CAD INJURY HISTORY FORM

GENERAL INFORMATION

Patient’ Name
Today's Date
Date of Injury

Martal Status OM 0OS OW QD
Habits:
Smoke: ONone Pkiday  ¥rs
Alcohol: ONever OLight
OMod OHeavy
Employment:
At time of accident:
OUnemployed
Currently:
OUnemployed
Due to accident? OYes ONo
Type of work: O Office/clerical OLight labor
OMod labor ClHeavy labor

PAST MEDICAL HISTORY

Surgeries { dates and residuals )

Fractures ( dates and residuals )

Serious illness ( dates and residuals )

Worker's comp. injuries { date, TX, awards,
residuals )

Personal Injuries ( date, TX, awards, residuals )

Sports or other injuries to head, neck, or back:

Any prior HX of current complaints:
1.
2.
3.
Prior TX by DC for these:
1.
2.
3.
Current Medical History:

Current health problems: OMNone

Current medications taken: OMNone

Accident History. General:
Was the accident on the job? OYes ONo
You were: O Driver OFront Passenger
ORear passenger  OMotorcycle operator
OMotorcycle Passenger
OOther
Vechicle driven by:
Your vehicle { year-make-model }:
Your estimated speead at moment of accident____

OStopped  OSlowing OAccelerating

Other vehicie ( year-make-model ):

Time of day: ODaylight ODawn ODusk
ODark

Road conditions: ODry ODamp Owet
OSnow Oice
CiOther

Head restraints: ONone Olntegral type
OAdjustable type: OUp ODown
ODon't Know

If adjustable was the position altered by the
accident? OYes CINo

Was the seat back adjustment altered by the
accident? OVes ONo

Was the seat broken?(JYes ONo

Lap Belt: OWearing  ONot wearing
ODon't Know

Shoulder belt: ONone OWearing
CINot wearing ODon't know

Did airbag deploy? OYes ONo
If yes, were you struck?” OYes ONo

Body position: OGood OForward
Other:

Head position: OForward  Oleft
ORight OuUp ODown



Accident History General (cont'd)

Hands [1One on wheel 100Two on wheel
ON/A
Brakes applied? OYes O
Accident Description:
Accident Diagram:
f
i |
Aware of impending crsh? OYes CONo

During the Crash:

Did you strike any parts of the vehicle? (IYes CINe
If yes, describe
Did vehicle sirike any objects after the crash?
If yes, describe
Wesring hat or glasses? OYes ONo
If yes, still on after the crash? Oyes OONo
Did you lose consciousness? OYes ONo
If yes, for how long?
Estimated property damage to your vehicle:
$
Estimated property damage to other vehicle(s):
ONone OMinimal OOModerate CIMajor
Were the police on scene? [OYes CNo
If yes, was a report made? [OYes OONo

| After the Crash

OHeadache ([Dizziness
ONausea O Confusion/disorentation
ONeck pain JParesthesia
OExtremity pain where?

Back pain

When did symptoms first appear?

hrs afterward

Where did you go after accident?
OWork OHospital

Mode of transportation?

Pwvt. Doctor

Symptoms:

Olimmediately

OHome

Emergency department

Hospital

X-Rays FYes ONo
Body parts imaged

Resulis

Lab work Oves ONo
OCervical collar Olce
Medications:

Oiher

Follow Up instructions

Treatment History:

1. Dr.

Specialty: Date first seen
Referred by: TX type

TX frequency: TX duration;
Currently treating? OYes ONo

Any disability? Yes ONo

If Yes, describe

Special tests:

Feferred to:

Did TX help? OYes OONo

Notes:

2 Dr

Specialty: Date first seen
Referred by: TX type

TX frequency: TX duration:
Currently treating? OYes ONo

Any disability?Yes (No

If Yes, describe
Special tests:
Referred to:
Did TX help? OYes ONo

Notes:




