CONFIDENTIAL PATIENT CASE HISTORY

                                                                                         Date: __________________

Name: ______________________________________ 
Social Security #: _____________________________
Address: ____________________________________  
City: ________________________________________

State: ________ Zip: _________ Home Phone: ___________________   Work Phone: ___________________
Cell Phone: ____________________ E-Mail: _____________________________________________________     
Occupation: __________________________________   Job Description: _____________________________

Date of Birth: _____ / _____ / ________________   Age: ________ Height: _________ Weight: ___________

Marital Status:   M     S     W     D       Spouse’s Name: _____________________________________________

Emergency Contact: ______________________________ Phone: _______________________________
Chief Complaint: ____________________________________________________________

___________________________________________________________________________

Other Complaints:

___________________________________________________________________________

Date of injury / illness: _____________

AUTO CRASH HISTORY:        If your complaints are NOT auto related, please skip this                    





                        section & continue to page 2.

Type of accident:

Auto   Truck   Bus   Taxi   Van   Motorcycle   Other: _______________________

Where were you hit from?
Front       Rear      Left side       Right side      Other: _______________________

Where you the:

Driver      Passenger      A pedestrian
       Other: _______________________ 

What did you strike?

Head Rest     Seat     Window     Door     Dashboard     





Steering wheel     Pole     Ground         Other: ____________________________

What body part was injured?
Head  Neck  Back  Arms  Legs  Shoulders  Knees   Hands   Feet

Did you strike your:

Head  Neck  Back  Arms  Legs  Shoulders  Knees   Hands   Feet

Where there any cuts or bruises?
​​​​​​​​​​​​​​__________________________________________________________

Did you lose consciousness?
No Yes   If yes, for how long?  ________________________________________

Were you taken to the hospital? No   Yes    If yes, Which one?___________________________________________

Were you kept overnight (admitted)?  No   Yes   If yes, for how long? _________________________________

 Were X-rays taken?    No     Yes    If yes, what was x-rayed? ________________________________________

What treatment did you receive?    Medication   Neck collar   Arm sling  Crutches  Other:________________
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CURRENT HEALTH STATUS:
Do you have a family Medical Doctor?   No Yes   If yes, may we send him/her your treatment records?  No Yes

          Dr’s. Name


Address



Phone
_____________________________________________________________________________

Have you seen any other doctors for this incident / illness?   No   Yes   If yes, please list below:

Name of doctor:

                              Specialty:

     Date:
______________________________________

_____________________
____________

______________________________________

_____________________
____________

What have you done at home for this problem?   Nothing    Rest    Ice / Heat    Pain Medication

What professional treatment has been done so far?  None     Neck Collar    Physical Therapy   Manipulation

                                                                                          Braces   Other: _________________________________
What are your present symptoms?   None   Nausea   Vomiting   Dizziness  Fainting  Nervousness





           Visual Problems   Weakness in Arms/Legs   Numbness

Pain in the:   Head  Neck  Back  Chest   Abdomen  Shoulders  Arms  Hands  Legs  Knees  Feet 

Difficulty with:
Walking   Bending   Sitting   Sleeping   Standing   Other: ________________________________   

How are your symptoms changing with time?    Getting Worse      Staying the Same      Getting Better

How much do your symptoms interfere with your personal care (washing, grooming, dressing, etc.)?

Not at all          
A little bit       
 Moderately    
  Quite a bit          Extremely
How much do your symptoms interfere with your home duties?
Not at all          
A little bit       
 Moderately    
  Quite a bit          Extremely

How much do your symptoms interfere with your work duties?
Not at all          
A little bit       
 Moderately    
  Quite a bit          Extremely

How much do your symptoms interfere with your driving or using public transport?

Not at all          
A little bit       
 Moderately    
  Quite a bit          Extremely

How much do your symptoms interfere with your sleep?

Not at all          
A little bit       
 Moderately    
  Quite a bit          Extremely

How much do your symptoms interfere with your social activities?

Not at all          
A little bit       
 Moderately    
  Quite a bit          Extremely

How much do your symptoms interfere with your sporting activities?

Not at all          
A little bit       
 Moderately    
  Quite a bit          Extremely

How much do your symptoms interfere with your hobbies or leisure activities?
Not at all          
A little bit       
 Moderately    
  Quite a bit          Extremely
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Do you consider this problem to be severe?   
Yes
      Yes, at times
       No

What concerns you most about your problem; what does it prevent you from doing?

__________________________________________________________________________________________

Had any diagnostic studies for this condition?    X-ray             MRI            CT Scan          EMG/NCV

Have you lost any work due to this condition / crash?   No   Yes   If yes, how much time? ________________

 PAST HISTORY:  

How would you rate your overall health?      Excellent        Very Good       Good        Fair         Poor

Have you ever been under chiropractic care prior to this complaint?    No    Yes    If yes, when?

____________________ and for what condition? _________________________________________________
Have you ever been hospitalized?
No
Yes

If yes, why ______________________________________________________________________________

Have you ever had surgery?   No    Yes      If yes, please list type of surgery below:                                                  Type of surgery:





                    

Date:
___________________________________________________________  

__________________

___________________________________________________________

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​__________________

___________________________________________________________

__________________

Do you take prescription medication?     No    Yes 
If yes, please identify the type: ____________________

__________________________________________________________________________________________

Do you take over the counter medications?     No     Yes      If yes, please identify the type:

_______________________________________________________________________________________

Do you have any serious illnesses?   No   Yes    If yes, please describe: ______________________________
__________________________________________________________________________________________

Do you have any current health problems?  No   Yes   If yes, describe: _______________________________

__________________________________________________________________________________________

Have you ever been in a motor vehicle accident?  No   Yes   If yes, describe: __________________________

__________________________________________________________________________________________

Have you had any other personal injuries or accidents?   No    Yes    If yes, describe: ___________________  

__________________________________________________________________________________________

Anything else pertinent to your visit today?  ______________________________________________________________________________________________________________________________________________
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I acknowledge that the above filled in data is true to the best of my knowledge,

Patient/Guardian Signature: _______________________________ Date: __________________

CONSENT FOR CARE AND TREATMENT
I, the undersigned, do hereby give my consent for treatment including any manipulation, and/or therapy and/or diagnostic procedures to the dependent or myself named above. Such treatment will be considered medically necessary, reasonable and related to my clinical condition.

Patient/Guardian Signature: _______________________________ Date: __________________

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read them or declined the opportunity to read them and understand the Notice of Privacy Practices. I understand that this form will be placed in my patient chart and maintained for six years.

Patient/Guardian Signature: ________________________________Date: __________________

List below the names and relationship of people to whom you authorize the practice to release PHI.
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