Pulliam Chiropractic Clinic, LLC
P.O. Box 6776
Slidell, Louisiana 70469
(985) 649-0023
Mandeville: (985) 727-2255 Fax: (985) 661-9933

AUTOMOBILE ACCIDENT PRELIMINARY INFORMATION

PATIENT INFORMATION: Minor Single Married Divorced Widowed Sex: M F

Last Name: First: M.L
Social Security # / / Date of Birth: / / Age:
Address: City: State: Zip:
Home# Cell#

Place of Employment: ’ Phone#

Employer’s Address:

GENERAL INFORMATION

Incase of Emergency Notify: Phone: Relationship:

What other health care have you received for this problem?

Is this injury due to an accident: Yes No, Auto Work Other

Date Accident or Illness begin: ,City and State accident happened in:
Who referred you to our office?(Doctor/Friend/Phonebook) Phone:
Patient(or Parent/Guardian) ,Today’s Date

Signiture:




DO YOU HAVE, OR HAVE EVER HAD, PROBLEMS WITH THE FOLLOWING?

*#+PLEASE CIRCLE***
HEADACHES YES NO NOW PREVIQUS
DIZZINESS . YES NO NOW PREVIOUS
BLURRED VISION YES NO NOW PREVIOUS
DEPRESSION YES NO NOW PREVIOUS
NERVOUSNESS YES NO NOW PREVIOUS
DIFFICULT SLEEP YES NO NOW PREVIOUS
LOSS OF ENERGY YES NO NOW PREVIOUS
TIRED IN THE MORNING YES NO NOW PREVIOUS
BUZZ/RINGING IN EARS YES NO NOW PREVIOUS
RUN DOWN YES NO NOW PREVIOUS
FAINTING YES NO NOW PREVIOUS
PALPITATION YES NO NOW PREVIOUS
GENERAL PROBLEMS WITH THE FOLLOWING:
HEAD YES NO NOW PREVIOUS
SINUSES YES NO NOW PREVIOUS
NECK PAIN/STIFFNESS YES NO NOW PREVIOUS
SHOULDER PAIN YES NO NOW PREVIOUS
UPPER BACK YES NO NOW PREVIOUS
MID BACK YES NO NOW PREVIOUS
CHEST PAIN YES NO NOW PREVIOUS
LUNG YES NO NOW PREVIOUS
HEART YES NO NOW PREVIOUS
BLOOD PRESSURE YES NO NOW PREVIOUS
STOMACH YES NO NOW PREVIOUS
INDIGESTION YES NO NOW PREVIOUS
BLADDER YES NO NOW PREVIOUS
KIDNEY YES NO NOW PREVIOUS
LIVER YES NO NOW PREVIOUS
COLON YES NO NOW PREVIOUS
CONSTIPATION YES NO NOW PREVIOUS
LOW BACK YES NO NOW PREVIOUS
HIP YES NO NOW PREVIOUS -
LEG PAIN/CRAMPS YES NO NOW PREVIOUS
POOR CIRCULATION YES NO NOW PREVIOUS
HIV POSITIVE YES NO
ANY PREVIOUS INJURIES
HOSPITAL/SURGERY YES NO BREAST IMPLANTS YES
DESCRIBE CIRCUMSTANCES
ARE YOU PREGNANT? NUMBER & AGES OF CHILDREN:
ACCIDENTS (FALLS, AUTO, JOB) __YES NO

DESCRIBE CIRCUMSTANCES

PLEASE LIST ALL MEDICATION YOU ARE TAKING

ANY BLOOD RELATIVES WITH BACK PROBLEMS YES NO _WHO

PATIENT’S SIGNATURE: TODAY'’S DATE:




PULLIAM CHIROPRACTIC CLINIC, LLC

EDDIE R. PULLIAM, D.C.
P.0.BOX 6776
SLIDELL, LOUISIANA 70469-6776
(985)649-0023
MANDEVILLE:(985)727-2255 FAX:(985)661-9933

AUTOMOBILE ACCIDENT QUESTIONNAIRE

NAME: TODAY’S DATE:
DRIVER OF VEHICLE IN WHICH YOU WERE INJURED:

NAME: , INSURANCE CO:
POLICY NO: , CLAIM ADJUSTER:

HAVE YOU RETAINED AN ATTORNEY? YES, NO

IF SO, ATTORNEY NAME & ADDRESS

DRIVER OF OTHER VEHICLE:

NAME: , INSURANCE CO:
POLICY NO: , CLIAM/ADJUSTER:

PLEASE EXPLAIN IN DETAIL HOW YOUR ACCIDENT HAPPENED:

YOU WERE HEADING ON
(Direction N,S,E,W) (Street/Hwy) (City. State)
OTHER VEHICLE HEADING ON
(Direction N,S,E, W) (Street/Hwy) City, State)
WERE POLICE NOTIFIED? YES NO

WERE YOU KNOCKED UNCONSCIOUS? ___ YES ___ NO, IF SO HOW LONG?
YOU WERE STRUCK FROM ___ BEHIND ___ FRONT ___ LEFTSIDE ___ RIGHT SIDE

YOU WERE THE___DRIVER ___ PASSENGER ___ FRONT SEAT __ BACK SEAT ___ SEAT BELT
WHAT WERE THE TIME AND DATE OF PRESENT INJURY?

WHERE DID YOU FEEL PAIN IMMEDIATELY AFTER THE ACCIDENT?

WHERE WERE YOU TAKEN AFTER THE ACCIDENT?
WHAT TREATMENT WAS GIVEN?

WAS ANY OTHER DOCTOR CONSULTED AFTER YOUR ACCIDENT? YES NO
IF SO, WHAT WAS THE DOCTOR’S NAME?
WHAT WAS THE DIAGNOSIS? WHAT TREATMENT WAS GIVEN

HOW OFTEN AND HOW LONG DID YOU SEE THE DOCTOR?

HAVE YOU EVER HAD ANY COMPLAINTS IN THE INVOLVED ARES BEFORE? ___ YES ___ NO
IF SO, WHAT WERE THE COMPLAINTS?

BEFORE THE INJURY WERE YOU CAPABLE OF WORKING ON AN EQUAL BASIS WITH OTHERS
YOURAGE? ___YES ___NO

ARE YOUR WORK ACTIVTIES RESTRICTED SINCE ACCIDENT? YES NO
SINCE THE INJURY ARE YOUR SYMTOMS IMPROVING GETTING WORSE SAME

SIGNATURE OF PATIENT DATE



Pain Diagram and Pain Rating

Name , Date:

INSTRUCTIONS: Please use the diagram below to indicate the symptoms you
have experienced.. Use the key to indicate the type of symptoms.

KEY:
Pins and Needles = 000000 Stabbing =////// Numbness = ===
Burning = XXXXXX Aching = zzzzzz

Please rate your current level of pain on the following scale (check one):

0 1 2 3 4 5 6 7 8 9 10

(no pain) (worst imaginable pain)
Please rate your worst level of pain in the last 24 hours on the following scale (check one):

0 1 2 3 4 5 6 7 8 9 10

(no pain) (worst imaginable pain)



Neck index

ACN Gioup. Inc.  Form NE10C

Patient Name

This questionnaire will give your provider informa
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tion about how your hack condition affects your everyday life.

Plaase answer gvery section by marking the one statsmant that appliss to you. If two or more statements in one
section apply, please mark the oné statement that most clossly describas your problem.

Pain intensity

@ ! hgve no pain at the moment.

@ The pain s very mild at the moment

@ ‘e pain comes and goss and is nodenais.

3 Tha pain is feirly sevara 8t the moment.

@ The pain is very ssvere at the moment.

® Thepainismewm'stimgmbleatm«soment

Sleeping

@ 1have no troubla sieping.

@ My sizep is sightly disturbed (less than 1 hour sleepless).
@ My sioen is mildly disturbed (1-2 hours gleepiess).

@ My sieep is modsrately disturbad (2-3 hours seeplesa).
@ My soep is greatly disturbed (3-5 hours sieepless).

@ My slesp is complately disturbad (5-7 hours slespiass).

Reading ,

® | co~ read as much 3s | want with no nack pain.

@ | can read as much as | want with sight nack pain,

2 | can read 28 much 28 | want with modssste neck psi.

® lmwammmmmmmmm
(0] } ean hardly read &t all because of sevara neck pain,

@ 1 cannot rend at all bacause of nack pain,

Concentration

® | can concontrsia fully when | want with no difficully.

@ {can concanirate fully when | want with siight difficulty.
@ | have a lelr degres of difficully concentrating when | want
®  have a lot of difficulty concentrating when | want.

@ !haves greal deal of dificully concentrating when | wwant.
® |cannot concantrate et ell.

Work

® teandoas much work 33 | want.

@ 1 can oniy p my usua! work but no mere.

@ | canonly do moat of my usual work but no more.
& 1canr "t do my usyai werk.

@ | can hardly do any work at all

3 | canaot do any work at ail

¢ e

© erremm . e~

Personz! Care

@ ! can look after myself narmadly witheut causing exira pain.
@ | cn look after myseif narmally but it causss extra pain.
@ iis painil to look gher myself and | am siow and careful.
®maadmhab&nlmngem&mymlm.
@ 1 nsed haip every day in most especis of seif care,

® t do not get dressad, § wash with difficulty and stay in bed.

Lifting

® 1 can fift hoavy weights without axtra pain.

@ 1 can Iit hosvy weights bud it couses extra pain. .
@ Pain prevents ma from Hilng heavy weights off tha fioor, but | can manags

4 thay 88 convenisatly posiionad (.., on a table).
® mmmmmmmammwlmm
immmwmﬂmmmmm

@ | canonly it very ligM weighis,
® | cannct {if of camy anything st ad.

Driving

@ 1 can drive my car without 2ny naek pain.

@ 1.can drive my car s5 long 28 | wand with slight neck pain,

@ 1 can driva my car g lonp 88 | want with modarate neck pain.

& | connot dive my c3r 82 long 28 1 want bocousa of moderate neck i,
@ 1 canhandly drive at 28 bacsua of savare neck RS

@ 1 cannot drive my car &t a8 hetauss of neck pzin.

Recreation

@ 1 3m abis 1o engago in all my recrestion activities without neck pain.

@ | 3m sbia 19 engage in ail my ususl recrastion scivities with soma neck pain,

@ | am soie 10 engage in most b not ol my usus recreation activilios because of feck pain,
@lmwmammfeﬁdwwmmbaeamdmdtpm
@ | can hardly 60 any recreation scivitios bacause of nack pain.

® | cannot éo any recrastion activias at el

Headachss

® ! have no hesdachas at gl

@ 1 hgve slight headachss which com infrequanty.

@ 1 hava modssata hesdaches which coma infrequently.

2D | have modemte headacties which coma fraquantly.

@ | have severs haadashes which coma frequently.

@ | nsve headzches ajmost o the time. ' - —

.. Index _i
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Back Index

ACN Group. Inc. Form BI-100

Patient Name

This questionnaire will give your provider informatio

Please answer every saction by marking

section apply, please mark the one statement that mos

Pain Intensity

@ The pain comes and goes and is very miid.

@ The pain is mitd and doas not vary much,

@ The pain comes and goes and is moderate.

@ The pain is moderate and does nat vary much.
@ The pain comes and goes and Is very savere.
® The pain is vary severe and does not vary much.

Sleaping

@ | getnopainin bed.

) lgammwmummmmmmmw&
® Becaus) of pain my nomal slaep is reduced by lass than 25%.
P Bacauss of pain my nommal sieep is reduced by lsas than 50%.
@ Bacause of pain my nomal sleep is reducad by less than T5%.
® Pain pravents ms from sleeping atak.

Sitting

@ ! can sitinany chair 2s long as | like.

@ | can only sit in my favorite chair 25 long 35 | fke.
@ Pain prevents ms from sitiing more than 1 hour,

(D Pain prevents ms fram sitting mare than 1/2 hour.
@ Pain prevents me from siting more than 10 minutes,
® 1 avoid siting bacauss i increases pain immeiataly.

Standing

@® 1 canstand 28 long a8 | wanl without pain.

® | have soma pain whila standing butit dogs nat increasa with time.
@ 1 cannot siand for longer than 1 hour withaut increasing pain.

® 1 eannot stand for longer than 1/2 hour without increasing pain.

@ lramtsiandformathanwnﬁnmssvmmﬁmmmu
® | avaid standing because it increases pain immediately.

Walking

® 1 have no pain while waiking.

@ | have soma pain while walking but it doesn't increase with distanca.
@ | camnot walk mors than 1 mile without Increasing pain.

® | cannot walk mare than 1/2 mile withaul incraasing pain.

@ .| cannot welk more than 14 mile without increasing pein,

® 1camotwatk at all without Increasing pain.
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n about how your back condition affects your everyday life.

the one staterment that applies to you. f two or more statements in one

t closely describes your probiem.

Personal Care

® Idomtt»avem&wﬂuwdwmwmmmmwwm

@ 1 do not namally change my way of weshing or dressing even though it causes sams pain.
@mmmmmmmmmammwmmmmmmm
®Wammmmmmlmnmmwmymmwwn
)] mmmwmlmmn&mmmwmmm.

® mormmimmbawmwmmmm

Lifting

@ | ceniik heavy weights wihout exira pain.

@ | can iRt hoavy wokghis bz it Gauses extra pain.

@ PBain provents me from Bing haavy weights off the floor,

1} mmmmmmmmwmmwimm

if they are converiendy positionsd (2.9., 01 3 taklo).
@ mmmmmmmwmmwlmmm
mbmmiﬂwmmmwm

® | can only it vary light ueights.

Traveling

© | gat no pein whie traveling.

® \wmmmmwmdmmmdmmwm.

@ twmmmmwamwmmwwmmmmwm
@ lwummwawmwwmmbmwmwm

@ Pain restricts ali forms of troval excagt thet done whia tying dovn.

& Peln rasgicts all forma of iravel,

Social Life

@ My social Ho is romal and gives me ng exira paif.

@ My social i is normsl bul npreeses the degree of pain.

® Pain has no significant aftact on my social e apart from lmiting my more
anargesc intorests (8,9, dancing, eit).

@ Pain has resiricted my socis] B axd | do nat go cut very ofien.

@ Pain has restricted my social 2 to my home.

@ | hsve hanity any social [ife bacause of the pein.

Changing degree of pain

@ My painis rapidly gatting bettsr.

@ My pain flustustes but evarall ia definticly gelting better.
® My pein ssems to b3 geting bester but improvemerd {8 siow.
@ My painis naithar gatting bstiar or worse.

® My painis gredually worsening.

@ My pain s rapidly worssning.
Back
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