E’town Chiropractic Center

Confidential Patient Information

In order for us to understand your health problem properly, please complete this form neatly, accurately, and completely.
Thank you.

Date Email celi#

Name SS# Home#
Street City Zip
Age Birth date Marital status S M W D # Children
Occupation Employer

Address Office phone

Name of spouse Occupation

Employer Contact #

Other Nearest Relative Contact #

Heard about our office through?

Is this injury do to a work injury? Y N s this injury do to auto accident? Y N

List present complaints: Details of any accident/injury and when began:
1

a W N

List other doctors consulted for present complaints and injuries:

Name: When consulted
Diagnosis Treatment

How long was treatment Results

Name: When consulted
Diagnosis Treatment

How long was treatment Resuits

Family Doctor Date last seen

Please circle any of following conditions:
Pacemaker Cancer Skin Eruptions Heart Condition Epilepsy Pregnant Nerve Damage

Metal Implants: location Recent surgery: location
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What surgeries have you had
Type/When/Doctor/Remarks

List former serious accidents and falls: (auto, work, home, leisure, sports, other - circle one)

WhatWhen/Symptoms/Treatment/Results

List broken bones:
What/When/Remarks

List medications and/or diet supplements you take:
What/Frequency/Doctors/Side Effects/Remarks

Environment
Work - (Please circle appropriate answer)
Seated/Standing - Work Bench/Desk/Counter/Other

Jaob involves - Lifting/Bending/Stooping/Twisting/Turning/Carrying/Walking/Standing/Other

Chair - Executive/Steno/Bench/Stool/Folding/Other

Leisure

Sedentary aclivities? Standing/Seated/Lying? TV/Reading/Card Games/Sewing/Other (Please describe)

Shoes - High heels/Boots/Other

Strenuous activities? Exercise - Type/Frequency/Length of time?

Sporis - Type/Frequency/Length of time?

If you have discontinued sports or strenuous activities, why the change?

Exert Yourself - Frequently/Occasionally/Rarely/Never? Describe how?

MEDICAL/FAMILY HISTORY S = Self M= Mother F = Father
(Please indicate which conditions have been experienced by the above by marking appropriate boxes).

-

AIDS
anemia
arthritis
asthma
back pain
bladder trouble
bone fracture
cancer

chest pain
concussion
convulsions
diabetes
indigestion
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dislocated joints
epilepsy

German measles
headaches

heart trouble
reproductive disorders
high blood pressure
HIVIARC

kidney disorder
bowel control loss
menstrual cramps
multiple sclerosis
muscular dystrophy

Have you been {reated by a physician for any health condition in the lastyear? Yes O

w

goooooooanoan

goooooooaooan=s

gnoooooooQooaao™

neck pain
nervousness
numbness
polio

poor circulation
hepatitis
rheumatlic fever
theumalism
scarlet fever
serious injury
sinus trouble
tuberculosis
venerea disease



o

e Al

'.:]"'J.

- ‘.l
e
‘
.o
v
a
-
moiTuw
B
Tt




Patient Health Questionnaire - FHQ

ACN Group

Satient Name

Date

1. Describe your symptoms

ACN Use Only rev 9/11:2002

a. When did your sympltoms slart?

b. How did your symptoms begin?

2. How often do you experience your symptoms?
® Constantly (76-100% of the day)

@ Frequently (51-75% of the day)
® Occasionally (26-50% of the day)
@ Intermittently (0-25% of the day)

3. What describes the nature of your symptoms?

® Sharp ® Shooting
@ Dull ache ® Burning
@ Numb ® Tingling

4. How are your symptoms changing?
® Getting Better
@ Not Changing
® Getting Worse

5. During the past 4 weeks:

a. Indicale the average intensity of your symptoms

@ Not at all @ A little bit

None

Indicate where you have pain or other symptoms

Unbearable

® ® @ 0@ ® 66 @ 0 e ©

b. How much has pain interfered with your normal work (including both work outside the home, and housework)

® Moderately

@ Quite a bit ® Extremely

6. During the past 4 weeks how much of the time has your condition interfered with your social activities?

(like visiting with fiiends, relatives, efc)

@ All of the time

@ Most of the time

@ Some of the time

7. In general would you say your overall health right now is...

@ Excellent

8. Who have you seen for your symptoms?

a. What trealment did you receive and when?

b. What tests have you had for your symptoms
and when were they performed?

9. Have you had similar symptoms in the past?

a. If you have received treatment in the past for
the same or similar symptoms, who did you see?

10. What is your occupation?

a. If you are not retired, a homemaker, or a
student, what is your current work status?

Patient Signature

@ A little of the time

@ Very Good @ Good ® Fair ® Poor
® No One @ Medical Doctar ® Other
@ Other Chiropractor @ Physical Therapist
@ Xrays date: ® CT Scan  date:
® MRl date: ——— = @Other date:
@ Yes @ No
® This Office ® Medical Doctor ® Other
@ Other Chiropractor @ Physical Therapist
@ Professional/Executive @ Laborer @ Retired
® White Collar/Secretarial @ Homemaker ® Other
@ Tradesperson ® FT Student
® Full-time ® Self-employed ® Off work
@ Part-time @ Unemployed ® Other

Date

® None of the time







This is a functional assessment questionnaire that is important to determine how
your current health condition is affecting your daily life. Please fill out this form

as accurately as you can.

In the space by each activity, write the number that corresponds with the level of

restriction.

{ 0)-No difficulty, ( 1 )- Mild difficulty, { 2 )- Moderate difficulty, ( 3 )- Severe

difficulty, ( 4 )- Can’t Do

Pain level: 0- 10, 0- no pain—10- unbearable pain: Rating:

Sleep:
Driving a car:
Recreation:
Lifting 10-25 |bs:
50 Ibs +:

Static standing;:

Overhead reaching:

Pet care:

Computer use:
Climb stairs:

Carry groceries:
Household chores:
Yard work:

Caring for family:

Going down stairs:

Self Care -Dress, bath, shave, etc.:
Job Performance:

Lifting 0-10 lbs:

Lifting 25+ Ibs :

Walking:

Kneeling (e.g. weed garden) :
Changing position from sit to stand:
Reading {(concentration):

Feeding/eating:

Sexual activities:

Static sitting:

Lifting children:

Bending to tie/put on shoes:

Getting into/out of car:
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E'TOWN CHIROPRACTIC & NATUROPATHIC CENTER
620A WESTPORT ROAD
ELIZABETHTOWN, KY 42701
270-769-9844

PATIENT

ADDRESS

ATTORNEY

INSURANCE CARRIER

POLICY NUMBER

My attorney and/or insurance company are hereby requested and authorized to pay directly to:
Dean W. Tindall, DC, DCP, DABCO any monies due to him on account, paid first by the paying

insurance carrier, with any remaining balance to be paid for out of settiement made on my
behalf.

Further, | agree to pay Dean W. Tindall, DC, DCP, DABCO the difference, if any, between the
total amount of his charges and the amount paid him by the attorney and/or insurance carrier. It
is further understood that |, the undersigned, agree to pay Dean W. Tindall, DC, DCP, DABCO
The full amount of his charges, should my condition be such that it is not covered by my policy,
or for any reason the insurance carrier refuses to cover the claim.

Dated at: E'town Chiropractic- Elizabethtown, Kentucky

This day of , 20

Witness

Patient Signature
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E'TOWN CHIROPRACTIC & NATUROPATHIC CENTER
620A WESTPORT ROAD
ELIZABETHTOWN, KY 42701
270-769-9844

PATIENT

ADDRESS

ATTORNEY

INSURANCE CARRIER

POLICY NUMBER

My attorney and/or insurance company are hereby requested and authorized to pay directly to:
Dean W. Tindall, DC, DCP, DABCO any monies due to him on account, paid first by the paying

insurance carrier, with any remaining balance to be paid for out of settliement made on my
behalf.

Further, | agree to pay Dean W. Tindall, DC, DCP, DABCO the difference, if any, between the
total amount of his charges and the amount paid him by the attorney and/or insurance carrier. It
is further understood that I, the undersigned, agree to pay Dean W. Tindall, DC, DCP, DABCO
The full amount of his charges, should my condition be such that it is not covered by my policy,
or for any reason the insurance carrier refuses to cover the claim.

Dated at: E'town Chiropractic- Elizabethtown, Kentucky

This day of , 20

Witness

Patient Signature
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E’town Chiropractic Center, 620A Westport Rd., Elizabethtown, KY. 42701
270-769-9844

Kentucky State Law requires healthcare providers to obtain your INFORMED CONSENT prior to examination and treatment. The purpose of this
form is to inform you, not alarm you. What you are being asked to sign is confirmation that you have been informed of the following:

Examination & X-rays: this office uses highly sensitive x-ray film, intensifying screens, and filters that provide high quality x-rays with the lowest
possible x-ray exposure. The only noteworthy risk with taking x-rays deals with pregnancy. If there is any possibility that you are pregnant, inform
us prior to any x-ray examination. If there is no possibility of this condition, the inherent risks are so rare that we have na available statistics to

quantify their probability.

PLEASE CIRCLE ONE AND INITIAL: | AM /| AM NOT pregnant at this time / Does Not Apply Initial:

LA LR L R R Ry L R T P ey

Chiropractic Adjustment/ Chiropractic Manipulative Therapy (CMT): The doctor will use his hands or a mechanical device upon your body in such

a way as to move your joints in various directions. This procedure may cause an audible “pop” or “click” to be heard coming from your joints,
which is not cause for alarm. There are some material risks involved in doing these procedures as they are as follows:

-Pain: Chiropractic treatments may result in a temporary increase in soreness in the area receiving treatment.

-Rib Fractures: Fractures caused by chiropractic care are rare. They occur most frequently in patients with osteoporosis or weakened bones.
Evidence of osteoporosis can be noted on your x-rays, and if detected, the most appropriate, gentle treatments are used, minimizing the possibility

of fractures to the ribs.

-Disc Injury: Chiropractic treatment is appropriate for the treatment of many kinds of back problems, including some disc problems (1).
Occasionally, chiropractic treatment may aggravate or cause a problem if the disc is in a severely weakened state. However, this occurs so rarely
that statistics to quantify the probability are unavailable, but estimates place the risk of serious injury about 1 serious complication per 100 million

low back manipulations (2).

- Vertebral Artery Dissection (VAD}/Stroke: The overall incidence of vertebral artery dissaction leading to stroke in the general population is about
2 per 1000 people (3). Although chiropractic adjustments/manipulation has been implicated as a possible cause of stroke, this possibility is very
rare. The best available data suggests that a stroke is secondary to chiropractic adjustment/manipulation may occur 1 per 500,000 patients (4)-a
rate well below the overall risk in the general population. In comparison, the overall risk of death from taking non-steroidal anti-inflammatory
drugs (i.e. Aspirin, Ibuprofen, Naproxen Sodium, etc.) is 4 per 10,000 patients (5). The risk of serious complications or death from spine surgeries of
the neckis 11.25 per 1,000 patients (5). As you can see, the risk of stroke from chiropractic treatments is much lower than other common medical
treatments. Even though the risk is small, we have implemented procedures and tests that will likely reduce the potential for stroke even more.

-This list is of side-effects is not exhaustive and there could be other negative side-effects of various treatments

rendered in this office.
Initial:

I understand the risks and possible negative side effects of Chiropractic Care, Massage Therapy, and other therapeutic modalities
and treatments at E’'town Chiropractic Center that are involved in my treatment, and | have had the chance to ask questions of
the doctor and staff regarding these procedures and make an informed decision in the treatment of my condition{s). By initialing
these sections and signing this statement | authorize Dr. Tindall and any or ali members of E’town Chiropractic Center staff to

treat me using the method designed by Dr. Tindall.

Chiropractic is a second largest system of health delivery. As with any health care delivery system, we cannot promise a cure for
any system, disease, or condition as a result of treatment in this office. We will always give you our best care, and if your results
are not acceptable, we will refer you to another health care provider who we feel will assist your situation.

DATE: ) /

PATIENT SIGNATURE: Ss# / /







All the information that | have provided is true and factual to the best of my knowledge.

Signature Date

FINANCIAL RESPONSIBILITY STATEMENT
! understand and agree that insurance policies are an arrangement between an insurance carrier and myself. Furthermore, | understand that the Doctor’s Office
viill prepare any necessary reports and farms to assist me in making collection from the Insurance company and that any amount authorized lo be paid direclly
1o the Doctor's Office will be credited to my account upon receipt. However, | clearly understand and agree thal all services rendered me are charged directly to
me and that | am personally responsible for payment. | also understand that if | suspend or terminate my care and treatment, against the Doclor’s recommenda-

tion, my account balance will be immediately due and payable. | also agree to pay any and ali expenses the Doclor may incur for the callection of my account.

Patient's Signature SS.# Date

Other Responsible Party ____ S.8. # Information {aken by

PATIENT CONSENT
FOR USE AND/OR DISCLOSURE OF PROTECTED HEALTH INFORMATION
TO CARRY OUT TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS.

- , hereby states that by signing this Consent, | acknowledge and agree as follows:

1. The Practice's Privacy Notice has been provided to me prior to signing this Consent. The Privacy Notice includes a complete description
of the uses and/or disclosures of my protected health information ("PHI") necessary for the Practice to provide treatment to me, and also
necessary for the Practice to obtain payment for that treatment and to carry out its health care operations. The Practice explained to me
that the Privacy Notice will be available to me in the fulure at my request. The Practice has further explained my right to obtain a copy

of the Privacy Notice prior to signing this Consent, and has encouraged me to read the Privacy Notice carefully prior to my signing this
Consent.

2. The Practice reserves the right to change its privacy practices that are described in its Privacy Notice, in accordance with applicable
law.

3. lunderstand that, and consent to, the following appointment reminders that will be used by the Practice: a) a post card mailed to me at

the address provided by me; and b) telephoning my home and leaving a message on my answering machine or the individual answering
the phone.

4. The Practice may use and/or disclose my PHI (which includes information about my health or condition and the treatment provided to

me) in order for the Practice to treat me and obtain payment for that treatment, and necessary for the Practice to conduct specific health
care operations.

5. lunderstand that | have a right to request that the Practice restrict how my PHlis used and/or disclosed o carry out treatment, payment
and/or health care operations. However, the Practice is not required to agree to any restrictions that | have requested. If the Practice
agrees 1o a requested restriction, then the restriction is binding on the Practice.

6. | understand that this Consent is valid for seven years. 1 further understand that | have the right to revoke this Consent, in writing, at

any time for all future transactions, with the understanding that any such revocation shall not apply 1o the extent that the Practice has
already taken action in reliance on this Consent.

7. lunderstand that if | revoke this Consent at any time, the Practice has the right to refuse to treat me.

8. lunderstand thatif | do not sign this Consent evidencing my consent to the uses and disclosures described to me above and contained
in the Privacy Notice, then the Practice will not treat me.

| have read and understand the foregoing notice, and all of my questions have been answered to my full satisfaction in a way that I can
understand.

Name of Individual (Printed) Signature of Individual

Signature of Legal Representative Relationship
(e.g., Attorney-In-Fact, Guardian, Parent if a minor)

Date Signed Witness
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Specific Power of Attorney

BE IT ACKNOWLEDGED that |,

(Full Name)
, (social security number) the undersigned,

Do hereby grant a limited and specific power of attorney to: Dr. Dean Tindall,

Of E'town Chiropractic Center, 620 A Elizabethtown KY, 42701, as my attorney-in-fact.
Said attorney-in-fact shall have full power and authority to undertake and perform
Only the following acts on my behalf:

1. May request any and all documents and records needed for the processing of my insurance claim.
The authority herein shall include such incidental acts as are reasonably required to
carry out and perform the specific authorities granted herein.

My attorney-in-fact agrees to accept this appointment subject to its terms, and agrees
to act and perform in said fiduciary capacity consistent with my best interest, as my
attorney-in-factin its discretion deems advisable.

This power of attorney is effective upon execution. This power of attorney may be

revoked by me at any time, and shall automatically revoke after

’

{Date)
provided any person relying on this power of attorney shall have full rights to accept and reply

upon the authority of my attorney-in-fact until in receipt of actual notice of revocation.

Signed this day of ,20

Signature

Witness
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AUTOMOBILE ACCIDENT QUESTIONNAIRE

Patient's Name: Today's Date:
Date of Accident:
Where did the accident occur?
What road were you on? the other car?
THE FOLLOWING QUESTIONS PERTAIN TO YOU AND THE VEHICLE YOU WERE IN:
Vehicle type; Vehicle size:
Qcar QPickup USubcompact  QFull-size
Ovan OTruck QOCompact OMini
UsStation Wagon Bus OMid-size ULight
Uother UHeavy QOther
ODriver
Passenger Location OLeft UMiddle ORight
Qother QFront Passenger Rear Passenger O Third Seat (rear)
Speed of your vehicle: Why Vehicle was slowed or stopped: N/A
OStopped UMoving Moderately UTraffic Signal OParking
OParked QMoving Fast OPedestrian QTraffic
USlowing UMoving at apprx ___ MPH UStop Sign UBusy Intersection
UMoving Slowly
Collision Type:
ClDriver Side Impact UHead On Collision  Pedestrian Incident
QPassenger Side impact URear Impact QFront Impact
THE FOLLOWING QUESTIONS CONCERN THE OTHER VEHICLE INVOLVED IN THE ACCIDENT:
Vehicle type: Vehicle size:
UcCar OPickup QSubcompact  QFull-size
Qvan OTruck OCompact QOMini
Ostation Wagon [Bus UMid-size OlLight
QOther QOHeavy Qother
CONDITIONS AT THE TIME OF THE ACCIDENT:
Time of day: Road Conditions: Visibility: Visibility compromised by:
QFull daylight QDry UExcellent OBrightness
QDawn QDamp QUGood UDarkness
ODbusk Owet QOFair ORain
UINight LSnow covered QPoor OSnow
time: Qice covered UFog
OPatchy Ice/Snow QTraffic
THE FOLLOWING QUESTIONS CONCERN THE MOMENT OF IMPACT OF THE ACCIDENT:
Were you... Restraints:
(check all that apply)
OTotally unaware that the accident was impending OSeat belt
QAware that the accident was impending UShoulder harmess
UAware that the accident was impending and braced for it UNo restraints
f you wi e driver of the vehicle, was vour foot on the brake pedal? LlYes LINo UdKnocked off by impact
Was the air bag deployed? What position was YOUR headrest
in?
O Car not equipped with air bag dJAir bag not deployed UHigh position O Low position

UAir bag deployed UMiddle position U Integrated
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Position of YOUR head at time of impact?
Facing straight ahead

U Tiled forward

URotated to the left  (dRotated to the right

Position of Your body at time of impact?
QsStraight

OTilted forward

CRotated to the left

URotated to the right

Your vehicle? Ostopped QO rolled over
Qspun to the T right Qleft

Opushed how far?
Q other

Damage to vehicle YOU were in:
Qincurred minimal damage
Qincurred moderate damage
QOlincurred severe damage
Owas totalled

Was your head thrown...?

UBackward and then forward O To the left
QForward then backward

OTo the right
UTo the left then the right

U To the right, then left

Was your body thrown...?

UBackward and then forward

UForward then backward

UTotheleft [To the left then the right
OTo the right [To the right, then the left

JAcross the vehicle
QOOutside the vehicle

QUnder the vehicle

Were you wearing glasses or hat? Qy On
Did they come off? QyQn

landed

Citations:

ONone issued
QYourself

UDriver of vehicle patient was a passenger of

QDriver of other vehicle

ONot sure

AS A RESULT OF THE FORCE OF THE COLLISION, WHICH OBJECTS IN THE VEHICLE DID YOUR

QOINot known

BODY STRIKE?

Head nl/a

U Steering wheel QRight door
QDashboard OLeft window
OWindshield URight window
QArmrest OcConsole
QOHeadrest QGear shift
QRear view mirror UFront seat
QL eft door (Backseat
Right Arm n/a

U Steering wheel URight door
QDashboard QlLeft window
UWindshield ORight window
QArmrest UConsole
OHeadrest QOGear shift
QRear view mirror QOFront seat
QLeft door QBackseat
LeftlLeg n/a

(ISteering wheel URight door
{UDashboard QlLeft window
QWindshield UORight window
QArmrest UConsole
UHeadrest QOGear shift
QORear view mirror QFront seat
QlLeft door UBackseat

Left Arm n/a

USteering wheel
UDashboard
OWwindshield
QArmrest
UOHeadrest
CRear view mirror
QOLeft door

orso
USteering wheel
UDashboard
QOwindshield
UArmrest

OHeadrest

URear view mirror
Qieft door

{Steering wheel
UDashboard
QWindshield
QArmrest
DHeadrest
QRear view mirror
ULeft door

QRight door
QLeft window
URight window
QOcConsole
UGear shift
OFront seat
CBackseat

n/a
URight door
CLeft window
URight window
WConsole
QGear shift
QFront seat
UBackseat

Right Leg nla
ORight door
QOLeft window
ORight window
UConsole
UGear shift
ClFront seat
UlBackseat
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Check symptoms that have become apparent since the accident/injury:

ONervousness Ol oss of balance QSleeping trouble CHeadache
ONeck Pain/Stifiness OLoss of smell QOToe Numbness  QFainting
UMidback Pain Ol oss of taste QFinger Numbness UAnxiety

ULow Back Pain OLoss of memory {Cold Hands QOSeizures

QOEyes sensitive to light OPins & Needlss - Arms QCold Feet UVisual disturbance
QPain behind eyes QPins & Needles - Legs QChest Pain QForgetfulness
ODizziness O Shortness of breath QConstipation QOBlurred Vision
QCold sweats UHead seems too heavy QDiarrhea QDouble Vision
QOFace flushed Qrritability OFatigue OConfused
QRinging/Buzzing Ears Depression OTension QDisoriented

QFever Q0Other

FIRST DOCTOR/HOSPITAL/CLINIC:

OYes UNo Were you hospitalized as a result of this accident? If yes, where:
treatment diagnosis

Doctor 1 Name: Date of First Visit:

QYes QONo Were you examined? QYes ONo Were X-rays taken?
What diagnosis did the doctor give you?
QOYes ONo Were you given treatment? If yes, what type?
What benefits did you receive from this treatment?

Date of last treatment?
QYes UNo Did the doctor refer you to another health professional? If yes, to whom and for what?__

QOYes QUNo Did you follow the doctor's recommendation? If no, why not?

SECOND DOCTORJ/CLINIC:

Doctor 2 Name: Date of First Visit:

QOYes ONo Were you examined? QOYes UONo Were X-rays taken?

What diagnosis did the doctor give you?

QYes OQNo Were you given treatment? If yes, what type?
What benefits did you receive from this treatment?

Date of last treatment?

Notes:
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THE FOLLOWING QUESTIONS CONCERN THE TIME PERIOD IMMEDIATELY FOLLOWING THE
ACCIDENT:

Did you lose consciousness? Immediately following the accident. did you feel...?

Qves QDizzy Oweak

QNo UDazed CINervous

UDisoriented UNauseated

Were you able to walk unaided? Where did you go...7?

QOvYes UDrove home UDrove to work

UNo Qwas driven home OWas driven to work
UDrove to hospital UDrove to school

Qwas driven to hospital ~ TWas driven to school
UTaken to hospital via ambulance

In what areas did you IMMEDIATELY feel pain? 0O N/A

UOHead Shoulder Oieft UORight Hip  QOLeft ORight
UNeck Arm Uieft ORight Thigh Oieft ORight
QUpper back Elbow Oleft  ORight Knee (dLeft ORight
Mid back Wrist ULeft ORight Calf ULeft URight
URibs Hand Uteft  URight Ankle [lLeft CIRight
CChest FingersQLeft  URight Foot OLeft ORight
UAbdomen Buttock UOLeft [Right Toes ULeft ORight
OLow Back UPelvis

In what areas did you experience lacerations (cuts)? [ N/A

OHead Shoulder QOteft ORight Hip  UiLeft ORight
ONeck Am OLeft QRight Thigh OLeft QRight
Qupper back Elbow OLeit QRight Knee UlLeft URight

QMid back Wrist Oteft TRight Calf QLeft ORight
URibs Hand QLeft ORight Ankle OLeft ORight
UChest Fingers Qieft ORight Foot OLeft ORight
QOAbdomen Buttock OLeft DRight Toes Qleft ORight
OLow Back UPelvis

At the hospital, what areas were x-rayed? 0O N/A

QHead Shoulder Oteft QORight Hip  OLet ORight
ONeck Arm QOLeft ORight Thigh QOLeft DORight
UUpper back Elbow Qtet QRight Knee QLeft URight
QMid back Wrist OLeft ORight calf QLeft ORight
URibs Hand QOLeft CIRight Ankle (Left URight
OChest Fingers QLeft UIRight Foot ULeft CRight
UAbdomen Buttock ULeft ORight Toes OLeft URight
ULow Back QOPelvis

Next day discomfort...?
Qincreased Qdecreased Usame
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CURRENT SYMPTOMS:

Neck: O NA QOconstant Q intermittent  mild moderate severe

Osharp  Qdull Qache Oburning Qstiff Wcatch O sore U throbbing
Oother

headches QY ON how often? where

left arm Q constant O intermittent

Q tingling Onumbness Opain Q throbbing O shooting O weakness
right arm :0 constant O intermittent

Qtingling WOnumbness Opain QO throbbing O shooting O weakness
left hand: QO constant Q intermittent

Qtingling Qnumbness Opain QO throbbing Q shooting 0 weakness
right hand: O constant U intermittent

Qtingling UOnumbness QOpain Q throbbing O shooting O weakness

worse when : U flexing Uextending Qrotation Qleft Qright Qreading O ifting
Qother,

better when: Uheat Uice Orest Umassage Ustretching Oexercise
Oother

notes:

Midback: 0 N/A Oconstant O intermittent mild moderate severe

Qsharp  Qdull Qache QOburning Ostiff Qcatch O sore Q throbbing
Qother

worse when : U flexing Oextending Qrotation Qleft Qright Oreading Q lifting
Qother

better when: Qheat Qice UOrest Umassage Qstretching Qexercise
Qother

notes:

LowBack:d N/A QOconstant Q intermittent mild moderate severe

QUsharp Qdull Qache 0Oburning Qstiff Ocatch O sore O throbbing
Qother

worse when : U flexing Qextending Urotation Qleft Uright Qreading Q lifting
Qother

better when: Qheat Qice Qrest Omassage Ustretching Qexercise
Qother

notes:

left leg: O constant O intermittent

Qtingling Unumbness UOpain O throbbing O shooting U weakness
right leg: O constant O intermittent

Qtingling Qnumbness Qpain O throbbing O shooting O weakness
left foot: Q constant O intermittent

QO tingling Onumbness pain QO throbbing O shooting O weakness
right foot: O constant O intermittent

Qtingling Onumbness QOpain O throbbing O shooting O weakness
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PRIOR SIMILAR SYMPTOMS:

QYes OQNo  Did you have any physical complaints just before the accident? If yes, please describe in
detail:

QYes ONo  Have you ever had any prior injuries, accidents, diseases or treatment to the area of your
body now affected? If yes, what part was previously injured?

Date previously injured?
Describe previous injury:

QYes ONo Were you treated? By whom?

Date treatment began: Date treatment ended:
The last date you felt pain or problems from that previous injury:

Accident diagram:






