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AUTO ACCIDENT QUESTONNAIRE
GENERAL INFORMATION

Patient Name: Date:

Sex: Male Female Date of Birth: SS#:

Address: City: State:

Zip: Home Phone: Cell Phone:

Employer's Name: Email:

INSURANCE INFORMATION

Your Ins Co: Claim #:

Name on Policy: Date of Birth:

Personal Health Plan: ID#: Group:

Policy Holder's Name: Date of Birth: Relation to Patient:

ATTORNEY INFORMATION

Name: Phone:

Address: City: State: Zip:

Date of Accident: Were you: 0 Driver [ Passenger [0 FrontSeat [0 Back Seat

Number of People in your vehicle: Were you wearing seat belts? [0 Yes [0 No
What direction were you headed? [0 North O East O South O West

On (name of street):

What was the Year Make Model of your vehicle?

What direction was the other vehicle headed? [ North [0 East O South O West

On (name of street):

What was the Year Make Model of their vehicle?
Were you struck from: [0 Behind O Front O Left Side O Right Side

Road Conditions: [ Dry O Damp O Wet O Snow O Ice O Other

Time of day: O AM apPm O Daylight O Dawn O Dusk O Night

Did your vehicle have a headrest? [ Yes O No

Did the headrest come up to: Top of Back Middle of Head Top of Head

Was seat back position altered after the accident? O Yes O No
Did air bag deploy? O Yes O No
What was your head position at the time of impact? O Straight Ahead O Right O Left O Other

What were your hand positions? [0 Right on the wheel [ Left onthe wheel O Other



AUTO ACCIDENT QUESTIONNAIRE

If passenger, describe body position at time of impact:

Did any part of your body strike any part of the vehicle during the accident? O Yes [ No

Describe:

What is the estimated property damage to your vehicle?

Estimated damage to other vehicle: 0 None O Minimal OO Moderate O Major
Were you knocked unconscious? O Yes [ No If yes, for how long?

Were the police notified? O Yes [ No

In your own words, please describe the accident,

Did you have any physical complaints BEFORE the accident? OYes O No Ifyes, please describe in detail:

Please describe how you felt immediately after the accident:

Were you taken to the hospital? O Yes [ No If so, which one?

Have you been treated by another Doctor/hospital since the accident? OYes O No Ifyes, list Doctors/Hospitals:

What type of treatment did you receive?

Medications:

Since your injury occurred, are your symptoms: O Improving [ Getting worse 0 Same

CHECK THE SYMPTOMS YOU HAVE NOTICED SINCE THE INCIDENT

[0 Headache O Irritability COONumbness in Toes O Face Flushed

O Feet Cold

0 Neck Pain [ Chest Pain OShortness of Breath 0 Buzzing in Ears

0 Hands Cold

[ Stiff Neck [ Dizziness OJaw pain/popping O Loss of Balance
[ Fatigue

[ Difficulty Sleeping [ Depression [0 Head Seems Too Heavy [ Constipation O Fainting
O Back Pain [ Cold Sweats O Pins & Needles (Arms) O Light Bothers Eyes 0O
Tension

Symptoms other than above:

Have you lost time from work as a result of this accident? [ Yes [ No If yes, please explain:

Did you notice any activity restrictions as a result of this injury? OYes O No Ifyes, please describe:

Patient Signature: Date:
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Past or Present Symptoms, Conditions or Habit

Below is a listing of symptoms, conditions, or habits. Please check the box indicating which symptoms apply

Symptom Symptom
NECK PaiN...cceeeeeeceeceecee e et e O High Blood Pressure........cccueu.... O
Shoulder Pain......ccocccceeeccveeeenccceeee e, O Heart Condition......cccccceceereeennns O Tobacco Use:

. . -, O Past O Present
Arm/EIDOW Pain.....ccccvveeevncenieiencceenneeenns O Respiratory Condition................. | O Occasional O Moderate
Hand Pain..........cceoeeeecceceece O Digestive Problems..................... O O Heavy
Upper Back Pain.......ccccceevecvvrieeeccceeeeeenees O Kidney/Bladder Problems.......... O
Lower Back Pain.........ccccovvienivncnennnen, O Menstrual Problems................... O Alcohol Use:
Pain in Upper Leg or Hip....c.ccvvevercrennen. O Breast Soreness/Lump.............. O O Past O Present
Pain in Lower Leg or Hip...c.oooeevvveernceennnns O Sinus Conditions......cccvceevecivennnne O O Occasional O Moderate
Pain in Ankle or FOOt......cccvevivriieeniiennane O Allergies/Asthma........ccceeveernnenn. O O Heavy
Numbness/Tingling in Arms or Legs....... O (07 0 o1 GH TN O
JAW PNttt O ] (0] (< O Please list any medications or
Joint Swelling/Stiffness.....c.ccvvvvrceenicnennn. O Excessive Weight Loss/Gain.... O nutritional supplements you take:
HeadaChesS......cceeieiceee e O Skin Condition......cccceeeeceeerecnnnes O
DiZZINESS....eeeieiiieie et O ArthritiS...ccoveccen e O
Fainting Spells.....cccovieienvreieereeee O Diabetes.......ccoerveriinieinenneens O
CONVUISIONS....oeeceerrerreeeeeeee et O Prostate Condition.........cceceennee. O
General Prolonged Fatigue........ccccecuennee O Constipation/Diarrhea............... O
Condition of Uterus/Ovaries........c.ccuuee... O Pregnancy.....cccccevceceeeeecsceeeeneenns O

Injuries, Accldents and Surgeries

Please list the description and date of any injuries accidents or surgeries you’ve had.

Broken Bones:

Falls:

Surgeries:

Automobile Accidents:

Work Injuries:

Other:

www.drbly.com
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Last Name First Name ACKNOWLEDGMENT OF RECEIPT
OF NOTICE OF PRIVACY
PRACTICES

Patient record#:

Date of Birth:

By signing below, | am acknowledging that:
e |am either the patient or the patient’s personal representative;
e | havereceived a copy of the “Notice of Privacy Practices” for
County/District Health Department; and
e | understand that | may contact the person named in the Notice if | have questions about the
content of the Notice.

Signature of patient or parent/legal guardian/legally responsible party Date

Description of relationship to patient

TO BE COMPLETED BY STAFF
Complete all applicable parts—Please refer to Instructions

Part 1. Complete if signature requested but not obtained.
Staff member sought but was unable to obtain an acknowledgment from the patient or the patient’s personal
representative for the following reason:

O Patient/personal representative refused to sign form

O Other

Part 2. Complete if patient/personal representative unavailable to sign form on first date of service delivery.

O Form mailed/sent to patient/personal representative on
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AUTHORIZATION TO RELEASE MEDICAL RECORDS

| hereby authorize the release of my medical records such as, but not limited to;

imaging, imaging findings, evaluation findings, treatment notes or records requested, be
submitted to:

North Pinellas Chiropractic
36949 US HWY 19N

Palm Harbor, FL 34684

Fax: 727-916-6196

Phone: 727-934-7602

Signed:

Print:

DOB:

Date:




TBI SYMPTOM CHECKLIST

Name: Date of Birth:

What was the date of your injury? Today’s Date:

Please make a check in the boxes below to indicate if you are experiencing any of the following
symptoms in the list:

SYMPTOMS SINCE INJURY PRIOR TO INJURY
Headache

Pressurein head

Neck pain

Nausea

Vomiting

Dizziness

Blurred vision

Balance problems
Light sensitivity

Sound sensitivity
Feeling slowed down
Feeling likein a fog
Don'tfeel right
Difficulty concentrating
Difficulty remembering
Fatigue or low energy
Confusion

Drowsiness

Trouble falling asleep
More emotional
Irritable

Sad

Nervous or anxious
Don't feel normal
Other (write in)

Other (write in)

Other (write in)

Other (write in)

1. Ifthisis a premises liability case, did the client’s head strike anything (floor, wall, etc?)
O Yes O No

2. Ifthe date of injury is greater than 6 months old, are any of the symptoms from the list
above contained with any consistency in the medical records or chiropractic chart notes to
date?
O Yes 0O No






