
PERSONAL INJU RY QUESTIONNAIRE

Name Phone( )

State 

- 

ZipAddress City

Age- Birthdate Sex 

- 

S/S #

Employer's Name Employer's Address

Your lns. Co.

Name on Policy (lf other than self)

Policy # Agent's Name

Policy #

Responsible Pariy'9 Name

Address City State 

- 

Zip

Policy Holder's Name Policy #

ATTORNEY

Name Phone( )

Address City State 

- 

Zip

Were there any witnesses? ( ) Yes ( ) No Name(s)

NATURE OF ACGIDENT:

1. Date of Accident Time of Day

2. Wereyou: ( )Driver ( )Passenger ( )FrontSeat ( )BackSeat

3. Numberof people in yourvehicle? 

- 

Were you wearing seat belts?

4.Whatdirectionwereyouheaded? ( )North ( )East ( )South ()West
on (name of street)

5. Whatdirectionwasothervehicleheaded? ( )North ( )East ( )South ( )West

on (name of street)

6. Wereyoustruckfrom: ( )Behind ( )Front ( )Leftside ( )Rightside
7. Approximate speed of your car 

- 

mph Other car 

- 

mph

8. Were you knocked unconscious? ( ) Yes ( ) No lf yes, for how long?

9. Were police notif ied? ( ) Yes ( ) No

10. ln your own words, please describe accident:

11. DidyouhaveanyphysicalcomplaintsBEFORETHEACCIDENT? ( )Yes ( )No lfyes,pleasedescribeindetait:

12. Please describe how you felt:

a. DURING the accident:

l

b. IMMEDIATELY AFTER the accident:

c. LATERTHATDAY:

d. THENEXTDAY:



13. What are your PRESENT complaints and symptoms?

14. Do you have any congenital (from birth) factors which re,late to this problem? ( ) Yes ( ) No lf yes, please describe:

15. Do you have any previous illnesses which relate to this case? ( )Yes ( )No ll yes, please describe:

16. Have you ever been involved in an accident before? ( )Yes ( ) No lf yes, please describe, including date(s) and

type(s) of accidents, as well as injury(ies) received.

17.

18.

Where were you taken after the accident?

Have you been treated by another doctor since the accident? ( )Yes ( )No lf yes, please list doctor's name

and address:

What type of treatment did you receive?

19.

20.

Since this injdry occurred, are your symptoms: ( ) lmproving

CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT:

( ) Getting Worse

n Face Flushed

n Buzzing in Ears

[] Loss ol Balance

n Fainting
E Loss of Smell

I Loss of Taste

I Diarrhea

( )Same

n Feet Cold

n Hands Cold

tr Stomach Upset

n Conslipation
tr Cold Sweats
I Fever

n

I Headache

n Neck Pain

n Neck Stiff
n Sleeping Problems
fl Back Pain n
D Nervousness n
[] Tension

Symptoms Other Than Above

n lrritablity n Numbness in Toes

tr Chest Pain fl Shortness of Breath

n Dizziness n Fatigue

n Head Seems Too Heavy n Depression
Pins & Needles in Arms n Lights Bother Eyes

Pins & Needles in Legs I Loss of Memory
Numbness in Fingers u Ears Ringtr

21. Have you lost time from work as a re$ult of this accident? ( )Yes ( ) No lf yes, please complete this question.

a. Last Day Worked:

b. Type of Employment:

c. Present Salary:

d. Are you being compensated for time lost from work? ( )Yes ( ) No lf yes, please state type of compensation

you are receiving:

22. Do you notice any activity restrictions as a result of this injury? ( )Yes ( ) No lf yes, please describe, in detail:

23. Other pertinent information:

DATE

C-106 Rcordcr H.J. Ross Co. (SO0, 5e2-3335

PATIENT'S SIGNATURE



Family Chiropractic and Acupuncture Center
z8ot Waterman BIvd Ste z6o

Fairfield, CA94534
(7o7) 427-tzzz

P:rivacy Es-ues Protected By HIPAA

- I authorize the release of medical information to my primary care or
referring physician, to consultants if needed and as necessary to process insurance

claims, insurance applications and prescriptions'

- I authorize Family Chiropractic and Acupuncture Center to leave a message on my

answering machine regarding lab results/medical information relevant to patient

care.

- I authorize Family Chiropractic and Acupuncture Center to talk to my spouse in

regards to my lab results/medical information relevant to patient care.

- I authorize Family Chiropractic and Acupuncture Center to leave a message on my

answering machine regarding account balance information.

- I authorize Family Chiropractic and Acupuncture Center to talk with my spouse in

regards to my account balance information.

- I authorize payment of medical benefits to the physician.

(Required Consent)

- I acknowledge that the information that I have given to Family Chiropractic and

Acupuncture Center is correct and current. Any change and/or additional information
will be given to them as soon as possible. lf any information is incorrect or lacking,

thus resulting in a delay or a denial in billing, I accept responsibility for the
outstanding balance. (Required Consent)

Please lnitial and Sign B&

_ (initiat) I acknowledge that I have read and understand the I'Notice of Privacy

Practice" form given to me by Family Chiropractic and Acupuncture Center to review.

I know that I have the right to request and receive a copy of the full HIPAA disclosure

form that I have just read. (Required Consent)

Signature:

Print Name:

Date:



Family Chiropractic and Acupuncture Center
zSot Waterman Blvd Ste z6o

Fairfield CA,945j4
(7o7) 427-rzzz

DOCTOR-PATI ENT RELATIONSHI P AN D IN FORMED CONSENT

CHIROPRACTIC
It is important to acknowledge the difference between the
health care specialties of Chiropractic, Osteopathy, and
Medicine, and for the patient to understand what to expect from
chiropractic care. lt is the chiropractic premise that proper spinal
alignment allows normal nerve transmission throughout the
body and gives the body an opportunity to use its inherent
recuperative powers. In this way, chiropractic health care seeks

to restore health through natural means without the use of
drugs or surgery. This gives the body maximum opportunity to
utilize its inherent recuperative powers. The success of
chiropractic procedures often depends on environment,
underlying causes, and the physical and spinal conditions of each
individual patient. lt is important that the patient understands
what to expect from your chiropractic care. Due to the
complexities of nature, and the many variables (both known and
unknown) that can affect a patient's response, no doctor can
promise specific results. The Doctor of Chiropractic provides a
specialized, unique, non-duplicating health service. The Doctor of
Chiropractic is licensed in a special area of practice and is

available to work with other types of providers in your health
care regime.

ANALYSIS

Your doctor will conduct a clinical analysis for the express
purpose of determining whether there is evidence that your
situation may be the result of a vertebral subluxation and that
you might respond satisfactorily to chiropractic care. If such is

found, chiropractic care will be recommended in an attempt to
restore spinal integrity.

RESULTS

The purpose of chiropractic care is to promote natural health
through the reduction of the vertebral subluxation. Since there
are so many variables, it is difficult to predict the time schedule
or the efficacy of the chiropractic adjustment on any given
patient. Sometimes the response is phenomenal, however, in

most cases, there is a more gradual, but quite satisfactory
response. Occasionally, the results are less than expected. Two
or more similar conditions may respond differently to the same
type of care and actual response is not predictable. Many
medical failures have found significant benefit through
chiropractic care.

ln turn, many conditions, which do not respond to chiropractic
care, may be helped through medical treatment. Chiropractic
and medicine may never be so exact as to provide definite
answers to all problems; however, both have made great strides
in patient care.

DIAGNOSIS

Although Doctors of Chiropractic are experts in the analysis of
the structural alignment of the human spine, and its effects on
the nervous system, they are not internal medical specialists.
Every patient should be mindful of his/her own symptoms and
should secure other opinions should he/she have any concerns as

to the nature of his/her total condition. Your Doctor of
Chiropractic may express an opinion as to whether or not you
should take this step, but you are responsible for the final
decision.

INFORMED CONSENT FOR CHIROPRACTIC CARE

By signing below, the patient gives the doctor permission and
authority to care for him/her in accordance with recognized and
acceptable chiropractic analytical and corrective procedures. The

chiropractic adjustment is usually beneficial and seldom causes

any adverse reactions. In rare cases, undetected physical defects,
deformities, or pathologies may render the patient susceptible
to iniury. The doctor, of course, will not give an adjustment if he

is aware that such care may be contra-indicated. Again, it is the
responsibility of the patient to make it known or to learn through
other health care procedures whether he/she is suffering from
pathological conditions (latent or otherwise), illnesses, injuries,
or deformities which would otherwise not come to the attention
of the doctor.

TO THE PATIENT

Please discuss any questions or problems with the doctor before
signing this statement of understanding and consent for care.

I have read and understand the foregoing explanation of
chiropractic care given to me. I hereby give my consent for
the doctor to render chiropractic care to me.

Signature: Date:
Print Name:

I have verbalty informed the patient of the material risk of proposed care.

Doctorrs Signature: Date:
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