NEW PATIENT INFORMATION

Please complatiequestions. Thank you.

(Please Print)

Name: Today's Date:
Address: City/State/Zip
Home Phone: Work Phone: Cell/Pager:
Birth date: Age: Email
Social Security #: Marital StatumMi W D S
Spouse’s Name: Children/Age:
Employer: Address: Job Degsicnn:
Who may we thank for referring you?

Current health complaints/reasons for consulting oficeof
1.

2.

3

Surgeries List fractures and dates

List all medications you are now taking.

List any supplement you are currently taking.

Have you been treated for ANY health conditions inldis¢ year?

Describe:

What x-rays have you had in the last five years?

Women Is there any possibility you are pregnant?

Do you suffer from any condition(s) other than that Wwhjou are now consulting us?

Have you had previous chiropractic care? If so, Dr's &tasevisit
Do you have health insurance? Name of Company
Your Auto insurance: Policy: Agent’'s Name:

Have you retained an attorney: ( ) Yes ( ) Name:

Date of your accident

1. Description of Accident/Injury/Onset
Enter a full description of the accident, injury or onset in the space below

*

2 During and after accident details
Enter the details of your condition during and after the accident/onset.



Automobile Accident Description

Please answer the questions below. If you do not know the answer to any of the questions, do not answer that question.

1. Your vehicle type
QCar QStation Wagon
QVan QOPickup Truck
QLarge Truck OBus
Other

4. Time/Speed/Damage
Time of accident
Your vehicle's

2. Your position in vehi
UDriver

Other

QFront Passenger
ULeft Rear Passenger
URight Rear Passenger

cle 3. What was your vehicle doing at the time  of the accident?
QStopped at intersection OStopped in traffic  OStopped at light
UMaking a right turn UMaking a left turn  QParking
QProceeding along QSlowing down QAccelerating

Other

5. Details of Accident

Visibility at time of accident

6. Road conditions
Road conditions at time of accident

dPoor AFair AGood

speed: mph

Their vehicle's Who hit who/what?
speed: mph QYou hit other vehicle
Damage to your vehicle QOther vehicle hit you
aMild UModerate You hit... (object)
UTotaled

Qlcy UWet dSandy UDark QClean and dry

Point of impact
UHead-On  QLeft Front
URead-End QLeft Rear

URight Front
URight Rear

7. Body Position, etc.

Does your vehicle have headrests? Yes OUNo

Did you see the accident coming: YesU ONo
Were you braced for the impact? YesU ONo
Did you have a seat belt on? YesO ONo
Was your shoulder harness on? YesU ONo
Did driver side airbag deploy? YesO ONo

8. Additional accident information

Did passenger side airbag deploy?

What was the position of your headrest at  the time of the impact?
QEven with top of head QEven with bottom of head dMiddle of neck
What was the direction of your head at the  time of the impact?
QFacing straight forward UTurned to the right QTurned to the left
YesO ONo Side airbags? YesO QNo

In the case of a motor vehicle accident, enter any additional information here that is not covered by the above check offs.

9. During the accident:
Did your body strike inside of your vehicle? YesQUONo
If yes, describe:

10. After

the accident:
Check off your symptoms following the acciden t:

Did you lose consciousness during the injury? YesQUONo

If yes, for how long?

Your vehicle's estimated damage?

Damage to their vehicle:
Did police show up at the scene? YesU ONo
Was an accident report filled out? YesQ ONo

dMild QModerate QTotaled

UHeadache QDizziness OMid back pain UCold hands
UNeck pain UNausea QLow back pain OCold feet
UNeck stiffness ~ QConfusion WNervousness WDiarrhea
QFainting QFatigue ULoss of taste  UDepression
URingingin ears QTension QToe numbness OAnxious
QLoss of smell Qirritability  OConstipation  OChest Pain

QPain behind eyes QShortness of breath  0Sleeping problems

Others:

11. Emergency Room?

12. Treatment

History:

Where did you go after the accident? Fill  in other doctor(s) seen prior to your first visit t o this office.
UHome QWork OHospital ER QPrivate Doctor 1. Dr. Firstvisitdate: __ /|
How did you get there? Specialty: X-rays done? YesUUONo

QSelf QSomebody else QAmbulance. UPolice Types of treatments received:

X-rays done? Yes OUNo Lab work? Yes OUNo How many treatments received? ____ Currently treating? YesUUONo
Body parts X-rayed? Did treatments benefit you? YesUUNo

What lab work? Lastvisitdate: /[

The X-rays revealed: 2.Dr. Firstvisitdate: __ /|
Treatments: OCervical CollarQlce Other: Types of treatments received:

Medications: How many treatments received? ____ Currently treating: YesOUONo

Follow-up instructions:

Did treatments benefit you? YesUUNo
Last visit date: / /



Description of Symptoms __ (Describe your symptoms in the sections below, in the order of severity, if possible.)
I. Current Symptom : (Please check off the boxes below to describe your symptom. Describe only ONE symptom per section.

1. Check only one body location below 2. Types of pain Other types of pain:
UHeadaches L RQ BQO Qbull USharp QAching QCutting

QFront of Head UThrobbingdBurning DNumbing QTingling UWCramping

UTop of Head USpasm  QStingingdShooting QPounding UConstricting

UBack of Head
QJaw L RQ BQO 3. Pain Frequency 6. Actions affecti ng this pain
UEye Ld RO BO QUp to 1/4 of awake time U1/4 to 1/2 of time Brings On Aggravates Relieves
ONeck Ld RO BO U11/2 to 3/4 of awake time OMost all the time Qin the A.M. a a a
QUpper Back LA RO BO Qin the P.M. a a a
UMid Back LO RQ BQO 4. Pain Intensity (How it affects daily activites) UBending forwrd. Q a a
ULow Back L RQ BQO UDoesn't affect USomewhat affects UBending back Q4 a a
UChest L RQ BQO USeriously affects UPrevents activities UBending left a a a
UAbdomen L RQ BQO UBending right Q4 a a
URibs L RQ BQO 5. Does this pain radiate into other body parts? UTwisting left a a a
UButtocks L RQ BQO Left Right Both OTwisting right Q4 a a
QShoulder L RQ BQO UHead a a a UCoughing a a a
QUpper Arm L RQ BQO UNeck a a a USneezing a a a
QForearm L RQ BQO UShoulder a a a QStraining a a a
UHand L RQ BQO UArm a a a UStanding a a a
QHip L RO BQ QHand Q Q Q asitting ] Q Q
OLeg L RO BQ QHip Q Q Q QLifting ] Q Q
UFoot LO RQ BQO UlLeg a a a Other Actions:
Other location s: QFoot a a a a a a

Other locations of radiation a a a

Il. Current Symptom : (Please check off the boxes below to describe your next symptom. Describe only ONE symptom per section.

1. Check only one body location below 2. Types of pain Other types of pain:
UHeadaches L RQ BQO Qbull USharp QAching QCutting

QFront of Head UThrobbingdBurning DNumbing QOTingling UWCramping

UTop of Head QSpasm  QStingingdShooting QPounding UConstricting

UBack of Head
QJaw L RQ BQO 3. Pain Frequency 6. Actions affecti ng this pain
UEye Ld RO BO QUp to 1/4 of awake time Q1/4 to 1/2 of time Brings On Aggravates Relieves
UNeck Ld RO BO U01/2 to 3/4 of awake time OMost all the time Qin the A.M. a a a
QUpper Back LA RO BO Qin the P.M. a a a
UMid Back L RQ BQA 4. Pain Intensity (How it affects daily activites) UBending forwrd. Q a a
ULow Back L RQ BQO UDoesn't affect USomewhat affects UBending back Q4 a a
UChest L RQ BQO USeriously affects UPrevents activities UBending left a a a
UAbdomen L RQ BQO UBending right Q4 a a
URibs L RQA BQO 5. Does this pain radiate into other body parts? UTwisting left a a a
UButtocks L RQA BQO Left Right Both OTwisting right Q4 a a
QShoulder L RQ BQO UHead a a a UCoughing a a a
QUpper Arm LO RQ BQO UNeck a a a USneezing a a a
QForearm L RQ BQO UShoulder a a a QStraining a a a
UHand L RQ BQO UArm a a a UStanding a a a
QHip L RO BQ QHand Q Q Q asitting ] Q Q
OLeg L RO BQ QHip Q Q Q QLifting ] Q Q
UFoot LO RQ BQO UlLeg a a a Other Actions:
Other location s: QFoot a a a a a a

Other locations of radiation a a a

IIl. Current Symptom : (Please check off the boxes below to describe your next symptom. Describe only ONE symptom per section.

1. Check only one body location below 2. Types of pain Other types of pain:
UHeadaches L RQ BQO Qbull QSharp QAching QCutting

QFront of Head UThrobbingdBurning DNumbing QOTingling UWCramping

UTop of Head USpasm  QStingingdShooting QPounding UConstricting

UBack of Head
QJaw L RQ BQO 3. Pain Frequency 6. Actions affecti ng this pain
UEye Ld RO BO QUp to 1/4 of awake time U1/4 to 1/2 of time Brings On Aggravates Relieves
ONeck Ld RO BO U01/2 to 3/4 of awake time OMost all the time Qin the A.M. a a a
QUpper Back LA RO BO Qin the P.M. a a a
UMid Back L RQ BQO 4. Pain Intensity (How it affects daily activities)  UBending forward O a a
ULow Back L RQ BQO UDoesn't affect USomewhat affects UBending back Q4 a a
UChest L RQ BQO USeriously affects UPrevents activities UBending left a a a
UAbdomen L RQ BQO UBending right Q4 a a
URibs L RQA BQO 5. Does this pain radiate into other body parts? UTwisting left a a a
UButtocks L RQA BQO Left Right Both OTwisting right Q4 a a
QShoulder L RQ BQO UHead a a a UCoughing a a a
QUpper Arm L RQ BQO UNeck a a a USneezing a a a
QForearm L RQ BQO QShoulder a a a QStraining a a a
UHand L RQ BQO UArm a a a UStanding a a a
QHip L RO BQ QHand Qa Q Q asitting Q Q Q
OLeg L RO BQ QHip Qa Q Q QLifting Q Q Q
UFoot L RQ BQO UlLeg a a a Other Actions:
Other location s: QFoot a a a a a a

Other locations of radiation a a a




Activities of Daily Living Assessment
Rate your current difficulties, resulting from your accident/iliness, with regard to the various activities listed below. Use the
following 1 to 5 scale and
WRITE IN THE APPROPRIATE NUMBER that most closely describes your current degree of difficulty.

1 ="l can do it without any difficulty”, 2 =" can do it without much difficulty, despite some pain”, 3 ="l manage to do it by myself,
despite marked pain”, 4 ="l manage to do it, despite the pain, but only if | have help”, 5 ="l cannot do it all, because of the pain".
Only fill in areas affected.

Difficulties with Self Care and Personal Hygiene Ac tivities

Bathing__ Drying hair___ Brushingteeth__ Puttingonshoes____ Preparingmeals____ Taking outtrash_____
Showering__~ Combing hair___ Making bed_____ Tying shoes____ Eating__ Doing laundry
Washing hair____ Washing face_____ Putting on shirt___ Puttingon pants____ Cleaning dishes___ Going to toilet_____
Difficulties with Physical Activities

Standing__~ Walking_____ Kneeling Bendingback _~ Twisting left___ Leaning back_
Sitting__ Stooping_____ Reaching___ Bending left_ Twisting right___ Leaning left_
Reclining____ Squatting_____ Bending forward___ Bendingright _ Leaning forward_____ Leaningright
Standing for long periods_____ Sitting for long periods____ Walking for long periods_____ Kneeling for long periods_____

Difficulties with Functional Activities

Carrying small objects____ Lifting weights off floor Pushing things while seated Exercising upper body
Carrying large objects____ Lifting weights off table__ Pushing things while standing____ Exercising lower body
Carrying brief case_____ Climbing stairs_____ Pulling things while seated___ Exercisingarms____
Carrying large purse_____ Climbing inclines_____ Pulling things while standing_____ Exercising legs_____

Difficulties with Social and Recreational Activitie S

Bowling Jogging Swimming Ice Skating Competitive Sports Dating
Golfing Dancing Skiing Roller Skating Hobbies Dining out
Difficulties with Travelling

Driving a motor vehicle Riding as a passenger in a motor vehicle Riding as a passenger on a train

Driving for long periods of time Riding as a passenger on an airplane Riding as a passenger for long periods

Use the following 1 to 5 scale to describe the difficulties below:

1 ="This area is not affected by my condition", 2 = "This area is slightly affected by my condition”, 3 ="My condition moderately
restricts my ability in this area”, 4 = “My condition seriously limits my ability in this area”, 5 = "My condition prevents me from
using this ability”

Difficulties with Different Forms of Communication
Concentrating Hearing Listening Speaking Reading Writing Using a keyboard

Difficulties with the Senses
Seeing Hearing Sense of touch Sense of taste Sense of smell

Difficulties with Hand Functions
Grasping Holding Pinching Percussive movements Sensory discrimination

Difficulties with Sleep and Sexual Function
Being able to have normal, restful nights sleep Being able to participate in desired sexual activity

Write in below any additional information regarding your Activities of Daily Living (that wasn't cover ed above):

Prior Symptom History

Prior Similar Symptoms Has you r History Contributed to your Current Symptoms?

Ql have NOT had prior symptoms similar to my current complaints. OMy history HAS contributed to my current symptoms.

OMy current complaints DID exist before, but had not been bothering me. OMy history HAS NOT contributed to my current symptoms.

OMy current complaints ALREADY existed and were worsened. Ql'm NOT SURE if my history has contributed to my current symptoms.
My most recent prior similar symptoms (if applicabl e) occurred Umonths ago / Qyears ago OR on Date: / /

Write in below any other Prior Symptom History, not covered above:



Have you been treated by another doctor since the atgiflephYes ( ) No If yes, please list naamel address:

What type of treatment did you receive?

What type of care are you looking for? Temporary relief Maximum Correction

| hereby authorize Dr. Aaron J. Richardet (and whomever he maylesignate as his assistant(s) to administer
chiropractic care as he deems necessary to my (indedatenship of child)
named

The above information is true and accurate to the best of my lowledge.
Patient’s or Guardian’s Signature: Date:

Witness: Date:




