HealthWise Family Chiropractic, P.A. 
Auto Accident Intake
Name: _______________________________________  Date: ______________
Address:__________________________________________________________ 
City:______________________________ State/Zip:_______________________
Phone:_______________________ Birthdate:_________________ Age:_______

Cell Phone:_____________________  Email:_____________________________

Marital Status:   S   M   D   W  

Number of Children _______
How did you hear about us? ​​​_____________________________​​_____________
Date of Accident _______________________ Time ____________  AM    PM

Your insurance company __________________________________________
Agent Name and Phone #_________________________________________
Policy # _______________________ Claim # ________________________
Collision Description:
Were you the:
Driver
Front Passenger

Rear Passenger

Pedestrian

How many people were in your vehicle during the accident?__________________

Names of occupants: ________________________________________________
Speed you were traveling? _______________   Other vehicle? _______________

Your description of the accident:_______________________________________
_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________
Were the police contacted? 
Yes

No

From which city were the police from? __________________________________
Was a report filed?


Yes

No


If yes, do you have a copy of the police report?
Yes

No

Was a traffic violation issued?
Yes

No


If yes, to whom?_______________________________________________
Did an ambulance respond?
Yes

No
Accident Site:
Road/Street Name____________________________________________________
City/State
__________________________________________________________
Nearest intersection, road/street_________________________________________
Driving conditions:   Wet    
Dry

Icy
Snow

Other______________
Road visibility:
Good

Fair

Poor
Which direction were you headed?_____________________________________
Vehicle:

Describe the vehicle you were in (year, make, model): _________________________________________________________________

Describe all other vehicles involved in collision (year(s), make(s), and model(s)): _________________________________________________________________
Were you wearing a seatbelt?



Yes

No
Was the vehicle equipped with airbags?

Yes

No


If yes, did it/they inflate properly?

Yes

No

Did your seat have a headrest?



Yes

No


If yes, what was the position of the headrest?
Low
Mid-position  High
Were your eyeglasses, dentures, hat, etc. jarred off by the force of impact?     
Yes      No     If yes, describe:________________________________________

Do you have an estimate of property damage?
Yes

No

If yes, how much?__________________________________________________
Impact:

Was the impact from:
  Front
Rear    Left
Right

Roll-over   
At the time of the impact were you:


Looking straight ahead?
Yes

No


Looking to the left?

Yes

No


Looking to the right?

Yes

No


Looking down?


Yes

No


Looking up?


Yes

No

Were both hands on the steering wheel?
Yes

No

If no, which hand was on the wheel?
Left

Right

Was your foot on the brake?


Yes

No


If yes, which foot was on the brake?
Left

Right

Were you (please circle one):
Surprised by the impact
Braced for the impact
Patient condition:

Were you unconscious immediately after the accident?

Yes

No


If yes, for how long?______________________________________________
Please describe how you felt immediately after the accident: ___________________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________
Treatment:

Did you go to the hospital?

Yes

No
When did you go to the hospital?
Immediately
  Next day

2 days+
How did you get to the hospital?

Ambulance

Private transportation
Name of Hospital:____________________________________________________
Name of Doctor:_____________________________________________________
Diagnosis:__________________________________________________________
Treatment received:__________________________________________________
X-rays/Imaging: ____________________________________________________
Symptoms/Injuries:
Circle all symptoms/injuries you felt immediately following the accident.  Place an X next to those symptoms you are still currently experiencing.  

____ ankle/foot pain
____ arm/shoulder stiffness 
_____ cold hands/feet
 

____ knee pain

____ diarrhea

  
_____
 numbness in hands
 

____ leg pain

____
constipation


_____
 fatigue

____ head/jaw pain
____
stomach upset

_____
 shortness of breath
 
____ hip pain

____
fainting


_____
 ears ringing

  
____ neck pain

____ 
headaches


_____
 loss of taste
 or smell
  
____ low back pain

____
memory loss


_____
 foot numbness/tingling

  
____ upper back pain
____
loss of balance

_____
 visual difficulty
  
____ mid-back pain
____
dizziness


_____
 poor concentration
  
____ shoulder pain

____
fever



_____
 leg numbness
  
____ sleeping problems
____
nausea


_____
 leg tingling
Did any part of your body strike anything in the vehicle?
Yes

No


If yes, explain_________________________________________________

Did the seatbelt cause any bruising?



  
Yes

No
If yes, describe: _______________________________________________

Did you (or) do you have any visible signs of injury?

Yes

No
If yes, describe: _______________________________________________

Have the injuries due to the accident changed your ability to work? Yes
         No

What do your job duties consist of?:______________________________________
How much time of work have you missed?_________________________________
Mark an X on the picture where you continue to have pain, numbness or tingling since the accident.
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Rate the severity of your pain on a scale from 1 (little or no pain) to 10 (severe pain):  at it’s worst ___________

at it’s best ___________
Description of pain (circle all that apply): 

Sharp

Dull


Throbbing

Numbness

Aching

Shooting

Burning

Tingling

Cramps

Stiffness

Swelling

Other_____________________
How often do you have this pain? ______________________________________
Are your symptoms worse in: 
AM

PM

No Pattern
Since your problem began, is the pain:  Increasing     Decreasing    About the same
Does your pain interfere with: (circle all that apply) 

Work 

Daily Routine

Recreation

Other Activities
If yes, please explain:_________________________________________________

Difficulty sleeping:   
That night           2+nights 
     Every night since accident  
Are there any movements that are painful to perform? (circle all that apply)
 
Sitting
Standing
Walking
Bending
Lying Down
Other
Current Health History:
Have you been treated for any other health condition in the last year?  Yes
No

If Yes, please explain:_____________________________________________

Are you pregnant?     Yes    No   Beginning of last menstrual period? ____________
Medications you are currently taking:_____________________________________
__________________________________________________________________
When was your last physical exam?______________________________________
Have you had any X-rays taken in the past year? 
Yes 
No

Which clinic/area of your body?_____________________________________
Dietary Habits:

Caffeine (type/use)______________ Fruits/Veggies (servings/day) _____________
Alcohol(type & drinks/week)_______________ Cigarettes(pack/day)____________

Vitamins/Supplements:___________________________________________________________________________________________________________________
Past Health History:
Have you had previous chiropractic care?  Yes  No 

Clinic name/date last visit______________________________________________
Please circle if you have had or presently have any of the following conditions:

Anemia
Bronchitis
  Digestive Disorders
Hepatitis


Rheumatic Fever Angina
Cancer
  Dizziness


High Blood Pressure
Sinus Trouble

Arthritis
Concussion  Epilepsy


Multiple Sclerosis
Stroke

Asthma
Diabetes
  Heart Disease

Numbness


Thyroid Disorders

Other______________________________________________________________

Please list any prior surgeries or hospitalizations you have had: ______________________________________________________________________________________________________________________________________
___________________________________________________________________
Health and Medical Release Information:

I,_________________________, give permission to Dr. Blomberg, her staff, associates, and employees of the HealthWise Family Chiropractic, to share private and medical information with my medical doctor,_________________________, as well as his staff, employees, and associates.  Also, my medical doctor, as well as his or her staff, employees, and associates have permission to share personal and medical information with Dr. Blomberg and her staff.

Signature:________________________________________Date:_____________

Medical Doctor Information:
Clinic Name:__________________________________ Phone:________________
Doctor’s Name:______________________________________________________
To the best of my knowledge, the above information is complete and correct.  I understand that it is my responsibility to inform my doctor if I, or my minor child, ever have a change in health.
Signature____________________________________________  Date:_________
Print Name:____________________________  Relationship to patient__________
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