Vineyard Chiropractic

2577 E Vineyard Ave.

Oxnard, CA 93036

(805) 485-8181

                    Auto Accident Information
1) Name_______________________________    Sex:  [  ]Male    [  ] Female

2) Birthday ____/____/_____   Age:______  Social Security: _______/______/______

3) Address: ______________________________________________________________

    City: ____________________   State:________    Zip Code: ____________________

4) Home phone: (      )_______-___________  Cell phone: (      )_______-____________

5) Email: ________________________________________________________________

(You will receive 20 short daily emails that will inform you on your condition by proving us with your email for FREE)

History of injury

1) Date of accident: ____/____/____     2) Time: _____/______ (AM/PM)

3) Make and model of your vehicle ___________________________________________

4) Make and model of other vehicle __________________________________________

5) Were you the: [  ] Driver   [  ] Passenger (front middle)  [  ] Passenger (front right)   

             [  ] Passenger (rear middle) [  ] Passenger (rear left) [  ] Passenger (rear right)      

6) Were you using [  ] Lap Belt    [  ] Shoulder Harness Belt   [  ] No safety Belt
7) Did air bag deploy? [  ] Yes   [  ] No

8) Where was your vehicle hit?    [  ] Front    [  ] Rear   [  ] Left Front  [  ] Right Front




          [  ] Left side  [  ] Right side  [  ] Left Rear  [  ] Right Rear

9) Where was the other vehicle hit?   [  ] Front  [  ] Rear  [  ] Left Front  [  ] Right Front




          [  ] Left side  [  ] Right side  [  ] Left Rear  [  ] Right Rear

10) Was you car:       [  ] Moving        [  ]   At a complete stop

11) Please describe how the accident happen (Give details):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

12) Did you know the accident was going to happen?     [  ] Yes   [  ] No

13) What happened to your car (i.e., spin, pushed, flip-over) _______________________

________________________________________________________________________

14) What happen at the moment of impact? (Check as many as apply)

[  ] Tensed body  [  ] Neck whiplashed  [  ] Back bent & twisted  [  ] Thrown over seat

[  ] Cut  [  ] Thrown from vehicle  [  ] Pinned in vehicle  [  ] Thrown from side to side

15) List any part of your body that struck something inside the vehicle during the       

      accident (i.e., steering wheel, windshield, head rest) ___________________________
      _____________________________________________________________________

16) Were there more than two vehicles involved?  [  ] Yes    [  ] No

       ____________________________________________________________________

17) Police at the scene?  [  ] Yes   [  ] No        Report made?  [  ] Yes  [  ] No

18) Were you knocked unconscious?   [  ] Yes  [  ] No     _________________________
19) Immediately after the accident, did you feel: [  ] Stunned  [  ] Frightened  [  ] Dazed      

      [  ] Dizzy  [  ] Nauseous    [  ] Other _____________________________

20) Did you feel immediate pain?  [  ] Yes    [  ] No    Where? _____________________

________________________________________________________________________

21) Did you receive medical aid at the accident site?  [  ] Yes  [  ] No

22) Where did you go right after the accident? __________________________________

23) How did you arrive at this location? (i.e., tow truck, ambulance, relative)

________________________________________________________________________

24) If hospitalized how long?    ______ Hrs     ______ Days  ________ Months 

25) Hospital name: ________________________________________________________

Job Description

1) What type of work do you perform: ________________________________________

________________________________________________________________________

2) Did you lose any time from work? [  ] Yes  [  ] No 

    If yes, how long?  _______ Days  _______ Weeks ________ Months

3) Are you currently working?  [  ] Yes   [  ] No  
4) Was this auto accident work related?   [  ] Yes  [  ] No

Past Medical History

1) Any previous accidents or injuries?  [  ] Yes  [  ] No

    If yes, please describe ___________________________________________________

   ______________________________________________________________________

  _______________________________________________________________________

  Did you fully recover? [  ] Yes  [  ] No

  _______________________________________________________________________

2) Have you ever been treated by a chiropractor?  [  ] Yes [  ] No

    If yes, date of last visit:  ____________________________________

    ______________________________________________________________________

3) Surgeries [  ] Yes   [  ] No   Fractures [  ] Yes [  ] No  Serious illness [  ] Yes [  ] No
(Please list if any)

________________________________________________________________________________________________________________________________________________________________________________________________________________________

4) How would you describe your overall health prior to this motor vehicle accident?

[  ] good

[  ] fair 

[  ] poor

Medications

A) ________________________________    B) ________________________________
C) ________________________________    D) ________________________________

Current Complaints

[  ] Dizziness   [  ] Difficulty Sleeping  [  ] Jaw Problems  [  ] Nausea  [  ] Memory loss
[  ] Irritability  [  ] Arms/shoulder pain  [  ] Back Pain  [  ] Headaches  [  ] Fatigue

[  ]  Numb hands/fingers  [  ] Lower Back Pain  [  ] Blurred vision  [  ] Tension  

[  ] Back  Stiffness  [  ] Buzzing in ear  [  ] Neck Pain  [  ] Chest Pain  [  ] Leg Pain

[  ] Ears ringing  [  ] Neck Stiffness  [  ] Shortness of breath  [  ] Numb feet/toes

[  ] Other: _______________________________________________________________

      _____________________________________________________________________
Is your condition getting worse? [  ] Yes  [  ] No   [  ] Same  
Have you retained an attorney: [  ] Yes  [  ] No

If yes, whom? ____________________________________________________________

His/Her phone #: _________________________________________________________

Please provide this office with copies of: Drivers license and proof of insurance if possible.
· We invite you to discuss with us any question regarding our services. The best services are based on a friendly, mutual understanding between provider and patient.

· Our policy requires payment in full for all services at the time of visit, unless other arrangements have been made with the business manager. If account is not paid within 90 days of the date of service and no financial arrangements have been made, you will be responsible for legal fees, collection agency fees, interest charges and any other expenses incurred in collecting your account.

· I authorized the staff to perform any necessary services needed during diagnosis and treatment. I also authorize the provider to release any information required to process insurance claims.
· I understand the above information and guarantee this form was completed correctly to the best of my knowledge and understand it is my responsibility to inform this office of any changes to the information I have provided.
Patient’s Signature ______________________________   Date: ____________________
(If patient is a minor) 

Guardian’s Signature ______________________________ Date: ___________________
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