLOWING THE ACCIDENT:
Did you lose consciousness? Immediately following the accident, did you feel...?

UYes UDizzy Uweak
UNo UDazed UINervous
WDisoriented Nauseated




Were you able to walk unaided? Where did you go...?

UYes WDrove home UDrove to work
UNo HWas driven home was driven to work
UDrove to hospital UDrove to school
Uwas driven to hospital Uwas driven to school
O Taken to hospital via ambulance
Next day discomfort...? Did your major complaints exist before the accident?
Wincreased Udecreased dsame UYes U No
In what areas did you IMMEDIATELY feel pain?
UHead Shoulder ULeft WRight Hip ULeft URight
Neck Arm OLeft URight Thigh ULeft ORight
UUpper back Elbow QLeft URight Knee ULeft WRight
UIMid back Wrist ULeft URight Caif ULeft URight
URibs Hand OLeft URight Ankle ULeft URight
UChest Fingers OLeft URight Foot Left ORight
UAbdomen Buttock ULeft ORight Toes ULeft ORight
ULow Back
UPelvis
In what areas did you experience lacerations (cuts)?
UHead Shoulder ULeft URight Hip OLeft ORight
UNeck Arm ULeft ORight Thigh OLeft URight
UUpper back Elbow ULeft QRight Knee ULeft URight
UMid back Wrist OLeft URight Calf ULeft URight
URibs Hand HLeft QRight Ankle ULeft URight
UChest Fingers HLeft URight Foot [Left URight
U Abdomen Buttock OLeft ORight Toes Left URight
ULow Back
QPelvis
At the hospital, what areas were x-rayed?
UHead Shoulder OLeft ORight Hip OLeft URight
UNeck Arm WLeft WRight Thigh QLeft WRight
UUpper back Elbow ULeft URight Knee ULeft URight
UMid back Wrist OLeft QRight Calf  ULeft URight
Ribs Hand OLeft URight Ankle OLeft URight
UChest Fingers ULeft URight Foot ULeft URight
UAbdomen Buttock ULeft URight Toes QLeft URight
ULow Back
QPelvis
Where did you experience pain on the day FOLLOWING the accident?
UHead Shoulder ULeft URight Hip OLeft URight
UNeck Arm ULeft URight Thigh ULeft URight
Qupper back Elbow ULeft URight Knee ULeft URight
QMid back Wrist OLeft QRight Calf  QLeft QRight
URibs Hand ULeft URight Ankle QLleft URight
UChest Fingers ULeft URight Foot ULeft URight
UAbdomen Buttock ULeft URight Toes ULeft URight
O Low Back

UPelvis



NECK PAIN DISABILITY INDEX QUESTIONNAIRE
PLEASE READ: This questionnaire is designed to enable us to understand how much your neck pain has affected your ability to
manage your everyday activities. Please answer each section by circling the ONE CHOICE that most applies to you. We realize
that you may feel that more than one statement may relate to you, but PLEASE JUST CIRCLE THE ONE. CHOICE WHICH

MOST CLOSELY DESCRIBES YOUR PROBLEM RIGHT NOW.

SECTION 1 - Pain Intensity

A Thave no pain at the moment.

B The pain is very mild at the moment.

C The pain is moderate at the moment.

D The pain is fairly severe at the moment.

E The pain is very severe at the moment.

F The pain is the worst imaginable at the moment.

SECTION 6 - Concentration

A I can concentrate fully when I want to with no difficulty.

B I can concentrate fully when I want to with slight difficulty.

C I have a fair degree of difficulty in concentrating when I want to.
D I have a lot of difficulty in concentrating when I want to.

E I have a great deal of difficulty in concentrating when I want to.
F I cannot concentrate at all. -

SECTION 2 -Personal Care (Washing, Dressing, etc.)

A Ican look after myself normally without causing extra pain.
B I can look after myself normally, but it causes extra pain.

C It is painful to look after myself and I am slow and careful.
D I need some help, but manage most of my personal care.

E I need help every day in most aspects of self care.

F 1do not get dressed, I wash with difficulty and stay in bed.

SECTION 7 - Work

A 1 can do as much work as I want to.

B I can only do my usual work, but no more.

C 1 can do most of my usual work, but no more.
D I cannot do my usual work.

E I can hardly do any work at all.

F I cannot do any work at all.

SECTION 3 - Lifting

A I can lift heavy weights without extra pain.

B I can lift heavy weights, but it gives extra pain.

C Pain prevents me from lifting heavy weights off the floor, but I
can manage if they are conveniently positioned, for example, on a
table.

D Pain prevents me from lifting heavy weights, but I can manage

light to medium weights if they are conveniently positioned.

E I can lift very light weights.

F 1 cannot lift or carry anything at all.

SECTION 8 - Driving

A I can drive my car without any neck pain.

B I can drive my car as long as I want with slight pain in my neck.

C I can drive my car as long as I want with moderate pain in my
neck.

D I cannot drive my car as long as I want because of moderate pain
in my neck.

E I can hardly drive at all because of severe pain in my neck.

I I cannot drive my car at all.

SECTION 4 - Reading

A I can read as much as I want to with no pain in my neck.

B I can read as much as I want to with slight pain in my neck.

C I can read as much as I want to with moderate pain in my neck.

D I cannot read as much as I want because of moderate pain in my
neck.

E I cannot read as much as I want because of severe pain in my
neck.

F I cannot read at all.

SECTION 9 - Sleeping

A I have no trouble sleeping.

B My sleep is slightly disturbed (less than 1 hour sleepless).
C My sleep is mildly disturbed (1-2 hours sleepless).

D My sleep is moderately disturbed (2-3 hours sleepless).
E My sleep is greatly disturbed (3-5 hours sleepless).

F My sleep is completely disturbed (5-7 hours)

SECTION 5 - Headaches

A T have no headaches at all.

B I have slight headaches which come infrequently.

C I have moderate headaches which come infrequently.
D I have moderate headaches which come frequently.
E I have severe headaches which come frequently.

F I have headaches almost all the time.

SECTION 10 - Recreation

A Iam able to engage in all of my recreational activities with no neck
pain at all.

B I am able to engage in all of my recreational activities with some
pain in my neck.

C I am able to engage in most, but not all of my recreational
activities because of pain in my neck.

D I am able to engage in a few of my recreational activities because
of pain in my neck.

E I can hardly do any recreational activities because of pain in my
neck. »

F I cannot do any recreational activities at all.

COMMENTS:

DATE: SCORE:




Name

Today's Date:

THE OSWESTRY LOW BACK PAIN DISABILITY QUESTIONNAIRE

Please read carefully: This questionnaire is designed to enable us to understand how much your low back pain has
affected you ability to manage your everyday activities. Please circle the LETTER that most closely describes your situation.

Pain Intensity

The pain comes and goes and is very mild.
The pain is mild and does not vary much.

The pain comes and goes and is moderate.
The pain is moderate and does not vary much.
The pain comes and goes and is severe.

The pain is severe and does not vary much.

Personal Care

1
A
B
C
D
E
F
2
A
B
C
D
E
F

| do not have to change my way of washing or
dressing in order to avoid pain.

| do not normally change my way of washing or
dressing even though it causes some pain.
Washing and dressing increases the pain, but |
manage not to change my way of doing it.

Washing and dressing increases the pain and | find it
necessary to change my way of doing it.

Because of the pain, | am unable to do some
washing and dressing without help.

Because of the pain, | am unable to do any washing
or dressing without help.

3_Lifting
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| can lift heavy weights without extra pain.

I can lift heavy weights but it gives me extra pain.
Pain prevents me from lifting heavy weights off the
floor.

Pain prevents me from lifting heavy weights, but | can
manage if they are conveniently positioned, e.g., on a
table.

Pain prevents me from lifting heavy weights, but | can
manage light to medium weights if they are
conveniently positioned.

| can only lift very light weights, at the most.

alkin

4 Wvalking

nmmoow»>

Pain does not prevent me from walking any distance.
Pain prevents me from walking more than 1 mile.
Pain prevents me from walking more than 1/2 mile.
Pain prevents me from walking more than 1/4 mile.

| can only walk using a cane or crutches.

| am in bed most of the time and have to crawl to the
toilet.

5 Sitting

| can sit in any chair as long as | like without pain.
I can only sit in my favorite chair as long as | like.
Pain prevents me sitting more than 1 hour.

Pain prevents me sitting more than 1/2 hour.
Pain prevents me sitting more than 10 minutes.
Pain prevents me from sitting at all.

6_Standing
A.

B.

| can stand as long as | want without pain.
have some pain while standing, but it does not
increase with time.

mom o 0o

| cannot stand for longer than 1 hour without
increasing pain.

| cannot stand for longer than 1/2 hour without
increasing pain.

| cannot stand for longer than 10 minutes without
increasing pain.

| avoid standing because it increases pain right away.

7 _Sleeping
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| get no pain in bed.

| get pain in bed, but it does not prevent me from
sleeping well.

Because of pain, my normal night's sleep is reduced
by less than one-quarter.

Because of pain, my normal night's sleep is reduced
by less than one-half.

Because of pain, my normal night's sleep is reduced
by less than three-quarters.

Pain prevents me from sleeping at all.

Social Life

8

A.
B.
C.

o

mm

My social life is normal and give me no pain.

My social life is normal, but increases the degree of
my pain.

Pain has no significant effect on my social life apart
from limiting my more energetic interests, e.g.,
dancing, etc.

Pain has restricted my social life and | do not go out
very often.

Pain has restricted my social life to my home.

| have hardly any social life because of the pain.

9 Traveling
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| get no pain while traveling.

| get some pain while traveling, but none of my usual
forms of travel make it any worse.

| get extra pain while traveling, but it does not compel
me to seek alternative forms of travel.

| get extra pain while traveling which compels, me to
seek alternative forms of travel.

Pain restricts all forms of travel.

Pain prevents all forms of travel except that done
lying down.

10 Changing Degree of Pain
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My pain is rapidly getting better.

My pain fluctuates, but overall is definitely getting
better.

My pain seems to be getting better, but improvement
is slow at present.

My pain is neither getting better nor worse.

My pain is gradually worsening.

My pain is rapidly worsening.

Examiner:




Complaints Form: Elite Chiropractic Center

Name: Date:
A. NECK OR CERVICAL NONE MILD MODERATE SEVERE
SPINE
1. Neck Pain and Soreness A B C D
2. Loss or Pain upon Movement A B C D
3. Shoulder Pain A B C D
4. Pain/Numbness/Tingling in arm or A B C D
hand
5. Weakness in arm or Hand A B C D
B. MID-BACK OR THORACIC
SPIN NONE MILD MODERATE SEVERE
1. Mid-Back Pain A B C D
2. Rib or Chest Pain A B C D
C. LOWER BACK OR LUMBAR
SPINE NONE MILD MODERATE SEVERE
1. Lower Back Pain or Soreness A B C D
2. Loss of Movement or Pain with A B C D
Movement
3. Pain into Hips or Buttocks A C D
4. Pain in Legs, Knees, Feet/or any A B C D
combination of these
5. Numbness/Burning in Legs or Feet A B C D
D. OTHER COMPLAINTS
NONE MILD MODERATE SEVERE
1. Headaches A B C D
2. Visual Disturbances or Blurry Vision A B C D
3. Ringing or Buzzing in Ears A B C D
4. Nausea or Vomiting A B C D
5. Difficulty Breathing A B C D
6. Dizziness A B C D
7. Recent Unexplained Weight Loss A B C D
8. Bowel or Bladder Dysfunction A B C D
E. AGGRAVATED BY
NONE MILD MODERATE SEVERE
1. Coughing A B C D
2. Sneezing A B D
3. Prolonged Periods of Sitting A B C D
4. Prolonged Periods of Standing A B C D
5. Prolonged Periods Sitting in a A B C D
vehicle
6. Lying on Stomach A B C D




