Van Drisse Chiropractic Center

Automobile Accident Questionnaire

Please answer all questions completely
This information is considered confidential. If we do not sincerely believe your condition wili respond satisfactorily, we
will not accept your case. In order for us to understand your condition properly, please be as complete and accurate as
possible in completing this form. Thank you.
Name Today’s Date

Time & Date of Injury,

Please describe your injury-

Please explain in detail how your accident happened: -

Did your car strike another? O Yes O No ; or did another car strike yours? O Yes O No o Undetermined

As a result of the accident, were traffic citations issued to you? O Yes O No ; to the driver of the other car? O Yes O No
You were heading: O North O East O South. O West on (street or highway)

Other vehicle was headed: O North O East O South O Weston (street or hwy)

Were police notified? O Yes O No

Were you knocked unconscious? O Yes O No If yes, for how long?
You were struck from: O Behind O Front O Leftside O Right side

Youwere: ODriver O Passenger O FrontSeat O Back Seat O Using seat belts O using other protective devices
Where did you feel pain immediately after the accident?

Where were you taken after the accident?

What treatment was given?
How often did you see the doctor?

How long did you see the doctor?

Have you been using any home remedies? If so, what, and were they
effective?

" Have you ever been involved in any other type of accident, fall, or had a broken bone, etc.? Please give a brief
description. ' ]

-ave you ever had any complaints in the involved area before? O Yes ONo
If so, what were the complaints?

Before the injury, were you capable of working on an equal basis with others your age? O Yes. O No
Have you lost any days of work? Dates:

“ince this injury, are your symptoms: O Improving O Getting worse O Same?
“ave you been contacted by an insurance adjustor or company representative regarding this claim?

Name of your insurance adjustor

Have you retained an attorney? OYes O No
If s0, his name and address:




1) Indicate with a mark on this line, the level of pain you are now experiencing:

No Pain |- | Maximum Pain
0 1 2 3 4 5 6 7 8 9 10

2) Listed below are 5 types of pain. Select the type (or types) of pain that you are experiencing.
3) Mark the body figures (draw below) to indicate where on you body the pain is being felt.

Be sure to use the corresponding symbiols for each type of pain.
4) Please draw your face on the figure below.
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Van Drisse Chiropractic Center . 502 George Street
De Pere, WI 54115

___Electronic Health Records Intake Form

In compliance with Medicare requirements for the government EHR incentive prograrﬁ

Are you currently taking any medications? (Please include regularly used over the counter medications)

Medication Name Dosage and Frequency (i.e. Smg once a day, etc.)

Do you have any medication allergies?

Medication Name Reaction Onset Date Additional Comments
Patient Signature: Date:
For office use only

Height: Weight: Blood Pressure:

[




Back Index

ACN Group, Inc. Form 81-100

Patient Name

ACN Group, Inc. Uso Only rov 3/27/2003

Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ The pain comes and goes and is very mild.

@ The painis mild and does not vary much,

@ The pain comes and goes and is moderale.

@ The pain is moderats and doss not vary much.
@ The pain comes and goss and is very severe.
® The pain is very severe and doss not vary much.

Sleeping

@ 1getno pain in bed.

@ 1get pain in bed but it does not prevent me from sleeping well
@ Because of pain my nomal sleep is reduced by less than 25%.
@® Because of pain my normal sleep is reduced by lass than 50%.
@ Because of pain my normal sleep is reduced by less than 75%.
® Pain prevents me from sleeping at all

Sitting

© I cansitin any chair as long as | Eke.

© 1can only sitin my favorite chair as long as | like.

@ Pain prevents me from sitting more than 1 hour.

@ Pain prevents me from sitling more than /2 hour.
@ Pain prevents me from sitting more than 10 minutes.
® |avold siting bacause it increases pain immediately.

Standing

@ Ican stand as long as | want without pain.

@ ! have some pain while standing bul it does not increase with tims.
@ 1 cannot stand for longer than 1 hour without increasing pain.

® | cannot stand for longer than 1/2 hour without increasing pain.

@ | cannol stand for longer than 10 minutes without increasing pain.
® 1avoid standing bacause it increases pain immediately.

Walking
© | have no pain while walking.
@ I'have some pain while walking but it dossn't increase with distance.
@ 1 cannot walk more than 1 mile without increasing pain.
@ I cannol walk more than 1/2 mile without increasing pain.
@ 1 cannot watk more than 1/4 mils without increasing pain.
® I cannot walk at afl without increasing pain.

Personal Care

@ 1do not have to changs my way of washing or dressing in order to avoid pain.

@ 1do no! normally change my way of washing or dressing even though it causes soma pain.
@ Washing and dressing increases the pain but § manage not to change my way of doing it

® Washing and dressing increases the pain and | find it necessary to change my way of doing il
@ Because of the pain | am unable to do some washing and dressing without help.

® Because of the pain | am unable to do any washing and dressing without help.

Lifting

@ |canlift heavy weights without extra pain.

@ |canlift heavy weights but it causes extra pain.

@ Pain prevents me from fifting heavy weights off the floor.

@ Paln prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a lable).

@ Pain prevents me from lifiing heavy waights off the flcor, but | can manage
light to medium weights if they are convenlently positioned.

® 1 can only[ift very light weights.

Traveling

@© 1getno pain while traveling.

@ 1gst soma pain whils traveling but none of my usua! forms of travel make it worse.

@ 1get extra pain while traveling but it does not cause me to seek altemate forms of travel,
® | gatextra pain whils traveling which causes ma to sesk allemate forms of trave!,

@ Painrestricts al! forms of travel except that done while lying down.

® Pain restricts all forms of travet,

Soclal Life

© My soclallife Is normal and gives me no extra paln.

@ My social life is normal but increases the degres of pain.

@ Pain has no significant affect on my social life apart from limifing my more
enargetic interests (e.g., dancing, elc),

@ Pain has restricted my sodial life and | do not go out very often.

@® Pain has restricted my sodial ife to my home.

® 1have hardly any social life becaus of the pain.

Changing degree of pain
© My pain is rapidly getting better.
@ My pain fluctuates but overall s definitely getting btter.
@ My pain seems 1o bs gstting batter but improvement s slow,
@ My paln is neither getting batter or worse.
@ My pain is gradually worsening.
® My painis rapidly worsening.

Back
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Neck Index

ACN Group, Inc. Form Ni-100

ACN Group, inc. Use Only rev 3/27/2003

Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyda}{ life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one

section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

© 1 have no pain at the moment.

@ The painis very miid at the moment.

@ The pain comss and goes and is moderate.

@ The pain s fairly severe at the moment.

@ The pain is very severe at the moment.

® Ths pain is the worst imaginable at the moment.

Sleeping

@ | have no trouble sleeping.

@ Wy sleep is slightly disturbad (less than 1 hour slespless).
@ My sleep Is mildly disturbed (1-2 hours sleepless).

@ My sleep is moderately disturbed (2-3 hours sleepless).
@ My sleepis greatly disturbed (3-5 hours sleepless).

® My sleep is completely disturbed (5-7 hours sleepless).

Reading

@ |can read as much as | want with no neck pain,
@ 1can read as much as | want with slight neck pain.
@ Icanread as muych as | want with moderate neck pain.

@ | cannot read as much as | want because of moderate neck pain.

@ | can hardly read at all because of severa neck pain.
® 1 cannot read at all because of neck pain.

Concentration

© !can concentrate fully when | want with no difficulty.

® 1 can concentrate fully when | want with slight difficuly.

@ 1 have a fair degree of difficulty concentrating when | want.
@ !have a lot of difficulty concentrating when | want.

@ |have a great dea! of difficully concentrating when | want.
® | cannot concentrate at all.

Work

@© | can do as much work as } want.

@ 1can only do my usual work but no more.

@ 1can only do most of my usual work but no more.
@ | cannot do my usual work.

@ 1 can hardly do any work at all,

® 1 cannot do eny work at all.

Personal Care
@ | can look after myse!f nomally without causing extra pain.
@ | canlook afier myself normally but it causes exira paln.

@ Itis painful to look after myse!f and | am slow and carefu!,
@® 1 need some help but | manage most of my personal care.
@ Ineed help every day in most aspects of se!f care.

® 1donot get dressed, | wash with difficulty and stay in bed.

Lifting

© | can lift heavy weights without exira pain.

@ | canlift heavy weights but it causes extra paln.

@ Pain prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).

@ Pain prevents ms from fifting heavy weights off ths fioor, but | can manage
light to medium weights if they are conveniently positioned.

® I can only lift very light weights.
® | cannot It or canry anything at all.

Driving
@ I can drive my car without any neck pain.
@ | can drive my car as long as | want with slight neck pain.

@ | can drive my car as long as | want with moderate neck pain.

@ 1 cannot drive my car as long as | want because of moderate nack pain.
@ | can hardly drive at all bacause of severe neck pain.

® | cannot drive my car at all because of neck pain.

Recreation

@© |am able to engage in all my recreation activities without neck pain.
@ 1am able to engage in all my usual recreation aclivities with some neck pain.

@ 1am able to engage in most but not all my usual recreation aclivities because of neck pain.
@ 1 amonly able to engage in a few of my usual recreation activities because of neck pain.

@ | can hardly do any recreation activities because of neck pain.
® | cannot do any recreation activities at all.

Headaches

@ I have no headaches at all.

@ | have slight headaches which coma infrequently,

@ | have moderate headaches which coms infrequently.
@® I have moderate headaches which coms frequently.
® | have severe headachss which come frequently.

® 1have headaches almost all the time.

Neck
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VAN DRISSE CHIROPRACTIC CENTER
502 George Street — De Pere WI, 54115

Auto Accident Claim Information

Name:

Date of Accident:

Required
Police Report/Case Number:

Who was driving the vehicle you were injured in?

What is your relation to this person?

Insurance Company to be billed:
*We will bill the car insurance company of the DRIVER of the vehicle you were in, regardless of who was at
fault. This carrier will pay your medical bills with any available med-pay. In the event the med-pay is maxed we
will continue to bill, and discuss payment options at that time.

Phone Number:

Contact/Adjustor Name:

Claim Number:

Address for Claims:

Your Health Insurance Information
*We may use this information in the future to bill any applicable visits if the claim is denied in the future.

Insurance Company:

Subscriber on this plan:

Member ID




