PERSONAL INJURY PATIENT HISTORY
Name_____________________________________________________ File #__________________ Date _______________________
Age_________ Race________________ Sex_____________ Height___________ Weight______________ Handed_______________

HISTORY OF OCCURRENCE:
Date of accident_______________ Time_________         AM       PM Where was accident____________________________________
Yr & Model of car_____________________________ Driver of car______________________ Owner of car_____________________
Type of accident           Head-on collision

Broad side-collision



         Rear-end collision

Front impact, rear-ended car in front



         Non-collision: explain:_______________________________________________________
Your car:      Hit another car or      Was hit:: in the       Right       Left       Rear       Front        Side.
Where were you seated__________________________________________
What was the approximate damage done to the car you were in?  $__________________
Visibility at time of accident:     Poor      Fair      Good:::Road conditions at time of accident:      Icy     Rainy &     Wet      Clear      Dark
As a result of the accident were traffic citations issued to you      Yes      No; To the driver of the other car      Yes       No
IMPACT/SEAT BELT/HEADREST/SPEED
Describe in your own words what happened to you upon impact: _______________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

Were you wearing your seat belt?      Yes      No ::: Were you wearing your shoulder harness        Yes        No
Did the car have headrest?        Yes       No
If yes, what was the position of those headrest compared to your head before the accident?
      Top of headrest even with bottom of head      Top of headrest even with top of head       Top of headrest even with middle of neck
Did the car have airbag(s)       Yes      No ::: Driver & passenger      Yes      No ::: Did it activate      Yes        No
Did you see the accident coming?       Yes        No ::: Were you prewarned that the accident was about to happen?       Yes       No
Did you brace for the impact?       Yes      No ::: Were both hands on the steering wheel?       Yes        No
Was your car moving at the time of accident?       Yes       No ::: If yes how fast ________ MPH (estimate)
Was your car braking?       Yes       No ::: Was your foot on the brake?      Yes        No
How fast was the other car traveling? ______________MPH (estimate) Were there skid marks      Yes      No
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HEAD/BODY POSITION/ABLE TO MOVE BODY
Head/Body position at time of impact:      Head turned:       Right       Left       Head looking back      Head straight forward
      Body straight in sitting position       Body rotated:       Right      Left

At the time of accident, recall what parts of the head or body hit what parts on the inside of your car: _________________________

____________________________________________________________________________________________________________

As a result of the accident you were:      Rendered unconscious      Dazed, circumstances vague      Shaken up but could function

Could you move all parts of your body?       Yes      No If no, explain: _____________________________________________________
____________________________________________________________________________________________________________
Were you able to get out of the car and walk unaided?      Yes       No If no, explain: _________________________________________
____________________________________________________________________________________________________________
SYMPTOMS FROM ACCIDENT

Did you get bleeding cuts?      Yes      No If yes, explain: _______________________________________________________________

____________________________________________________________________________________________________________
Did you get bruises?     Yes       No If yes, explain: ____________________________________________________________________

____________________________________________________________________________________________________________
Please describe how you felt.  PLEASE BE SPECIFIC.

Immediately after the accident: __________________________________________________________________________________

Later that      Day      Night: ______________________________________________________________________________________
The next day(s):_______________________________________________________________________________________________

Have you missed any work? __________ If yes, what dates: ___________________________________________________________
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Rate symptoms apparent since the accident: 1 min through 10 severe L: Left R: Right B: Both I: Intermittent N: Numbness T: Tingling ML: Midline

__________ Base of skull


__________ Neck


__________ Shoulders

__________ Trapezius


__________ Arms


__________ Upper Back

__________ Between Scapulas

__________Under Scapulas

__________ Lower Back

__________ Hips



__________ Legs



__________ TMJ

__________ Headache


__________ Dizziness


__________ Loss of Memory

__________ Fainting


__________ Fatigue


__________ Chest pain

__________ Nervousness


__________ Ringing/buzzing ears

__________ Tension

__________ Cold Sweats


__________ Eyes sensitive to light

__________ Loss of Balance

__________ Shortness of breath

__________ Cold Hands


__________ Pain behind eyes

__________ Loss of smell


__________ Irritability


__________ Cold feet



__________ Excessive perspiration

__________ Anxiety


__________ Double vision

__________ Digestive disorders

__________ Restriction of neck motion
__________ Eyestrain

__________ Equilibrium problems 

__________ mental dullness

__________ Insomnia

__________ Nausea/vomiting

__________ Face Flushes


__________ Head seems too heavy

__________ Palpitation


__________ Tremors


__________ Change in bowel habits











__________ Pain radiating into:








__________ Left arm
__________ Right arm


__________ Neck
__________ Base of skull


__________ Shoulder
__________ Hips

Do you feel better      moving around or       resting?

Do you have difficulty:      walking;      bending;      sleeping;       sitting;      standing;      getting up from lying position
      getting up from sitting position; lying down:      on back        Lt. side       Rt. Side       on stomach;       coughing;      sneezing  
       have a bowel movement;      urinating;       twisting;      lifting 

Is it worse:      AM       Midday       PM       No change

Alleviations (What makes it better): ______________________________________________________________________________
____________________________________________________________________________________________________________
Home care: __________________________________________________________________________________________________
____________________________________________________________________________________________________________
ANSWER THE FOLLOWING ONLY IF YOU HAVE HEADACHES:

I have:       only one type of headache       2 types of headaches      3 types of headaches

The main (or worse) headache is:     intermittent      continuous (daily):::It may last:      hours       days       weeks        months

It is located primarily:    


All over;      right side;       left side;      both side;     back of head;       back of neck;      top;      front (forehead);       jaw or face
The pain is mainly:        variable;       sharp;      jabbing;     stabbing;      pulsating;     burning;      throbbing;     pressure;     dull & steady  

aching;      tightness;      other: ____________________________________________________________________________                                                                                             
Factors that make my headache worse:       heat;      light;      noise;       cold;      food (type) ____________________;       alcohol;

                 weather change;       stress;      lack of sleep;      chewing;      physical activity;      other:_______________________________

Factors that help my headache include:       rest;       sleep;       cold or ice packs;        heat;      quiet, dark room    
medication (type) _______________________________;        other:______________________________________________
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Describe any other type headache you have: _______________________________________________________________________
____________________________________________________________________________________________________________

FIRST DOCTOR/HOSPITAL/CLINIC SEEN

Did you go to seek medical help immediately/soon after the accident?      Yes      No If yes when:______________________________
____________________________________________________________________________________________________________
If yes, how did you get there?       Someone else drove me       Drove own car      Ambulance       Police

Doctor 1/hospital/clinic seen: ___________________________________________________ Date of first visit __________________

Were you examined?     Yes      No:::Were x-rays taken?      Yes       No:::If yes, what body part(s)? _____________________________

Were you kept overnight?       Yes       No:::       MRI::CT      ::Other: ______________________________________________________

Were you given treatment?      Yes       No If yes, explain: ______________________________________________________________

What benefits did you receive from treatment? _____________________________________________________________________

What recommendations were made? _____________________________________________________________________________
Date of last treatment: _________________________________________________________________________________________

SECOND DOCTOR/CLINIC SEEN

Doctor 2/hospital/clinic seen: _____________________________________________________ Date of first visit ________________

Were you examined?      Yes      No:::Were x-rays taken?      Yes      No:::If yes, what body part(s)?______________________________

Were you kept overnight?      Yes       No:::       MRI::CT      ::Other: _______________________________________________________

Were you given treatment?       Yes       No If yes, explain: _____________________________________________________________

What benefits did you receive from treatment? _____________________________________________________________________

What recommendations were made? _____________________________________________________________________________

Date of last treatment: _________________________________________________________________________________________

THIRD DOCTOR/CLINIC SEEN

Doctor 3/hospital/clinic seen: ________________________________________________ Date of first visit _____________________

Were you examined?      Yes      No:::Were x-rays taken?      Yes      No:::If yes, what body part(s)? _____________________________

Were you kept overnight?      Yes      No:::      MRI::CT       ::Other: _______________________________________________________

Were you given treatment?     Yes       No If yes, explain: ______________________________________________________________

What benefits did you receive from treatment? _____________________________________________________________________

What recommendations were made? _____________________________________________________________________________

Name ______________________________________ Date ______________________ # ____________ Page 4

Date of last treatment: _________________________________________________________________________________________

Physical Therapy: _____________________________________________________________________________________________

PRIOR HISTORY

Did you have physical complaints before this accident?      Yes      No; If yes, describe: _______________________________________
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________
Have you ever had same or similar symptoms?      Yes      No; If yes, describe: _____________________________________________
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Any prior injuries, accidents, diseases, or treatment to the area of your body now affected?      Yes      No; If yes please describe      (be specific): _________________________________________________________________________________________________
____________________________________________________________________________________________________________
Have you been treated for any health conditions on the last year?      Yes      No; If yes, explain: _______________________________
____________________________________________________________________________________________________________
What operations have you had? _________________________________________________________________________________
____________________________________________________________________________________________________________
Any fractured or broken bones?      Yes       No

Any serious illnesses?      Yes      No; If yes, explain: ___________________________________________________________________

Are you currently taking any medication?      Yes      No; If yes, what: ____________________________________________________
____________________________________________________________________________________________________________
Please draw a diagram of how the accident occurred below:
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