Phillip A Thompson DC         Accident History

Patient Name: __________________________________  Date: ___/____/____ Page 1 of  6
__


Accident History, General:

Date of accident ______/______/_______

Did the accident occur on-the-job  ( Yes   ( No

You were:  ( Driver   ( Passenger  ( Front seat  ( Rear seat  ( Left    ( Right  ( Middle

( Motorcycle operator   ( Motorcycle passenger  

( Other __________________________________________________

Vehicle driven by: _________________________________________

Your vehicle (year, make, model): _____________________________ 

Your estimated speed at moment of accident: __________mph

( Stopped   ( Slowing  ( Accelerating

Other vehicle (year, make, model): ____________________________

Time of day: _____   ( AM   ( PM   ( Daylight  ( Dawn  ( Dusk   ( Dark 

Road conditions: ( Dry   ( Wet   ( Snow   ( Ice

Head restraints: ( None   ( Integral  ( Adjustable   ( Behind head       ( Behind neck   

Estimate distance behind head/neck: ____ inches

If adjustable, was the position altered by the accident? ( Yes   ( No

Was the seatback adjustment altered by the accident? ( Yes   ( No

Was the seatback broken? ( Yes   ( No

Lap belt:  ( wearing   ( Not wearing   ( Don't Know

Shoulder belt:   ( Wearing     ( not wearing        ( Don't Know

Did air bag deploy?  ( Yes   ( No

If yes, were you struck?  (Yes   ( No

Your body position: ( Straight   ( Leaning forward   ( Other ____________________​​​​​​​​​​​​_____________________________________

Head position:  ( Straight   ( Forward   ( Left ___(   ( Right ___(   ( Up ___(   ( Down ___(
Were you aware of the impending impact?  (Yes   ( No

Hands on wheel: ( Both   ( Left   ( Right

Braced for impact?    ( Yes   ( No 

Brakes applied?  ( Yes   ( No

Accident description: _______________________________________ _________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Doctor’s Notes

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Accident diagram:

	


During the crash

Did you strike any parts of the vehicle? ( Y  ( N

If yes, describe: ___________________________________________    

Did vehicle strike any other objects after the crash? ( Y   ( N

If yes describe: ____________________________________________

Wearing hat or glasses?  ( Yes   ( No

If yes, still on after crash?  (  Yes   ( No

Did you lose consciousness?  (  Yes   ( No

If yes, how long? __________________________________________

What parts of your vehicle were damaged? _____________________ ________________________________________________________

Estimated damage to your vehicle: $__________

Estimated damage to the other vehicle(s) ( None  ( Minimal                ( Mild   ( Moderate   ( Major

Were the police on the scene?  ( Yes   ( No

If yes was a report made?  ( Yes   ( No

After the crash

Do you remember what happened immediately after the impact           ( Yes    ( No

If not, what is your first memory? _____________________________ When did symptoms first appear? ( Immediately  ( Later, When? _________________________________________________________

Doctor’s Notes

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I

Initial symptoms: ( Headache  ( Dizziness        ( Nausea   ( confusion/disorientation  ( Neck pain  Back Pain: (( Upper  ( Middle  ( lower)  _________________________________________________ ( Numbness/tingling: If so where?_____________________________ ( Arm pain: ( left  (Right ___________________________________

( Leg Pain: ( Left  ( Right __________________________________

Where did you go after the accident?  ( Home     ( Work                     ( Hospital: Which? ________________________________________

Doctors office: Who’s ______________________________________

How did you get there? ( Ambulance  ( Drove self                                   ( Other: _________________________________________________

The next day had your symptoms:  (  Stayed the same  ( Decreased    ( Increased   Where ________________________________________

Did you experience decreased mobility in your: Neck   ( None            ( Mild   ( Moderate   ( Severe

Back    ( None   ( Mild   ( Moderate   ( Severe

Have you been able to go to work or school?      ( Yes   ( No           For how long? _____________________________________________

Have you been able to perform all of your normal daily activities?       ( Yes  ( No       If not, what activities? _________________________

_________________________________________________________

______________________________________________________

Initial Exam/Treatment

Where____________________________   When _________________

X-Rays   ( Yes   ( No  If so, what body parts X-Rayed  ( Head          ( Neck   ( Upper/ Mid-back  ( Low back  ( Extremities: __________

Results  ( Normal  ( Abnormal: ____________________________ Lab work?  ( Yes   ( No  

Range of motion (mobility) tested? ( Yes   ( No

Neck and back palpated (felt)?  ( Yes   ( No

Supplied with cervical collar?   ( Yes   ( No

Medications: ______________________________________________

Advised to:  ( Apply ice  ( Heat  ( Rest  ( Advised toake time off work:  How long?__________________________________________

Referred to another provider?  If so, who _______________________

20. Previous chiropractor?    ( No    ( Yes   Dr. __________________ Where ________________________Ph# _______________________  21.  Who is your primary care physician?________________________   Where ________________________Ph #:_______________________

Doctor’s Notes

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

22. Are you currently on medication? ( No  ( Yes  What/What for? __________________________________________________________________________________________________________________

23. Have you had any  ( Recent  ( Current illness or fever     ( No    ( Yes     What?____________________________________________

24. Have you had any unexplained weight changes  ( No     ( Yes       (  Loss    (  Gain  Lbs?:________________ 

25. Have you had any loss of control of    ( bowel       ( bladder function?   ( No   ( Yes

26.  Have you ever been hospitalized or had surgery?   ( No      ( Yes

What for? _________________________________ When _________

What for? _________________________________ When _________

What for? _________________________________ When _________

What for? _________________________________ When _________

25.  Have you ever had:  ( Cancer      ( Heart attack       ( Stroke        ( High blood pressure     ( Diabetes      ( Corticosteroids use              ( osteoporosis/weak bones    ( None of the above

26.  List prior injuries, fractures, or sprains including car accidents resulting in injury.

Type of injury_____________________________ When __________

Type of injury_____________________________ When __________

Type of injury_____________________________ When __________

Type of injury_____________________________ When __________

Type of injury_____________________________ When __________

27.  How would you grade your general stress level?  ( None  ( Mild   ( Moderate  ( Great

28.  Physical activity at work:  ( Sedentary    ( Light    ( Moderate     (  Heavy    ( very heavy ____________________________________

29.  How long has it been since you have really felt good?__________

LIFESTYLE HABITS: Exercise habits:  ( No regular exercise         ( Light  ( Mod.  ( Strenuous   What type ________________________________________________________________________ Times/week________

Is your diet:  ( Very good    ( Satisfactory    ( Needs improvement       

Fat content  of your diet:   ( High    ( Mod      ( Low                Sweets:    ( High    ( Mod    ( Low
Do you take nutritional supplements      ( No       ( Yes               What? ___________________________________________________ _________________________________________________________
Your bed:   ( Waterbed     ( Futon      ( Mattress     ( soft     ( med   ( firm  How old __________ 
Doctor’s Notes

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Pillow:  ( None    ( Feather    ( Fiber fill    ( Crushed foam     ( Orthopedic                                             ( Other_____________________________________

Your common sleep position(s):  ( Back (knees:  ( flat, ( propped up)    ( Stomach     ( Side (with knees: ( together, ( top leg forward)   Head on arm?  ( Yes   ( No   ( Other ____________________

Do you have sleep problems:       Getting to sleep ( Yes  ( No.   Staying asleep  ( Yes  ( No

Do you drink: Coffee  ( Yes  ( No  Cups/day? ____.   Alcohol  ( Yes  ( No  Drinks/week?______

Smoking:  ( Never  ( Quit  When?______  ( Current   packs/cigarettes per day______


FAMILY HISTORY    ( Adopted/Unknown

Father:    ( Living, Age____   health_________________________________ ( Deceased , At age_________                                                                     Mother:  ( Living, Age____   health _________________________________ ( Deceased , At age_________

F=Father  M=Mother  B=Brother (1, 2, etc)  S=Sister (1, 2, etc)

Deceased_______    Cancer_______    Heart Disease_______    Stroke______ Diabetes______   Thyroid Disease_______    Multiple Sclerosis (MS)_______  Arthritis_______ Disc Herniation_______

SYSTEMS REVIEW

Indicate any that you now or have ever had problems with.

Circle N for never, P for past and C for current to indicate your experience with each of the following conditions.  Please mark each one.

General:

N P C Wt. change

N P C  Fever

N P C  Chills

N P C  Fatigue

N P C  Weakness

Ears:

N P C  Ringing
N P C  Pain

N P C  Discharge

N P C  Hearing

Nose:

N P C  Pain

N P C  Bleeding

N P C  Taste
Drs Notes:

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________

______________________________________________________

Mouth/Throat:

N P C  Sores 

N P C Bleeding

N P C  Taste

Skin:

N P C  Rash

N P C  Itching

N P C  Hair changes

N P C  Nail changes

Neurologic:

N P C  Headaches

N P C  Dizzyness

N P C  Fainting

N P C  Seizures

N P C  Concussion

N P C  Stroke

Drs Notes:

________________________________________________________________________

__________________________________________________________________________________________

______________________________________________________________________________________________________________________________

G-I:

N P C  Appetite

N P C  Abdominal 
Pain

N P C  Vomiting

N P C  Diarrhea

N P C  Constipation

N P C  Liver/ Gallbladder problems

G-U:

N P C  Frequent 
urination

N P C  Painful 
urination

N P C  Incontinence

N P C  Impotence

N P C Sterility

Cardiovascular:

N P C  Murmur

N P C Chest Pain

N P C  Palpitations

N P C  Difficulty 
breathing

N P C  Excessive 
cough

N P C  Wheezing

N P C  Blue 
extremities

N P C  Swollen 
extremities

Breasts:

N P C  Mass

N P C  Pain

N P C  Discharge

N P C  Self-exam

Psychologic:

N P C  Anxiety

N P C  Depression

N P C Moods

N P C  Memory
__________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Musculoskeletal:

Pain/Numb/Tingling

N P C  Neck

N P C  upper 
extremities

N P C  Upper back

N P C  Mid-back

N P C  Low back

N P C  Lower 
extremities

____________________________________________________________________________________________________________________________________________________________________________________

CONFIDENTIAL:   This information will not be released without your specific, written consent.


 Do you have AIDS or Aids Related Complex   ( Yes    ( No


 Drug/narcotics use:  ( Never    ( Past     When? _______     ( Current   What?_______________








