	DEMOGRAPHIC INFORMATION


Name __________________________________________________ Date________________

Date of Birth _____________________ E-Mail Address________________________________ 
Street Address________________________________________________________________

City _____________________________ State ______________________ Zip ____________
Home Phone ___________________________ Cell Phone____________________________
Sex:   □ Male   □ Female      Ethnicity _________________ Dominant Hand:   □ Right    □ Left   
Height__________     Weight now _____________   Weight before accident _______________
Are you:  □ Married  □ Single  □ Remarried  □ Divorced  □ Separated  □ Widowed
Emergency Contact Name ___________________________ Relationship________________

Emergency Contact Phone ______________________________________________________

Your Insurance Carrier______________________________ Claim Number ______________

Name of Attorney__________________________________ Phone Number ______________

Your Primary Care Provider’s Name ___________________ Phone Number ______________
Job Title___________________________________     □ Full-time     □ Part-time
Job Description _______________________________________________________________
How long have you worked for this employer? _______________________________________

What are your job activities and requirements? ______________________________________

____________________________________________________________________________

Please note your occupation, the name of your employer, full or part-time, and length of employment at the time of the accident (only if different from above): ____________________________________________________________________________
____________________________________________________________________________

Please note your reason for leaving that job _________________________________________

If you are not working, what was the last date you worked? _____________________________

If not working, what is preventing you from returning to work? ___________________________

If you are currently on disability, please note for what condition: _________________________

Level of education:     □ on the job training    □ high school diploma    □ vocational/technical 
□ some college

   □ college degree

□ graduate degree     
 □ doctorate
If you were in school at the time of the accident, which school? _________________________
What year in school were you at the time of the accident? _____________________________  

What degree were you pursuing? _________________________________________________  

Were you a full-time or part-time student?   □ Full-time    □ Part-time

Has anything about your schooling changed since the accident? _______________________
___________________________________________________________________________

	PRESENT HEALTH


Overall, what has changed about you or what has changed in your life since the accident that you don’t like? ________________________________________________________________
____________________________________________________________________________

____________________________________________________________________________

Observations From Others

Has anyone else noticed changes in you since the accident (such as your mood, irritability, personality, willingness to do things, ability to enjoy things you used to, ability to think or act quickly, trouble making decisions, difficulty concentrating or remaining focused, forgetfulness, more nervous, etc.)?     □ Yes      □ No        If Yes, what was said and who said it?

________________________________________________________________________________________________________________________________________________________
Pain & Symptom Description

Location of Pain/Aching/Tightness/Soreness/Burning/Numbness/Tingling:

*Please be as descriptive as possible in describing the location and type of problem (for example, left neck pain, right buttock pain, shooting pain right low back to right foot, right and left thumb and index finger numbness and tingling, etc.)

1)  ____________________________   2)  ______________________________  

3) ____________________________   4)  ______________________________  

5)  ____________________________   6)  ______________________________  
Which of these is most bothersome now? ___________________________________________

Have you had any problems with your jaw (TMJ) on either side or with opening your mouth wide since the injury?   □ Yes      □ No        

If Yes, please describe the symptoms: _____________________________________________
Have you experienced any of the following in connection with your symptoms?

□ Numbness in the area of the pelvis that would contact a bicycle seat

□ Weakness 


□ Pain worst at night 


□ Fever/Chills

□ Pain unaffected by movement or position 


□ Loss of bladder control




□ Loss of bowel control









□ Blood in stool or urine

□ Unexplained weight loss (how many pounds in what time frame)? ______________________

Description
Worst Symptom: _____________________________

□ Throbbing 



□ Shooting 


□ Stabbing 


□ Punishing/Cruel

□ Aching 




□ Heavy 


□ Tender


□ Tight/Tense

□ Hot/Burning



□ Sickening


□ Frightening

□ Tiring/Exhausting 

□ Sharp 





□ Cramping 

□ Numb



□ Tingling

□ Other ____________________________________

Intensity of worst symptom. Please rate this Symptom on a scale of 0 (no pain) to 10 (a 10 means it’s impossible to bear without emergency treatment; you cannot simply tough it out or try to ignore it, and you cannot remain functional).

Worst it got over the last week:
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Best it got over the last week:
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Average pain over the last week:
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HOW LONG does Symptom last when it is present?

□ Constantly (all the time when I’m awake)

□ Until I take pain medications (pain goes away completely within 1 hr of taking medication)

□ _______ minutes/day
□ _______ hours/day
□ Other, please describe ________________________________________________________

HOW OFTEN does Symptom occur?

□ Constantly



 





□ Multiple times every day






□ Once every day 


□ _____ days/week

□ _____ days/month






WHAT makes this Symptom worse? (Please check all that apply)

□ Bending 




 



□ Urinating





□ Coughing/Sneezing



 □ Lifting 









□ Reaching

 



□ Bowel movements

 

□ Right after activity
 




□ Fatigue/being tired

□ Lying down

□ Mild exercise 






□ Resting 





□ Stress/pressure/anxiety 

□ Working more than ______ min or ______ hours 








□ Standing more than ______ min or ______ hours

□ Sitting more than ______ min or ______ hours

□ Walking more than ______ min or ______ hours

□ When the weather is ______________________________

□ Other __________________________________________

□ Other __________________________________________

Other Symptoms
Please check the box next to any symptoms you are still experiencing:

□ Forgetfulness 





□ Trouble focusing 






□ Difficulty concentrating or focusing



 

□ Difficulty speaking your thoughts as quickly or easily as normal 






□ Difficulty comprehending things you read as quickly as normal


□ Slowed thinking 

□ Trouble making decisions or second-guessing yourself more than normal
□ Increased irritability
□ Decreased desire to be around others
□ Sensitivity to light (not only during headaches)
If you have headaches, please check all of the following that apply to your headaches:

□ I never had headaches before the accident

□ I’ve had headaches for ___ □ mos  □ yrs


□ Occur daily




□ Occur 4-6x/week


□ Occur 2-3x/week 




□ Are Constant



□ Last several days at a time

□ Last a full day at a time

□ Last several hours
at a time


□ Last less than an hour at a time  
□ Located all over my head 


□ Located on one side only

□ Located in back of head


□ Located in forehead/temples

□ Located behind eyes

□ Are sensitive to light




□ Are sensitive to sound


□ Make me nauseous 



□ Get worse with activity 



□ I know when they’re about to start


How would you describe the effects of pain upon your personality?
□ None: 



Normal, no effect, alert, cheerful, get along well 
□ Slight: 


Slightly upset, irritable, disagreeable, moody, complaining 
□ Moderate: 

Moderately upset, unhappy, anxious, very moody 
□ Severe:     

Severely upset, quite depressed, bitter, desperate, withdrawn 
□ Very Severe: 
Totally incapacitated, panicked, severely withdrawn, avoid everybody
Sleep

How many hours do you sleep each night now? _____   Before the accident? _____

What time do you go to bed now? _____   Before the accident? _____
What time do you wake up now? _____   Before the accident? _____

How many times do you wake up at night? _____ Before the accident? _____

Is it more difficult to fall asleep now than before the accident?    □ Yes      □ No        
When you wake up at night, is it more difficult to get back to sleep now?    □ Yes      □ No        
Do you feel rested when you wake up in the morning?    □ Yes      □ No    

Do you have excessive feelings of sleepiness during the day?    □ Yes      □ No        
Are you excessively fatigued during the day now?    □ Yes      □ No    

Has anyone said you snore (or are you aware you snore) at night?    □ Yes      □ No        
If you have had a sleep study done, what were the results? _____________________________

Do you use a CPAP machine?    □ Yes      □ No        Does it help you sleep?   □ Yes     □ No        

Do you use an oral device at night?    □ Yes    □ No       Does it help you sleep?   □ Yes     □ No        

Are you kept awake at night by worrying, nervousness, or anxious thoughts?   □ Yes     □ No 
Do you have nightmares often?   □ Yes    □ No     Are they about the accident?   □ Yes    □ No     
Do you often have a racing heart (rapid heart beat) or pounding heart at night?   □ Yes    □ No  
If any, how many times each week does pain keep you from falling asleep or getting back to sleep? __________________________
If any, how many times each week does pain wake you up at night? _______________         
Substance Use

How many alcoholic drinks do you have in a typical week? _______   Before Accident? ______
If the amount changed from before to after the accident, please explain why? 

____________________________________________________________________________

Have you had problems with alcohol in the past?   □ No   □ Yes

Do you use any recreational drugs?   □ No   □ Yes   Which ones? ________________________
Have you been treated for substance abuse problems in the past?  □ No   □ Yes 
When? ________________   For what substance(s)? _________________________________

Do you smoke?  □ No   □ Yes     How much? ______ packs of cigarettes per day
If the number of cigarettes smoked each day changed after the accident, please explain why?

____________________________________________________________________________
If you quit smoking, how long has it been since you quit? _______________________________
Learning
Have you had any problems with learning during your life?     □ None
□ Concentration / Attention





□ Memory Difficulties

□ Learning Disability _________________
□ Intellectual Deficits

□ Reading Difficulties







□ ADD/ADHD Diagnosis
Did you ever need assistance in school to learn?  □ No   □ Yes   Why? ____________________
What was your estimated GPA in High School? __________,  in College? ____________

What is your reading ability? 
□ Able to read     

□ Read with difficulty

□ Unable to read 

□ English is a second language

How do you learn best? 
□ Seeing   □ Hearing   □ Reading   □ Doing   □ Combination

	HEALTH PRIOR TO ACCIDENT


What did you do for fun and how often? ____________________________________________

____________________________________________________________________________

What kinds of activities did you do with family and friends, and how often? _________________

____________________________________________________________________________

What did you do in a typical day? _________________________________________________

Complaints and Injuries prior to the Accident

Did you have any physical complaints (e.g. pain) before the accident (that day)?  □ Yes     □ No 

If Yes, what physical complaints did you have the day of the accident before it occurred? ____________________________________________________________________________
Had any of the pains or other symptoms you felt after the accident been present at any time before the accident AND were they bad enough that you went to see a doctor about them?     
□ Yes    □ No   □ I never had symptoms or problems before like those I had after the accident
If Yes, please note any pains or other complaints you were having before the accident:

	Area of Pain or Describe Problem
	Pain Frequency

(# days/week)
	Worsened Due to Current MVA?
	# Mo/Yrs Pain

was Present
	Provider

Name
	Last Date of Pain Before MVA?

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Have you had any motor vehicle accidents before or since this one?      □ Yes      □ No   

Please state the date(s) of all previous accidents: ____________________________________________________________________________
____________________________________________________________________________

Please describe these accidents and any injuries you sustained: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Had you fully recovered from any previous accident injuries prior to the current accident? 
□ Yes    □ No  

If so, when did you fully recover (date)? ____________________________________________ 

If not, which symptoms from the prior accident remained, how severe were they, and how often did they occur? ____________________________________________________________________________
____________________________________________________________________________
Please describe any accidents or injuries that occurred AFTER the current accident: ____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Prior Medical History

Please provide the names of any doctors, therapists, hospitals, or clinics you have seen in the last 5 years: __________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Have you ever been hospitalized?    □ Yes    □ No        What for? ________________________

____________________________________________________________________________

If you have had any other major injuries before or after this accident other than what’s listed above, please describe them and when they occurred: ________________________________
____________________________________________________________________________
____________________________________________________________________________

Please describe any prior instances when you hit your head (sports, fall, other accident, etc.), when they occurred, and whether you lost consciousness or had to seek medical care:

____________________________________________________________________________

____________________________________________________________________________

Please describe any prior surgeries that have not already been described, and when they occurred:

____________________________________________________________________________

____________________________________________________________________________
	REVIEW OF SYSTEMS


Please list any allergies you have: ________________________________________________

Please Circle the appropriate letter next to each item based on the following:

Y= a condition you have now         N= never had         P= a condition you had pre-accident
Depression





     □ Y  □ P  □ N

Anxiety







□ Y  □ P  □ N
Bipolar Disorder




□ Y  □ P  □ N Borderline Personality


□ Y  □ P  □ N    

Histrionic Personality



□ Y  □ P  □ N
Antisocial Personality


□ Y  □ P  □ N
Obsessive/Compulsive


□ Y  □ P  □ N
Schizophrenia





□ Y  □ P  □ N
PTSD








□ Y  □ P  □ N
ADD/ADHD






□ Y  □ P  □ N
Phobias







□ Y  □ P  □ N
Sleep Apnea





□ Y  □ P  □ N
Chest Pain






□ Y  □ P  □ N Muscle Spasms


     
□ Y  □ P  □ N
Dizziness






□ Y  □ P  □ N Slurred Speech




□ Y  □ P  □ N
Tremors







□ Y  □ P  □ N
Balance Problems




□ Y  □ P  □ N
Hearing Voices





□ Y  □ P  □ N
Hallucinations





□ Y  □ P  □ N
Out of Body Feeling



□ Y  □ P  □ N
Motion Restriction




□ Y  □ P  □ N Radiating Symptom



□ Y  □ P  □ N Sleep Disruption




□ Y  □ P  □ N Night Sweats





□ Y  □ P  □ N Migraines






□ Y  □ P  □ N Vision Disturbance



□ Y  □ P  □ N Corrected Vision




□ Y  □ P  □ N Tearing/Dryness




□ Y  □ P  □ N Double Vision





□ Y  □ P  □ N Pallectomy






□ Y  □ P  □ N Cataracts






□ Y  □ P  □ N Impaired Hearing




□ Y  □ P  □ N Ear Ringing






□ Y  □ P  □ N Earaches 






□ Y  □ P  □ N Frequent Colds





□ Y  □ P  □ N Sinusitis







□ Y  □ P  □ N Postnasal Drip





□ Y  □ P  □ N Change in Taste




□ Y  □ P  □ N Goiter








□ Y  □ P  □ N Cough







□ Y  □ P  □ N Sputum







□ Y  □ P  □ N Spit up Blood





□ Y  □ P  □ N Asthma







□ Y  □ P  □ N Bronchitis






□ Y  □ P  □ N Pneumonia






□ Y  □ P  □ N Emphysema






□ Y  □ P  □ N COPD








□ Y  □ P  □ N
Difficulty Breathing



□ Y  □ P  □ N Shortness of Breath



□ Y  □ P  □ N Heart Disease





□ Y  □ P  □ N Heart Attack






□ Y  □ P  □ N
Rapid Heart Rate




□ Y  □ P  □ N
Heart Pounding




□ Y  □ P  □ N
Heart Murmur





□ Y  □ P  □ N
Valve Prolapse





□ Y  □ P  □ N
Pacemaker






□ Y  □ P  □ N
Stroke








□ Y  □ P  □ N
Aneurysm






□ Y  □ P  □ N
TIA









□ Y  □ P  □ N
Angina







□ Y  □ P  □ N
High Blood Pressure 



□ Y  □ P  □ N Cancer  







□ Y  □ P  □ N Edema







□ Y  □ P  □ N Diabetes
     





□ Y  □ P  □ N
Nausea







□ Y  □ P  □ N Vomiting







□ Y  □ P  □ N
Constipation






□ Y  □ P  □ N Blood in Stool





□ Y  □ P  □ N Gas/Bloating





□ Y  □ P  □ N Diarrhea







□ Y  □ P  □ N
Incontinence





□ Y  □ P  □ N
Liver Disease





□ Y  □ P  □ N Chron’s Disease




□ Y  □ P  □ N
Irritable Bowel Syndrome

□ Y  □ P  □ N
Peptic Ulcer






□ Y  □ P  □ N
GERD/Reflux





□ Y  □ P  □ N
Digestive Problems



□ Y  □ P  □ N
Fibromyalgia





□ Y  □ P  □ N
Kidney Disease




□ Y  □ P  □ N
Hemorrhoids





□ Y  □ P  □ N Abdominal Pain




□ Y  □ P  □ N Gall Bladder Disease



□ Y  □ P  □ N Pain on Urination




□ Y  □ P  □ N Urge to Urinate Often


□ Y  □ P  □ N Kidney Stones





□ Y  □ P  □ N Blood in Urine





□ Y  □ P  □ N Joints red/swollen




□ Y  □ P  □ N Arthritis in the __________

□ Y  □ P  □ N Deep Leg Pain





□ Y  □ P  □ N Thrombophlebitis
 



□ Y  □ P  □ N Aspiration of Hematoma


□ Y  □ P  □ N Fainting







□ Y  □ P  □ N Seizures







□ Y  □ P  □ N Paralysis 






□ Y  □ P  □ N Muscle Weakness




□ Y  □ P  □ N Coordination Difficulties


□ Y  □ P  □ N Mood Swings





□ Y  □ P  □ N Memory Loss





□ Y  □ P  □ N Thyroid Problem




□ Y  □ P  □ N Hair Loss







□ Y  □ P  □ N
Excessive Thirst




□ Y  □ P  □ N Excessive Hunger




□ Y  □ P  □ N Anemia







□ Y  □ P  □ N Easy Bleeding





□ Y  □ P  □ N Bruise Easily





□ Y  □ P  □ N
Cold Intolerance




□ Y  □ P  □ N
Fatigue







□ Y  □ P  □ N
TMJ Problems





□ Y  □ P  □ N
Difficulty chewing




□ Y  □ P  □ N
Difficulty swallowing



□ Y  □ P  □ N
Swelling in ___________

□ Y  □ P  □ N
Skin Lesions





□ Y  □ P  □ N
Major Rash






□ Y  □ P  □ N
Females Only
Age menses began



__________

Age menses ended



__________

Average cycle length



__________

Average bleeding length


__________

Spotting







□ Y  □ P  □ N Irregular Cycles




□ Y  □ P  □ N Painful Menses





□ Y  □ P  □ N Birth Control






□ Y  □ P  □ N Sexual Difficulties




□ Y  □ P  □ N STD








□ Y  □ P  □ N Breast Lumps





□ Y  □ P  □ N Breast Pain






□ Y  □ P  □ N Nipple Discharge




□ Y  □ P  □ N PMS Symptoms




□ Y  □ P  □ N Menopausal Symptoms


□ Y  □ P  □ N Vaginal Dryness




□ Y  □ P  □ N Vaginal Discharge/Sores

□ Y  □ P  □ N Number of pregnancies      

_________

Number of live births         

_________

Number of miscarriages     

_________

Males Only
Hernias







□ Y  □ P  □ N
Testicular Masses




□ Y  □ P  □ N Testicular Pain





□ Y  □ P  □ N Sexual Difficulties




□ Y  □ P  □ N STD








□ Y  □ P  □ N Penile Discharge/Sores


□ Y  □ P  □ N Prostate Disease




□ Y  □ P  □ N
Please list any other disorders or conditions with which you have been diagnosed and when they were diagnosed: __________________________________________________________________________
Are these conditions currently controlled? __________________________________________________________________________
Please note the current status of treatment for these conditions: __________________________________________________________________________
__________________________________________________________________________
	FAMILY MEDICAL HISTORY


*Place an “X” in each space below for a family member(s) who had the disease listed:










Father    
Mother    Grandparent   Sibling     Other (Specify)

Anemia






_____

_____

_____

_____

_______



Cancer






_____

_____

_____

_____

_______



 

Diabetes





_____

_____

_____

_____

_______                                  

Heart Disease




_____

_____

_____

_____

_______                         

High Blood Pressure

_____

_____

_____

_____

_______              

Stroke






_____

_____

_____

_____

_______                                      

Epilepsy






_____

_____

_____

_____

_______                                  

Depression





_____

_____

_____

_____

_______
 

Anxiety Disorder



_____

_____

_____

_____

_______


 

Bipolar






_____

_____

_____

_____

_______


 

PTSD






_____

_____

_____

_____

_______


 

Asthma






_____

_____

_____

_____

_______


 

Hay fever, Hives



_____

_____

_____

_____

_______

 

Kidney Disease



_____

_____

_____

_____

_______                        

Glaucoma





_____

_____

_____

_____

_______                                 

Tuberculosis




_____

_____

_____

_____

_______


 

Alcoholism





_____

_____

_____

_____

_______                        

Drug Abuse




_____

_____

_____

_____

_______                                 

Other Mental Illness


_____

_____

_____

_____

_______


 

Age at death




_____

_____

_____

_____

_______                             

	TREATMENTS SINCE THE ACCIDENT


Please note all painkillers (including both prescription and non-prescription medications) you are currently taking, how frequently you take them now, and how often you took them initially after the accident (MVA):

	NAME
	Dose
	Use Now

(# days used/week)
	Use right after MVA

(# times used/week)
	# Months

Used
	Does/Did it Help?

(no, a little, a lot)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Please note all other medications you are taking specifically due to injuries sustained in or conditions that arose from your accident:

	NAME
	Dose
	Use Now

(# days used/week)
	Use right after MVA

(# times used/week)
	# Months

Used
	Does/Did it Help?

(no, a little, a lot)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Please list all other medications you are currently taking for any reason: 

	NAME
	Dose
	Use Now

(# days used/week)
	Purpose of Use?
	When did you begin taking this medication?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please list any supplements you are currently taking and for what reason: 
	NAME
	Dose
	Use Now

(# days used/week)
	Purpose of Use?
	# Months

Used
	Does/Did it Help?

(no, a little, a lot)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Please check the boxes next to any exercises you have performed since the accident:
□ Home Exercise Program (HEP) prescribed by health care provider
□ Stretching for the low back/neck/shoulder/knee/hip/leg/ankle, etc.

□ Strengthening
for the low back/abdominals/core/neck/shoulder/knee/hip/ankle/hand, etc.

□ Balance training


□ Gym workouts



□ Home workouts

□ Yoga or Pilates



□ Aquatic exercise 

□ Aerobic exercise (walking, swimming, biking, jogging, elliptical, rowing, etc.)

□ Sports (tennis, soccer, football, racquetball, golf, etc.)

For how many months have you been performing the above exercises: __________________
How many times a week have you been performing the above exercises: ________________

Please check the box next to any other treatments or therapies you have performed to alleviate symptoms resulting directly or indirectly from the accident, such as:

□ Chiropractic 



□ Physical Therapy 


□ Occupational Therapy 
□ Massage 
 



□ Injections 




□ TENS unit for home use

□ Counseling

 

□ Acupuncture

 


□ Biofeedback 
□ Hypnosis




□ Prayer






□ Meditation 
□ Surgery


 

□ Traction at home 


□ Breathing techniques 
□ Bed rest




□ Hot packs

 


□ Cold Packs

□ Immobilization
 

□ Energy treatments


□ Self-limiting certain activities
□ Sleep hygiene (making room darker, using ear plugs, changing temperature, journaling, etc.)
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