- Who is your primary care physician? e _ Address: R

E Phnne: Iliasiiaintadatiasaaa et

Date:

Last it Gt Fiut_ ________ | . MiddleInitial ___BirthDate_  Age _

Address __ sl S -3 SREERINIG | - B

Phone (H) __ SRt | | | D R 103 EE R e e R i

Ema il May we send you our online newsletter? Myes [no

Occupation ___ i ; S Employer ___ i it
Spouse’s Name Sl _____ Business/Employer _____ Spouse Phone: | s

Road conditions at the time of the accident: IWet MDry MSnow [Dlce M Other AYEEE A i s ER
Was the accident on the job? [Jyes [ino Where you in a company vehicle? [Tyes mino Where were you seated in the vehicle?

CDriver [Passenger [DRear-seat [0ther

; Were you aware of the approaching collision prior to impact, or did it catch you by surprise? [JAware [JSurprise
Did you lose consciousness upon impact? [Tyes [Ino Did you experience a flash of light or explosion in your head?
~ Did the police come to the accident scene? ([Jyes [Ino Is there a police report[yes Ino |

Cves CIno

mﬂid ynu gntu th& hospital? [Dyes |:Jnn H‘hun? [:]Emmedlatety t:t_hnura later EE ___days |ater Which hnspital?

How did you get to the hospital? _ L How long did you stay in the hnspltal?
What did the hospital do for your injuries? {n:utiars splints, x-rays, medicationetc.) I R i
____What was thuelr diagnusls? et ST _ | '

What areas were x-rayed?
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What did they recommend forfolluw—up care?

Was any other doctor consulted after your accident? Myes [no If yes, please complete information below.
Dr. Specialty? e Date first seen:

T e rrrr—aesrear

= e = .-“-; ------------ 2

S Traatmant frequ&ncy ................. ____How long did you treat?_

Type of treatment: .

B ey e 2 Date first seen: __
Type of treatment:

Treatmentfrequency: ~ Howlong did you treat?

Were you wearing a seatbelt? [Tyes [Ino If yes, did you receive any injury or bruise from tﬁe seat Enlt? yes D ﬁn

- Did your head hit the head rest during the accident? Myes [no If adjustable, was the position of the head rest altered? Clyes [CIno |
Was the seat adjustment altered by the accident? [Myes [Mno Was the seat broken by the accident? [Tyes [Ino
 Did the air-bag deploy? [yes [no If yes, did it strike you? [Tyes [Jno If yes, where? i

Which way was your head pointing at the point of impact? [71Straight [IRight [MLeft Body? [ Stralght I:'IR]ght E]Left

- Where were your hands? [7One on the wheel [1Both on the wheel [mNot Applicable
Were you wearing a hat or glasses at the time of impact? [Tyes [Ino If so, were they still on after the accident? [Mves [Ino
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YOUR CAR
L.ist the year, make and model of the car you were in: YEAR: _ MAKE: 001 R i

Was your car stopped at the time of impact? [Jyes CIno If yes, was the driver’s foot on the brake? [Jyes [Ino If no, estimate the speed of {
- the vehicle you were in: mph |

If your vehicle was moving at the time of impact, was it: (Slowing down [JGaining speed [ISteady speed

e e e e e e S
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THE OTHER CAR |

- List the year, make and model of the othercar: YEAR: __~ MAKE S it 1910 |  Re R RN |

- Was the other car moving at the time of impact? [Jyes [Ino If yes, what was the approximate speed of the vehicle: mph |
At the time of Iimpact, was the other car: [MSlowing down [MGaining speed [Steady speed J
Fa'eas?&sscnba, to the best of your knowledge, what happened during this accident. Vet diakithe Andldent hare. T I
.............. i ] SR SR TR |

SRR S s S B T
AUTﬂlﬂBILE INSURANCE EHFM&TI&H
Driver of the automobile you were in: ____ i e ___Nameoftheirautoinsurance:
Policy #: £ T AL B __Claim#. FA T T S J
Auto Insurance phum-# G i . Name of insurance adjuster: ____ R
.......................................... S
Driver of the other vehicle: A I —_ Name of their auto insurance: R L i .[
PRNEY i e Claimi s et LT N
Auto insurance phone #: e R e R Name of insurance adjuster: SR i
Have you retained an attomey? CiyesCno Name: ____  pnonew

_" '- .._..:..::H:___,_-,,W“M:.._,,_- —-_-'—-m-'"—-—_m“_--_—--— m...-:“.._..._._._:. .- - “-..:;:M__“_ut-:ﬂw e - | __ “ - --— --------------------------------------------------------------------------------------------- j
At the time of the accident, did you become or experience any of the following? [Confused [Disoriented [JLight headed DDlzzy ]
[CINauseated [JBlurred vision [Ringing/Buzzing inears [Loss of balance [JO0ther: R T P T T LT 5
Do you st Rave any ofthose symploms? Cyes Co Wyes, whichones? |
____________ i g s S R s e s s s s e
Check symptoms you have noticed since the accident.

R R L e e R R o S
B Headaches/Migraines | O Neck Pain =] l._afE_pg_[__E_ank_Eﬁl_lj _________ | O Shuulder Pain | O Midback Pain
OlowBackPain 0O Depressmn S 01 Buzzing In Ears = Armfpﬁgupam _______________ N= JaﬁPameii}::king __

| OiDizziness | O Fatigue | OlossofMemory | O Cold Hands/Feet | O Numbness/Tingling

DlossofSmell  Olmitsbilty | O Digestive Problems | 1 Joint Pain/Stiffness | O Menstrual Problems

DOPinchedNeve | OLossofSleep | O Lossof Balance | O Chest Par __| OLightBothers Eyes

(OFever | ONenousness | OVision Problems [ O Urinary Problems | O Sleeping Problems

E' PETEWSE? .............................. m Tension _(HFaintng | I:l Pins/Needles Feeling I'.'!____§__tumar;_n_y_g_5et ...........

O Difficulty Swallowing | O Sciatica | OISinusPain | DSoreMuscles | O Head Feels ToHeavy |
|de . - |




CU RREI'IT COMPLAINTS -List current mmmm in order of mmy
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1* Body Part: ekt G R J
- Date symptom first app&arad “f g

* How often do you experience these symptnmi? MConstant 100% [Frequent 75% e A o
Olintermittent 50% [ Occasional 25% [Rare 10% s el fad il

What makes symptom increase? o et S e pit) * i 1 €4 ;1. [L!
What makes symptom decrease?_____ I : . _'
Type of pain? [Sharp C10ull CJAching E:]Eurn 3 Throb mNumb MOther . & | i B
Please rate the intensity of your symptoms {0 being no symptoms, 10 being m:trame] | i ;
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e e

- Where does pain radiate to? R R e B DG g ot
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ROV M R _ AL T
Date symptom first appeared: 0 S

How often do you experience these symptoms? [JConstant 100% [JFrequent 75% oty P i O
1intermittent 50% [ Occasional 25% [JRare 10% i i bs

~ What makes symptom increase? e T e R A e e g & i PR EOPONE )

Typs of pain? CISharp CIDull DAching C1Bum [3Throb CINumb CIOther___ a W WU W

Please rate the intensity of your symptoms (0 being no symptoms, 10 being extreme) | :3,. lv i \
0co010002000300040005¢00B800070008000900010 EHYH ?f;;
] Vb k]

Where does pain radiate to? EIE R - i [

3‘ Eﬁdy Fart ! S o FEER A b i Sriiset sapeii=ads 252 2t L e - e E———

Date symptom first appearad _____________ \ "7} :
How often do you experience these symptoms? ([JConstant 100% JFrequent 75% s f f”:‘-.x
HHe e ‘
|

—1intermittent 50% (] Occasional 25% [C1Rare 10% s i
- What makes symptom increase? _ i Ui _ IV NLA

What makes symptom decrease? S ; Biat L i B ‘

Please rate the intensity of your symptoms (0 being no symptoms, 10 being extreme) gy . VW f
Dooodooc2000300040008000600070008000900010 1;35 (A |

Where does pain radiateto? IR L e 0 i !'::'
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OCCUPATIONAL INFORMATION g
Job involves: [7Sitting [ Standing How long? _ Dlifting How much? CBending I Twisting CJTuming [ Stooping
Physical activity at work: )Sedentary [ZJLight manual labor [ Manual labor [1Heavy manual labor
Have you missed any time from work due to the accident? [Cyes [Ono If yes, how many days? _____ Dates: Bt S
Are your work activities restricted as a result of this accident? Jyes (Jno if yes, pleaseexplain. RHiEingh
Do any of your work activities aggravate your present main complaints? [yes (Jno If yes, please explain. i

""" Do you smoke? Clyes Cno Ifyes, how many packs per week?____Have you ever smoked in the past? Clyes Cino When did you quit?___ |

Do you consume alcohol? [Cyes [no If yes, how many drinks per week? S ait sy |
Do you consume caffeine? [yes [Jno If yes, how many drinks perday? :
Do you exercise? [[yes [Ino If yes, how many times per week and what type? _ EiEs o eE R h SRR [
Do you have a high stress level? [yes [no  If yes, list reasons: e P R e ‘
F| Ea;ﬂ_ﬁs_tany_;w ma_tmn 5 ﬂr_vltﬂmiﬂ:ymrg_t;;;;ﬂ»_nﬂytaé;_g{;n;;a;u dﬁ;;E} __________________________________ o F SRR BT !

i ; ___Frequency: 2 Dosage: _Whatisthisfor? | AR _
................................................................. Frequency:_  Dosage: ___Whatisthisfor? [
A R R Frequency: Dosage: ... - St ry s HEEE I
e E— — e

B S O FEHALﬁﬁ ....................................................................................................................... ]
At this time, to the best of my knowledge, | am not pregnant, and | consent to radiographic pictures if necessary. f
i & S B ST i |
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AUTHORIZATION FOR CARE OF MINOR -
CONSENT TO TREAT A MINOR: | hearby authorize the doctor(s) at Discover Chiropractic & Rehabilitation and whom ever they designate as

- assistants to administer care to child. ‘
Name of Child / Minor (pleaseprint) 4 TR, P S R S R e S B TS st S L
Name of Parent / Guardian (please print) _ frein SnENERIGC L I S R R Sl e _m ..... .___ |
Parent / Guardian signature: i AR SRS EE e 1 L U LR T R L L S |
............................................................. R O T T N UG SR B L b S e e L O
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APPLICATION FOR CARE AT CARLTON CARE CHIROPRACTIC

Today’s Date: e Patient #: ___

I. ' g 5t PATIENT DEMOGRAPHICS a8
Name: L Birthdate: - - Age: O Male. .;D"FE.ILHEHIE
Address: - City: . _State: _ Zip:

Home Phone: __ ____ Work Phone: o Mobile Phone:
F-mail Address: _ Marital Status: O Single O Married Do you have insurance? O Yes O No

Social Security Number (last 4 digits)

Employer: e— _ Occupation:

Spouse’s Name ___ Spouse’s Employer

Names of children and ages: . = .

Name & Number of Emergency Contact: | 1 - Relationship:

HISTORY OF COMPLAINT

Please list the condition(s) that brought you to this office: Primary:

Secondary: Third: | Fourth:

On a scale of 0 to 10 with 10 being the worst pain and zero being no pain, rate your above complaints by circling the number:

Primary or chief complaint is: c-1-2-3-4-~-5-6-7-8-9-10
Second complaint is: 0-1-2-3-4-5-6-7-8-98-10
Third complaint is: 0-1-2-3-4-5-6-7-8-=-9-=10
Fourth complaint is: 0-1-2~-3-4-5-6-7-8-9--=10

When did the problem(s) begin? When is the problem at its worst? O AM O PM O mid-day O late PM

How long does it last? O Itis constant OR O Il experience it on and off during the day OR O It comes and goes throughout the week.

What made the symptom start initially? B

Condition(s) ever been treated by anyone in the past? O No O Yes If yes, when? by whom?

How long were you under care? What were the results?

Have you ever been to a chiropractor? Name? -

N/A PLEASE MARK the areas on the body diagram with the following letters to describe your

symptoms:
R = Radiating B=Burning D=Dull A=Aching N=Numbness S=Sharp/Stabbing T =Tingling

What relieves your symptoms?

What makes your symptoms feel worse?

LIST RESTRICTED ACTIVITY CURRENT ACTIVITY LEVEL - USUAL ACTIVITY LEVEL

CCS7.3



PATIENT’S NAME: o HR#: _ | DATE:

s your problem the result of ANY type of accident? O Yes O No

/dentify any other injury(s) to your spine, minor or major, that the doctor should know about:

PAST HISTORY
Have you suffered with any of this or a similar problem in the past? O No O Yes If yes, how many times? When was the last
episode? Were you injured or was this a gradual onset? )
Other forms of treatment tried: O No O Yes If yes, please state what type of treatment: | .and
who provided it? _How long ago? _ ____What were the results. O Favorable O Unfavorable

Please explain:

If you have ever been diagnosed with any of the following conditions, please indicate with:

P for in the Past C for Currently have N for Never have had
____Broken Bone __ Dislocations —_Tumors ___ Rheumatoid Arthritis ___ Fracture ___ Disability ___ Cancer
___Heart Attack __ Osteo Arthritis ___ Diabetes ___ Cerebral Vascular ___ Other serious conditions: -
PLEASE IDENTIFY ALL PAST and any CURRENT conditions you feel may be contributing to your present problem:
— — il . .
HOW LONG AGO | TYPE OF CARE PROVIDED BY WHOM
INJURIES . | - i
. 3 o f '. ) :
SURGERIES "
| CHILDHOOD | | | | T
DISEASES |
ADULT DISEASES
N — - | T R W
et R ki | FAMILY HISTORY

1. Does anyone in your family suffer with the same condition(s)? O No O Yes If yes, whom?
O grandmother O grandfather O mother O father O sister(s) O brother(s) O-son(s) O daughter(s)
Have they ever been treated for their condition? O No OYes O ldon’tknow

2. Any other hereditary conditions the doctor should be aware of? O No O Yes:

i g e SOCIAL HISTORY i i
1. Smoking: O cigars O pipe O cigarettes How often? O Daily O Weekends O Occasionally O Never
2. Alcoholic Beverage: consumption occurs QO Daily O Weekends O Occasionally O Never
3. Recreational Drug use: O Daily O Weekends O Occasionally O Never

4. Hobbies - Recreational Activities - Exercise Regime: How does your present problem affect? (See Activities of Life form)

| hereby authorize payment to be made directly to CARLTON CARE CHIROPRACTIC, for all benefits which may be payable under a healthcare
plan or from any other collateral sources. | authorize utilization of this application, or copies thereof, for the purpose of processing claims

and effecting payments, and further acknowledge that this assignment of benefits does not in any way relieve me of payment liability and
that | will remain financially responsible to CARLTON CARE CHIROPRACTIC for any and all services | receive at this office.

Patient ;;_ﬂutﬁnrized Person’s Signature Date Completed

Doctor’s Signature Date Form Reviewed
CCs7.3



























