
New Patient Information

N am e:_______________________________________________ DateofInjury/Illness:_____/______/________

DateofBirth:______/______/_________ S ex: M /F S ocialS ecurity #_____________________________

Address:____________________________________________________________ Apt#____________________

City:_________________________________________ S tate:_______________ Zip:_________________

CellP hone:(______)_______-_____________ O therP hone:(______)_______-_____________

W orkP hone:(______)_______-_____________ Em ail:_____________________________________________

Em ergency Contact:_______________________________________ R elationship:________________________

P hone:(______)_______-_____________ Em ail:_____________________________________________

Insured or Responsible Party (if different from patient)

N am e:____________________________ DateofBirth:____/____/_____ S ocialS ecurity#___________________

Address:____________________________________________________________ Apt#____________________

City:_________________________________________ S tate:_______________ Zip:_________________

P hone:(______)_______-_____________ Em ail:_____________________________________________

Injury and Insurance Information

DateofInjury:_______/________/__________

How w ereyou injured? AutoAccident W orkAccident O ther:___________________________

P ersonalAutoorW orkersCom pInsurance:_________________________ Claim #___________________________

InsuranceContactP erson:_________________________________ P hone:(______)_______-_____________

At-faultAutoInsuranceCom panyifavailable:_______________________ Claim #___________________________

InsuranceContactP erson:_________________________________ P hone:(______)_______-_____________

HealthInsuranceCom pany:______________________________ P olicyHolder:__________________________

P olicy # ________________________ Group# __________________ P hone:(______)_______-_____________

General Information

How didyou hearaboutourclinic? _________________________________________________________________

R eferringP hysician:_________________________________________ P hone:(______)_______-_____________

Doyou haveanattorney? Y /N

Attorney/L aw Firm :_________________________________________ P hone:(______)_______-_____________

Patient/Responsible Party Signature: _____________________________________ Date:_____/______/________



Patient Name: ___________________________________________________ Date of Injury: _____/_____/______

If you were hurt in an auto accident, please fill out the following information

W hatw asyourposition? Driver P assenger P edestrian O ther:___________________

W herew astheim pact? R ear Front Driver’sside P assengerS ide O ther:_____________

W ereyou w earingaseatbelt? Y /N Did theairbagsdeploy? Y /N

Atthetim eoftheim pactw ereyou looking: U p Dow n R ight L eft S traightAhead

W asyourfootonthebrake? Y /N Ifyes: R ightFoot L eftFoot BothFeet

W ereyourhandsonthesteeringw heel? Y /N Ifyes: R ightHand L eftHand BothHands

Didyou hitanyotherpartofyourbody? Y /N Ifyes,explain:_________________________________________

Didyou loseconsciousness? Y /N Ifyes,explain:____________________________________________________

Didyou gotothehospital/urgentcare? Y /N Ifyes,w hichlocation:_____________________________________

How soondidyou gototheaftertheaccident? Im m ediately N extDay 2 orm oredayslater

W hatinjuriesdidthehospital/urgentcarediagnose? ___________________________________________________

Haveyou hadX -raysorotherim aging? Y /N Ifyes,explain:________________________________________

Medical History

Areyou underaDoctor’scareforanycondition? Y /N Ifyes,w hoisyourDoctor?__________________________

P leaselistanym edicationsyou arecurrentlytaking:____________________________________________________

_____________________________________________________________________________________________

L istany allergiestom edicationsyou m ay have:_______________________________________________________

_____________________________________________________________________________________________

P reviousHospitalizations:

Year:__________ Hospital:__________________________ R eason:______________________________________

Year:__________ Hospital:__________________________ R eason:______________________________________

O therS eriousInjuries/Illness/S urgeries:

Year:__________ Injury/Illness/S urgery:____________________________________________________________

Year:__________ Injury/Illness/S urgery:____________________________________________________________

Social and Family History

O ccupation:_________________________________________________ Doesyourjobrequireheavy lifting? Y /N

Doyou useany ofthefollow ing? Alcohol T obacco S treetDrugs O ther:_________________

Doany ofyourfam ily m em bershaveseriousm edicalconditionsw eshould beaw areof? Y /N

Ifyes,explain:__________________________________________________________________________________



Accident Information

P leasedescribetheaccident/injury inyourow nw ords:_________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

R atetheseverity ofyourcurrentpainfrom 1 (leastam ountofpain)to10 (seveream ountofpain):______________

How w ouldyou rateyourpainatthetim eoftheaccident/injury from 1 to10? ______________________________

W hatm akesthepainbetter? ______________________________________________________________________

W hatm akesthepainw orse? ______________________________________________________________________

Symptoms

P leasecheckallthatapply: P leaseindicatew ithanX onthepicturebelow theareasofcom plaint:

 AchingP ain

 Arm /S houlder

 BackP ain/S tiffness

 ChestW allP ain

 Dizziness

 EarR inging/Buzzing

 Fainting

 Fatigue

 Foot/T oe

 Forgetfulness/M em ory L oss

 Hand/Finger

 Headaches

 Irritability

 Jaw P ain

 L egP ain

 N ausea/Vom iting

 N eckP ain/S tiffness

 N um bness/W eakness

 P ressure/S w elling

 S hooting/BurningS ensation

 S hortnessofBreath

 S leepDifficulties

 S tom achupset

 T ension

 VisionBlurred

 O ther:

______________________________________________________________________________________

______________________________________________________________________________________

Patient/Responsible Party Signature: _____________________________________ Date:_____/______/________
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