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Auto Accident - New Patient Intake
Title: H Iit. H  M.  H iuds.  E nrfe.  n res  (checkone) Gender: H Male   H Fchalc  I)ate:

First Name:

Address:

Middle Initial:                     Ijast Nanci

Home phone: (                )

Cen phone: (                 )

Date of Birth: J        /-
PinayDoctor:

Work phone: (                )

Prefernd contact method : Heal Phone EHome Phone HWork Phone

Err

RE: (check one)
I   Whie     I Black/Affican American    I Amedcan Indian/AlaskaNative H  Other E  I choose not to spedfy

Ethridty.(checkone)      IHisprnicorhaino        I Notllispanicorljatho         I lchcosencttospedfy

mefened hangquge: (check one)
I  Endish         I  Spanich         Bother

Marital Status:  I Single I Mried

Spouse Data:
First Name:

I Oner

Home phone: (            )

H   I choose notto spedy

Mddle:               I.ast Name:

Ou phone: (              )

Isyourspouseapatientinthedinic?IYesnNo

E:tr;:on#3L°±e:rE=pioyedHFT/npT          HsndentHFT/HFT        HReded      EHomenaker    Euncmpkyed

EmployerNanci.

Address line:

Job

Emergeney Contact:
Contact Name:

Phone:(                 )

Rchtionship:



Date of Injny/Accident:
Do you have an attorney? I Yes I No  If yes, who?

Location(What state did it occur?)

IN YOUR OWN WORDS, PLEASE DESCRIBE HOW TI-IE ACCIDENT OCCURED:

Please illustrate how the accident occured using Qg!g_of the diagrams:

ir : 1_
IIH I ill

Pointoflmpact:
I  Front
I Driver Side

E Driver Front
I Passenger Side

Current ComDlaints :
Please mark wfiere your pain/symptoms are:

I Passenger Front
I  Passenger Rear

I  Rear
I Driver Rear

Patient Name:
Date:



Please grade your pain on a scale of o-10L
[0= No Pain, 10= Extreme Pain]

Neck:                      0     1     2     3     4     5     6      7     8     9     10

Upper/MidBack:012     3     4     5     6      7     8     910

I.owerBack:        0     1     2     3     4     5     6      7     8     9     10

0      1      2     3      4     5      6       7      8      9     10

Area(s) of complaint:
1.

Circle which ones describe your symptoms:
•     dull                    .     sharp                   .     throbbing
•     tingling              .     stabbing              .     cramping

Other symptoms:

Choose how frequent the oain is oresent:

Seldom - Intermittent - Frequent - Constant

Seldom - Intermittent - Frequent - Constant

Seldom - Intermittent - Frequent - Constant

Seldom - Intermittent - Frequent - Constant

•    burning                 .     deep
•     numbness              .     radiating

•     aching
•     stiffness

Can you go to sleep without problems?   E Yes
Doyouawakenbecauseofpain?        I  Yes
If yes, where is the pain that wakes you up?

ENo
ENo

Injny History General:
Wa§thecrashon-the-job?        EYes    ENo
Youwere:    E  Driver    E  Frontseatpassenger  E  L-M-R   Rearseatpassenger       E  Pedestrian
I  Motorcycle operator        E  M()t()rcycle passenger     I  other:
Vehicle Driven By:
Your Vehicle fyeaf/make/model):

Other Vehicle fyear/make/model):
If Driver:
Howmanyhandswere onthewheel? : I one onwheel       I  Two onwheelE  None
Were the brakes appried?                      I Yes ENo
Your Estinated Speed at Moment of Crash:
I  stopped
I  slow              @xample: Parking Lot/Stop Light)
I  Moderate      example: Neighborhood)
I  Fast               @xample: IIighway)
TimeofDay:         HDaylight    EDawn        EDusk       HDark
Roadconditions:E  Dry          E  Damp        I  wet        Esnow     E  Ice   E  other:
What was the position of the ±gp of your headrest? :

If adjustable, did your headrest move due to the crash?  I  Yes                      I No
Did your seat move or change position? H Yes: Base, Whole Seat, Seat Back   I  No
Didyourseatbreak?   EYes   ENo

I Mddleofncck    I Middle of head     I None  I  Evcnwith the top ofthehcad  E  Evenwith the bottom ofthehcad

I Don't Remember
I  Don't Remember

LapBelt:          I  wearing       ENotweaing
Shoulder Belt: I  None            I wearing

Patient Name:

I  Not wearing                   E  Don't Know

Date:



Did the airbag deploy?   I Yes                         I  No
If yes,wereyoustnickbythe airbag?  I  Yes I  No      Whatbodypart?
Did you strike anything in the vehicle?  I Yes                        I No
If yes,what?    Ewheel    I  Windshield    HAfmrest     EDashboard   Esidewindow     I  Airbag    EsideDoor
Were you aware of impending crash?  I Yes                             I  No
Didyou brace yourselfforimpact?      I Yes                 I  No
Directionofyourhead:      ETuffledright        I  Tumedleft   I straightahead ] I.ookingup  I  Lookingdowfl
Didyourhead impact anything?      I  Yes                 I No                I  Don't Know
Are you experiencing any? I Mental Confusion  I Memory Ijoss I Depression/Mood Swings I Decrease hibido

I Distractibility I right Headedness
Other pact of body injured? q?lease hst in order of severity.)

During the crash:
Did the vehicle strike any objects after crash?
If yes, please describe?

EYes ENo

Were you dazed? I  Yes                         I No
Did you lose consciousness?   I  Yes    I No If yes, for howlong?
Damagetoyourvehicle:     HMild         I  Moderate                 EExtensive                    ETotaled       Hunknown
Werepoliceonthe§cene?       EYes                 ENo                 If yes,repottmade?      EYes                I  No

After the crash:
Immediately after the accident, did you experience any of the following:

I  Headaches                 I  Neck pain                  I  Mid Back pain           I shoulder/Arm pain
I  Ilow Back pain          I IIip/Ijeg pain                          I Dizziness                    I Nausea
I Confusion                   I  Disorientation           I other:

When did symptoms first appear? ®Ours)
Wheredidyougoafterthecrash?    I  Work  HHospital         EHome    Other:

Emergency D ep attment:
Hospital name: DATE:
Mode of transportation:
Imaging / testing performed?                      I Yes               I No

If yes, please list type Q[-ray, MRI, CT, Lab work, EMG, etc.) location and date taken:

Results:

DATE:
DATE:
DATE:

Medication pres cribed:
Other treatments:
Follow-up instructions :

Self-assessed percent improvement as of today: Gist for separate areas)
Area 0/o Improved:

o/o Improved:
o/o Improved:

Patient Name:
Date:



Any prior history ofcurent complaints?    I  Yes                   I No
If yes, please describe episodes with dates:

Prior treatment by a chiropractor for these?     I  Yes              I No              If yes, please list who and when:

Circle the activities that aggravate your condition:
•     sitting                .     standing              .    walking                  .     bending
•     sleeping             .     sneezing              .     coughing
•     looking              .     looking

up                             d own

•     typing                .     scooping

Other aggravating factors :

•     movement

®      house

chores

•     straining

•     rest

•     exercise
®       S talr

stepping

Circle activities that relieve your condition:
•     sitting
®no

movement
•     ibuprofen

Other relieving factors:

•     standing                    .     lying
•     movement               .     heat

•     medication               .     rest

•     kneesbentup
•1Ce

®      Support

•     topicalgel

•     stretching/exercising              .     adjustments

General Information:
Handednes§:   I  L       ER     EBoth
Tobacco use:  I Current EveryDay smoker     I Sometimes smoker     I Former smoker   I  Neverbeen a
Smoker                          What is your level of interest in quittirig smokirig?

I  0Q{olnterest)   I   1     E2     E3     E4    [5     E6    I  7     I  8     E9     H10overylnterested)
Alcoholuse:    I  None      I  Social      I  Moderate     I  Heavy
Have you ever been disabhity rated?  I Yes   I  No If yes, for what?

Treatment Historv:
AnypriorDoctorseen-forthiscondition?
1.    DoctorName:
Date seen:

EYes               I  No

Treatment type:

Specialty:
Referred by

Currendy treating?          I  Yes                I No                 Did treatment help you?              I Yes                 I                      No
Refeffed to another Provider?
Notes:

2.    DoctorName:
Date seen:
Treatment type:

Specialty:
Referred by:

Currendy treating?          I  Yes                I  No                Did treatment help you?              I Yes                 I  No
Referred to another Provider?
Notes:

Patient Name:
Date:



Current Medical Historv:
Current Health Problems deart Disease, Diabetes, High Blood Pressure, etc) E None

Current Medications Taken:
I Vltamins / Supplements I None I See Separate List

Areyoucurrentlypregnant?   HYes   I No     lf §o, what is your due date?
Have you had children?          I Yes    I No      If so, how many children have you had?

List any known allergies you have to any medications:      I  No known aneredes

Has any doctor diagnosed you with High Blood Pressure?  I  Yes  I  No

Has any doctor diagnosedyouwith Diabetes presently?       I  Yes  I  No
If yes,whatkind?    I  Typel      EType2     If yes,wasmostrecenthemoglobinAlc> 9.0°/o? I  Yes   I  NO ENotsure
If yes, other comments regarding Diabetes!

Past Medical Historv:
InjuriestoHead,Neck,orBack,indudingMotofVehicleAccidentsorWorklnjuries:

Surgeries @ates & Type):

Fractures @ates & Type):

Falnilv Hi§torv:  Please circle and check all that aDi]lies
Diabetes

Heart Disease

High Cholesterol

Hypettension

Osteoporosis

Cancer tspecjfy, :

Psychological Disorders
I  No known Conditions

Padent Signature :

Yes       No
Yes       No
Yes       No

Yes       No
Yes       No

Yes       No
Yes       No

I Mother
H Mother
H Mother
I Mother
E Mother
I Mother
E Mother

H Father
H Father
E Father
H Father
E Father
E Father
I Father

H Sister

11 Sister

I Sister
H Sister

E Sister

H Sister

I Sister

Date:

H Brother
H Brother
I Brother
I Brother
I Brother
E Brother
H Brother

HDaughter   I Son
I Daughter   I Son
HDaughter    H Son
H Daughter   I Son
I Daughter   I Son
I Daughter   I Son
I Daughter   I Son

To be performed by clinic staff: Height: _ in Weight: _ lbs BP:_/_ Pulse:_bpm
Patient Name:

Date:



please comt}Iete this to _t_be best of your ability, if you have any questions, see Brooke.

Pain Levels 1 -10 (one little pain,  10 extreme pain)

Neck-1     2     3     4     5     6     7     8     9      10

Rshoulder-      1     2     3     4     5     6     7     8     9      10
RElbow-      1      2     3     4     5     6      7      8     9      10
Rwrist-     1     2     3     4     5     6     7     8     9     10
MidBack-      1      2     3     4     5     6      7     8     9      10
RHip-      1      2      3     4     5      6      7      8      9      10
RKnee-      1      2      3      4      5      6      7      8      9      10
RAnkle-      1      2      3      4      5      6      7      8      9      10

Lshoulder-1     2     3     4     5     6     7     8     9      10
LElbow-      1      2     3     4     5      6     7     8     9      10
Lwrist-     1     2     3     4     5     6     7     8     9     10

LowBack-      1      2      3     4     5      6     7      8      9      10
LHip-      1      2      3      4      5      6      7      8      9      10
LKnee-      1      2      3      4      5      6      7      8      9      10
LAnkle-      1      2      3      4      5      6      7      8      9      10

Please answer the questions below and a_r_Qvide any additional information you believe necessary to your care.

Do you experience numbness or tingling ?

Do you get Headaches?

Any dizziness or vertigo?

Do you use heat or Ice?

Do you wear a back brace?

Any recent MRI  or X-ray?

What makes your pain worse?

What makes your pain feel better?

Does Chiropractic care help?

Does your pain radiate from one area and travel to another? lf yes where?

How would you describe your pain? (ex.  burning, stabbing, shooting,  pinching, achy, tight, stiff, sharp, dull)

Do you have a family history of back problems (mom, dad, sister, brother)?

Do you have any bulging discs or herniations?

Do you exercise, or do you stretch?

Who  is your primary care physician?

When did the pain start and  How?

Have you ever been seen by a Chiropractor before?

Are you vaccinated for COVID-19?   Yes / No

Any recent falls? When was your last auto accident?



AvondaleChiropracticCenter
417 Pen.ylvania Are., P.a. Box 297, Avondal®, P8. 19811   (610) 268-0122

STXTENENT OF FINANCIAL uNDEftslINDINC

Prfedswhchirapracdeinsumncewillbeexpectedtopayanydedudibleorcoinsurmceamouofthey
i"B qn de dde Of servbe. I undersend that if there is a problem wi8i my insurance I w].ll pay AVIondale
Chirtxpnrmforanyoutinndingcharges.AvendaleChirapranchasnoconrmoverthepaymentOf]qur
cfaim by your irrsurance company.  If you de not cany iusu[anee ve ask the( all chafnpes he pall at the
iin® trf sende®.

Airfe accident and \rorkets compensation claims wilt be bi»Bd entirely to the irqurerme c"npany. H~e
itisxpurespeneirm]rtoomantheproperforTneandnotifyyourempk]ysrand/orinsuranceoompenyOf
the injuryrferdent. If the clain shouH be denied or rqieded I understand that I.in nBaponsjble far paymen
trf all charges.

Patient Heath lnfomation Consent Form
W®`rant}i"itBknouihouryourPa6entH®ermlnformetion{PH]}i®goingitobeveedintm®aifegrrdyourrtyneevunnng
tluerecords.I-vebeginen]/hathcaeoperutinswemustrequlre)putoreedandstynensooneeutfomsmingmat

:=¥+::+==hinowinpr#iFELberi=.,I:#:=:If:te:#:F:iEL#iEL#t#,'cg#isan
avafable to irou st the font desk befroe signing thie ooneenL

1 . The Brfent tirderrfund3 and aBreee tD a»our this chiropractic office fo Wee their Pd!elrf HeEievi mrmation (PHl} fro the

#ffifr#ELHT#ItEL%rm##MiELH+:+EofffiforafffELRE#FTE#thal#
insurance companies feqiifro for pg)menL

2, The prtient hac the nom to eemne and ormin a oop}/ of ne or ber orm beath reeorfe at any qme and peque§t cBrTetde.

th¥tr#nptrmTonrg#E#ongrffiffigtorEL±=ffig+FdourminwhnganyfurtherrmicdeiBondeueof
3. A patienrs `Aifen consent need arty be obbined tor one tl-me for av the smsequenf care given the pafiBnt in this office.

4. The Faent rna/ p"ide a `inen request to mroke comsem at enir time ctiring care. T"B `muld nut affect the Lise Of these
mcBdr for the care given prior fo the `Arfun request to rveke consent bLJt vetiH apch/ to any care gi`pen char the riBqiiese
fro wh prBGenut.

5, For you. o`rm 6cairibr and rtyut to privac)I, a» 8tBff hu been feined in the ama oF p86enf reeul privaq)/ and a prhaey official
de3 ha OBsbnan to enftme moss prwhires and our gfbe. We hare eBken a» pecaouong men are ltrmm try ml3 ofbce
to aestiro rm your rBcordy are not feadtry enmaae to thcoe `who do nut need them.

6. PEtiede have de rgiv to "e a fond complBIut with a prfuraey OfREaf at]out any pmssitle violations Of these pOucies aed
pnrdLlee.

7. If the Frm whJ8es tD sgiv this cormt fro the purpose Of froatmen(, payment and heath care openrfious, the chiropractic
givsifen has the noht to ichise fo give care.

I have road and undefthnd how ny Patut Heath lrfemafron wl« be used and I dgfee to these poREes and ptocerfures.

Peifent or aufrorize

R,Bind iomfloio



--\iINondeb chEropractte aeriteF  `-

417rennrytrmiaAvemue
P!.OL Bout Z97

Jfrondrb,RA19311

NorrlcE OF PRIVACY PRACTICES
Per H]PPA REGULAmonrs

torsedforPuFpoasOfTreatment,PnynentandHcarmcareOpREtions

T!us troTicE DEscRIBEs now liEDicALjpROTECT=D HEAI" ]NFoftNA"on ^BOuT you NAN
BE USED iIND DiscLosED AND How You cut eFT AccEss To iwis iNFG"AmoN. PLEASE

RfrvlEw rT cAREFULLy.

ftdrwledgethitAREndal€ChinprcticceDtRE-NotieeOfPrtryPndce-habeenpnddedtorm
i]ndREsrfurd1hayt=therigivttoredewArvDndaleChiropmcticOenterNoticeOfPrirm=rPrdespriorto1,        t                                ,   .___I---=/i:i:__ ----. _ __ _ I+  '_  _ -

g¥ed¥hrfungEffi¥£###inT:#===#;EeHT#fr=in=Ee¥rf::=%__^,,,.,I+u[`+L=::: IL.I:=±±.+I  I-|L`+-I--i-.+I ...- _.  .. ___  _____  _ ____.   _

£g=##¥rfuhoisHT:H.PiEquisqu:#ce%rf#°#&fcngesngELffi±£ydrinptsrmfiedon

I
I
8u
pr
he
request at the mrm admlmsttanon desk. I p]s Huuue ul ri-iyacy TiaeLroE@ ami utEt.Inl~ Ill.]r .]E+,w -~
AirondaleChitqued€Cenqprdutesvth]res]pecttonyproneaedhaEL!nforndinArmndale
G!froprcticchaterresemathergivtochangrtheprharypracticethatacderfuedintheNofceof
PlfungrP!ndinp.I.pnychqainarmrirdtndceofPrfuqrPlaeticestycamngtheofficeandrequralnga
revisedonytobeseutthmalorrmyrequestaconyatthetimeOfmyneutsdheduledappofrment.

nature On TIIe

1.   I aulherize use Of this form en all rm/ insLJrance submissfons.
a.   I 3uliorize rdeaee Of infomedien fo a« insurance companies related to my care st Avendale

Chaapracfe Center
3.   I authedae refeae Of all medical / heath information from any other provider I have

ueedpinevrfuDuslytoAwhaleChirqucticCerferandanyogentvwhngonunbchelf.
4.   I atithoripe Awhife Cliiropectic C€nfer and any agent perking on heir befroan to ohain papeut

from my inouranee company and / or 3ttomey.
§.   I aulheriae peyrnent to be made dhacH]/ to Avendale Chiropractie Center.
§.   I permit a copy Of this aiithorfeason to be used in pbe Of the original.
I.   I peri.nit Ayondde Criirapna€tic Cerfer and any apeut vvefking on their bchan to confati ne by

meaneOfther]one,workand/orce«pfronenumberts}1naveprmrmonrfepetenlnformifen
form'

a.!pemAMondaleChirqucifeCemerandanyagentvendngontheirbchalftocorutmnevia
v`rmen cormmunlc(idon ro rmr none ao¢Tes5 given Ori the padem iTrfuTT"- fChrm.

I riave reeived the Nonce Of Privaey Practices and have reviewecl it and I have reviend
the sisrtatue on file fom.

SigratuneofPht=entormtient Rap©trdve/ELte

Name of Patient or Patient kepr-fatbe

-Dertytinnoffatient
RepregcomtiseSsAwhority

Staff witDG6s  /     Doterfu]nddethfropracdecdrer

R8`iiat m#9mio


