PATIENT #

Dain ! !/

CONFIDENTIAL CLINICAL RECORD

GENERAL INFORMATION - PLEASE PRINT

PATIENT NAME HOME ADDRESS

CITY T

R ABSEERT B T oy o
BIRTHDATE / ’ SEX:M — F __. MARITAL STATUSM _. S __D__W_ CHILDREN

YOULIR EMPLOYER CITY YEARS WITH FIRM
OCCUPATION SOCIAL SECURITY & / /
DAIVERS LICENSE NO. HOME PHONE WORK PHONE

CELL PHONE EMAIL

SPOUSE'S NAME 5.5. # / / OCCUPATION

SPOUSE'S EMPLOYER CITY HOW LONG?
NEAREST RELATIVE NOT LIVING WITH YOU

ADDRESS CITY PHONE

PHYSICIAN DATE OF LAST PHYSICAL

DENTIST DATE OF LAST VISIT —
DATE OF LAST CHIROPRACTIC ADJUSTMENT / SEEN BY DR,

WHO IS FINANCIALLY RESPONSIBLE FOR THIS BILLY

ADORESS IF DIFFERENT

FHONE

WHO MAY WE CONTACT IN CASE OF EMERGENCY?

PHOMNE

If yau are in pain, please mark the exact location of your pain on
the diagram below. Alsq describe the type and frequency of
your pain, as wall as any activity which brings on or aggravales
the pain. For example, dull, sharp, constant, off & on, when
atanding, when 1itting, elc., ate.

WHOM MAY WE THANK FOR REFERRING YOU TO US?

MAJOR COMPLAINT
(Ceacribe in your own words your-problam and how it
happened or slarted) .

COMPLETE THESE DIAGRAMS

M
@

102 — 5/B1

When was the very tirst time you ware awara of this problem?

Have you gver had this problem or similar problam befora? ____

i yes, axplain:

Have you ever received any traatment for this condition? ———
If yes, when, whers and what ware the results?

i1 the problam better O worsa O the same O
What makas it battar?

What makes it worsa?

S o o



How has this problem affacted your IHa: List afl surgery you hava had and the dates
A. Home
B. Work
C. Racreation
D. Rest and Steep

Have you ever been in an automonbile accident? £ Nevar O Pasl ¥r. O Past 5 Years O Over 5 Yra,
Describe any ather accidents or falls you have pver had

Have you ever? Besn slunned or unconscious 0 Had broken bones [ Used a cane orcrutch D Basn hospitalized 3 Whal
for

Had a nervous breakdown O

. Had any major illness [ Describe

DRUGS YOU NOW TAKE; [JMNerve Pills [JPain Kilers ] Muscle Relaxers [0 “"Pep” Pils O Tranguilizers T Insulin
O Birth Control Pills O Other (please fish '

Have you or any of your blood relatives had? 7 High Blaad Pressura [JVenereal Disease
DO Tuberculosis O Hearl Disease (IDiabetes T Arthritis OEpilensy O Cancer [ Polin
Habits: till in number ar check \hose that apply

No. hours sleap

Exercite routinely [J Do you smoke U]

Oea ____Clocollee _ Oazoda - alcohol

How many ¢ups or glasses

Please underhine all of the tollowing symptoms which you have now ar have had previously. We want all the facta about your health
pefore we accep! your case. Your health report is contidential and is treated as such by our stall,

GEMERAL S5YMPTOMS RESPIRATORY GENITOURINARY SYMPTOMS
7R4 0 Headache 7R6.2 Chranic cough 788.3 Frequent urination
346.9 Migraine headache 786.50 Chest pain 7881 Paintul urination
780.8 Nrighit Sweating 786.09 Pamn ot ditheully hireathing 592 Kidney infection/stanes
7R0.2 Fainting wilh exarcise £01.9 Frostate trouble
7B0.4 Dizziness
780.3 Convulsions CARADIQ-VASCIILAR GASTAOINTESTINAL SYMPTOMS
780.52 L.oss of sleep RS RAaprd beating heant 782 Foor appatile
7a0.7 Fatigue 427 88 Slow beatmg heart 904 2 Excessive hunger
7892 MNervousness 401.9 High blood pressure 7873 Belching or gas
783 Loss of weight 458.9 L.ow blood pressure 787 Mausea or Vomiting
278.0 Obesity 786.51 Patn over hearl 536.9 Pain over stomach’
995.3 Allargy 71907 Swelling of ankles 564 Constlpalian
781 Tremaors Right [ Left(d 550 9 Diarrhea
436 Paralytic siroke 789 Colon trouble
E.EM.T. 4556 Hemorrholds (Piles)
J6a.9 Failing vision MUSCLE & JOINT SYMPTOMS 5759 Gall bladder trouble
389.9 Dealness 716.9 Arthritis 558.9 Colills
aaR.7a Earache 782 Numbnezs/pain in arms
388.30 Ear noises hands, or legs, toes FOR WOMENM ONLY
7847 Nosa bleeds 718 Swallen joints B11.72 Lumps in breast
462 Sore throal 719.7 Difticuity tn walking £23.5 Vaginal discharge
4939 Asthma 12210 Low back pain 625.3 Painful menstrual pariods
460 Frequent colds 7222 Disc displacement 6258.2 Exceasive flow
240.9 Enlarged thyraid 7221 Fain in neck 626.4 Irregular cycle
6869 Sinus problems 7235 St neck 627.2 Menopausal symptoms
7241 Fain between shoulders Date ol last periad 7 /
SKIN 724,79 Paintul tailbone Are you preqngn!?_—“ T
698.9 Itching 128.85 Muscle spasms Number of pregnancies
2878 Bruises easily 729.4 Foot trouble Number of live births _
7011 Dryness Tar Faulty posture Birth Control method
454 9 Varigose veing 73r.3 Spinal curvature
782 Sensitive skin 7a1 Tremors
Shoulder pain
——n Kree pain
R Elbow pain
- Ankle pain
Signature

Patiani /Minarsdian



PERSONAL INJURY/WORKMEN'S COMPENSATION QUESTIONNAIRE

‘ Data of Agzident: Tima:

NAME:
Whers did accident happen?
Describe the sccident in your own words:

What was your position incar?  Q Driver D Passsngar, | passenger, wnrl: you sittingin - 2 Front [ Right Rear O Latt Rear

Did your vehicle strike other vahicla? OYe 0O Mo. Wat your car struck by other vehicla? DYs 0O Nao
Was the impact from O the front? 0 from tha right side? 0 from tha laft side? O from the rasr?
At the time of impact, ware you 0 looking straight ahead? O looking right? 0 looking laft?

Waers both hsnds on stesring whesi? O Yes 0O No Was your foot on braks? D Yes O No Ware you brsced for impact? O Y 0O No

Whars in the car weara you after tha sccident?

Wars you wakring seat baltt? O¥m O Mo Did you strika anything in vehicla st tims of impact? OYn O No
1f yoa, spacify: [1 Stesring Whea| T Dashboard D Windshisld DO Side Door O Arm Aasts
0 Side Window. Plassa state part of body: 0 Chest O Chin 0 K ress O Shoulder 1 Hand O Head

Immaedistaly follawing the accidant, how did you fee!?

OYm £ No Did you go 1n hospital? OYm £ Mo

Wars you unconscious? 2 Yas 0 N In & data?
If you want to hospital, when? At tirne of sccident O Yes [ No Next day OYm 0O Na
How did you get to hospital? Ambulance O Y O No Private Transportation OYw. 1 Ne

Did the ambulsnce attandanty pisce you in: MNeck Callsr OYsms ONo Spline [IYss ONo Braos DOYm DNe

Mame of Hospital:

Attanded by Dr.

H to, what was tha disgnogis?

Ware you sdmitted to the hotpital? DY

What treatmant was randerad?

What recommendationt wers made? Ses own doctor?
Phytical Therapy D Yaes ONo

Wers you x-raysd at haspital? 0 Yms [} Na

3 No Haw long did you stay?

O Yas 0O Nao S nﬂhnp;-dic doctar OYes O No

Have you teen sny other doctor as a result of this accident? 0O Yes O No

Doctor's name _ .

Is your pain constant? QYes ONo lsthepainonendoH? OYes DONo Shap? OYes ONo Dull! OYes DNo
Ocher

{1 your pain worss whan ariging fram & cheir? 0 Yes [ Na lg it made worsa by straining? O Yes £ No By coughing? 0 Yes D No
By snmling! OYw O No By straining when moving your bowels? O Yes DNo

Do you have any numbnsss or tingling In your srma: OYes ONo Inyourhsndsi? OYes ONo inyourfingen? O Yes ONo
tn your isgs? Y O Mo in your fes1? OYs  ONo In your tom? OYm 0 Na

What is your most comfortable position? Sitting O Yen [ No Lying an your right side O Yes 0O No On your ieft side O Ye O No

Lyingonyourhack OYm CONo Onyourstomach DYm ONo Standing O Ys: 0 No
Is it ditflcult for you to move around in bed? O Yes G No

Othar
Do stratching and twirting worsen the pain? O Yes 0O No
Do any of tha following ralisve your pain? O Haating Prd O Hot Bath 3 Shawer O low Pack

Dost 2 brace (if you bave trisd onal help relisve the pain? DO Yw ONeo
Dows a change in hes! height worsen the pain? O Yss O No Do you fesl better moving around? O Yeas 0 No Or resting? O Ye 3 No

Do you have a firm matress? O Yw O No Do your knees acha ar hurt? OYes O No Do you have crsmps Inleg? OYm DMNo

inarm? OYm O No Have you had sny change in your bowel habits? OYes O Na

Hava you loft any time from work becauss of this sccident? O Ya O No
If yot, give dates of timae fost. From
Totally disabled from 1o

To
Partiaily disablad from to




BEFOHAE YQUA ACCIDENT, s1thm ate your to1al lifting sfiort wbitity:

1.  How muech weight? O Maximum O Avarags
2. How lar could you carry this waight? For how long & period of time?
3. Wai thit lifing done ot work? OYw 0 Hea Or at home or alsawhara? oYn 0O No

4. How aften did you carry thit smount af weight?

AFTER YOUR ACCIDENT, describe your total fifting ability:
1. How much weight can yau naw lIft without expariencing pain, diteamlort, or restrietion of motlon?

2, Did you axparience this pain, discomlart, ar reririction ol metion befors your sccident? O Y O Ne
3. How lar can yau carry thit weight how? And for how long » periad of time?
4, How olien can you carry this weight?
5. Aza you now limited in your lifting ability in some bady position that you wars previously rol? OYn £ No
IT 30, 1pecily position
6. What wwmptoms dobs Lifting produce?
1. How long do thers tymptoms lasc?
Are you pressnily abis to: ‘
LIFT O Vaery heavy Ibs. 0 Heawy, b1, O Light b1, (a A | CF T -
WORK O Very haavy by, O Heavyje—.. . Ihy, L Ligh— . Ib, OSitting e . ¥,
¥hat potilioni can you work in with 2 MINIMUM O EMAND of phyiical affort? 0O Standing 0 Walking 0 Sitting
With Minimum Damand of phytical aHort, what positiont can you work in PART.TIME and for how long?
O Starwdirg O Walking 0O Sitting
With Minimum Damand of physical effort, can you work.in a SITTING POSITION with tome degree of walking or standing activity?
3 Yas QO No
Da yau fesl that you cennot parfarm any physical wark activity? DYn t1 Na
Do you tesl that you cannot parform any manial work? DY a No
Reiate your BEFORE injury capscity [mark '0°) and your AFTER injury capscity {mark 'A°] lor performing sctivities:
1. Wilking Normal Limited Dilticyn Pain
2. Sunding Normal —_______ Limited Diftieult Pain
3. Sitting Mormal — Limdted ______ Ditficult Paln
4. Banding Narmal . Limited Qifticult Piln
5. Stooping Mormal ... _ Limited DiHicult Piin
8. Lilting Normal — ___ Limlied Difticult Palp
7. Pushing Mormal e Limited Ditficult Pwin
B. Pulling Normel — Limited Ditticuit Pain
8. Ciimbing Harmal e —rieeeem Limyited Dif ficult Fiin
10. Raesching Noemal . . Limited Dl ficuht Painy
11, Gripping Narmal __________ Limited Ditfleun Pain
12, Kneeling Normal ____ Limiisd Difficult Paln
11, ABalance Normtal —________ Limited Difficuht Pain
14, Faigua MNormal Limited Dilficult Pain

Ganaraily spaaking, it your insbility to perfoarm thase lunctioni due to - OPain O Weakneis O Structurs] Kmitatlern 0 Nervas?

Do you have normat wxusl tunction? OYmw a0 No

Are you sbld 16 take care of your personal setl, such s dranleg, bathing, ote.? O Y1 O Ho Or do you require aetistanes? O Yeor & No
Do you leat your prssant condition s tempgrary? OYw O Nao Cr parmarant? OYm 1 Na
Patisnt's Signature Gate:




| AND PAYABLF BY THE PATIENT;

IN THE EVENT OF AN AUTOMOBILE ACCIDENT THERE ARE MANY POSSIBLIES
FOR FILING ON INSURANCE. OUR OFFICE WILL STRIVE TO FILE AND
COLLECT WHATEVER FUNDS MAY BE AVAILABLE TQ YOU. WE FILE ALL PIP

CLAIMS AND HEALTH INSURANCE CLAIMS FOR YOU AND WHEN THE PAYMENTS

ARRIVE THEY ARE CREDITED TO YOUR ACCOUNT. .IN THE EVENT THAT YOUR
HEALTH AND PERSONAL INJURY PROTECTION EXCEEDS YOUR CHARGES THE
EXCESS WILL BE REFUNDED TO THE PATIENT. IF YOQUR ACCOUNT HAS BEEN
CLEARED BEFORE LIABILITY PAYMENT HAS BEEN MADE THEN THIS OFFICE
'WILL RELEASE THE CLAIM AND THE PAYMENT WILL BE MADE DIRECTLY TO

THE. PATIENT. THIS OFFICE WILL ACCEPT ASSIGNMENT "ON' VERIFIED.

INSURANCE WHEN ALL FORMS HAVE BEEN SIGNED, BUT. THE PATIENT. IS
RESPONSIBLE FOR .ALL. CHARGES THAT. ARE NOT .PAID .BY THE ‘IN: 1 ‘
COMPANY. . IN THE EVENT THAT.AN ATTORNEY HA  BEEN INVOL
.-, PATIENT. MUST NOTIFY" QURHOFFICE“WITHIN 24 HOURS. . /IF AN A7 NEY:
"/ HAS 'CHANUED OR: BEEN, ‘DISMISE . RELEASED ‘THE.-CASE THEN. PATIENTﬂr

] | : - 4 HOURS OR THE BILL MAY "BECOME DUE,
IMMEDIATELY R

THE. PATIENT MUST COOPERATE AND PROVIDE INFORMATION AS NEEDED‘
OUR OFFICE WILL. DO THEIR VERY BEST TO COLLECT ALL FUNDS Al

| QUICKLY AS POSSIBLE. 'WE.'APPRECTATE OUR CHANCE TO. SERVE YOU. ;

PERSONAL INJURY-——AUTOMOBILE ACCIDENT

NAME — e | .~ __PHONE

DATE OF ACCIDENT_ i TIME_ WHERE;

. PP INSURANCE (PATIENT’S)

NAME OF INSURED - . POLICY

INSURANCE COMPANY _ ; . FPHONE

INSURANCE AGENT

EFFECTIVE DATE CLAIM #

PIP INSURANCE (DRIVER’S)

NAME OF INSURED POLICY

INSURANCE COMPANY PHONE

INSURANCE AGENT

EFFECTIVE DATE CLAIM #




PIP INSURANCE (OTHER AUTOMOBILE OWNED)

| NAME OF - INSURED | POLICY

INSURANGE CDMPANY ” PHONE

.INBURANCE AEENT&QQWw‘..

EFFECTIVE D%TEﬁ;EEiFEiEFEEf?AT‘E"‘“‘ CLAIM#

BEALTH INSURANCE-PRIMARY (PATIENT’S) j
NAME INEUEEE - u POLICY :
HOW RELATED TO INSURED L _GROUP___ ! !
INSURANCE COMPANY ‘ PHONE /
ADDRESS e | |
POLICY # | ___ croup
TYPE OF POLICY: GROUP PERSONAL
EMPLOYER

HEALTH INSURANCR-SECONDARY (SPOUSE’S)

NAMElDF INSURED POLICY
HOW RELATED TO INSURED GROUP
INSURANCE COMPANY ' PHONE
ADDRESS
POLICY# GROUP#
EMPLOYER




NAME INSURED

LIABILITY INSURANCE--BODILY INJURY

POLICY

INSURANCE CO.
INSURANCE AGENT

ADDRESS

PHONE

ATTORNEY INFORMATION

PHONE

LAW‘DFFIGE.DF

| ADDRESS"






