LEMONT ACTIVE CHIRO
15947 W. 127th St., Ste G, Lemont, IL 60439 Ph/Fax: 630.257.0550

PATIENT NAME:
DETAILS
DATE OF SERVICE: JINITIAL EVALUATION
[CJFOLLOW-UP EVALUATION
TYPE OF ACCIDENT: CJAUTOMOBILE [JFINAL EVALUATION
[CJWORKERS COMPENSATION
CISLIP AND FALL

IN HIS/HER OWN WORDS, THE PATIENT DESCRIBES THE ACCIDENT/HISTORY OF PRESENT ILLNESS:

DATE OF ACCIDENT:

THE PATIENT’S POSITION
WAS:

TIME OF THE ACCIDENT:
LOCATION OF ACCIDENT:
PATIENT’S VEHICLE SPEED:
OTHER VEHICLE SPEED:

DAMAGE TO PATIENT’S
VEHICLE:

VISIBILITY:

CIDRIVER

[JFRONT PASSENGER

[CJLEFT REAR PASSENGER
[JRIGHT REAR PASSENGER
CIMIDDLE FRONT PASSENGER
[CIMIDDLE REAR PASSENGER

; AM/PM

MPH
MPH

CIMILD
CJMODERATE
CIEXTENSIVE
CITOTALED

[JroOR
[JFAIR
JcooD

THE WEATHER WAS: [JSNOWING [JRAINING [JWINDY
[JFOGGY [JCLEAR

WHO HIT WHO/WHAT: [JPATIENT HIT OTHER VEHICLE

[JOTHER VEHICLE HIT PATIENT
[CJPATIENT HIT OTHER OBJECT
POINT OF CIFRONT [JLEFT FRONT _[JRIGHT FRONT
IMPACT: [JREAR [JLEFTREAR [JRIGHT REAR

CJLEFT SIDE [JRIGHT SIDE

WAS THE PATIENT USING THE SEATBELT? [JYES [IJNO

WAS THE PATIENT USING
THE SHOULDER HARNESS?

DOES THE VEHICLE HAVE AN

AIRBAG?

WAS THE AIRBAG DEPLOYED?

DID THE PATIENT STRIKE

ANYTHING ON THE VEHICLE?

IF YES,

OYEs [ONO

OJYES [INO
YEs OONO

[JYES [INO

[ JWHEEL [JWINDSHIELD [JARMREST

WHAT? [JDASHBOARD []SIDE DOOR [(JSIDE WINDOW

CJAIRBAG

WHERE? (PART OF
THE BODY):

DID THE PATIENT SEE THE ACCIDENT COMING? [JYES [NO
DOES THE VEHICLE HAVE HEADREST? [JYES [JNO
WHAT POSITION? [ JEVEN WITH TOP OF HEAD

CIEVEN WITH BOTTOM OF HEAD

CJMIDDLE OF NECK
WAS THE PATIENT BRACED FOR THE IMPACT? [JYES [INO
WAS THE PATIENT DAZED? CJYES [INO
DID THE PATIENT LOSE CONSCIOUSNESS? [1YES [INO

IF YES, FOR HOW LONG?

DIRECTION OF HEAD: [JFACING FORWARD
[JFACING LEFT
[JFACING RIGHT

WAS THE HEAD INJURED? Oyes [ONnO

OTHER PART INJURED:

IMMEDIATELY AFTER THE ACCIDENT, PATIENT
EXPERIENCED:

[COHEADACHES [JNECK PAIN [JLOW BACK PAIN
OTHER:

DID THE PATIENT GO TO THE HOSPITAL? [JYES [JNO

WHAT HOSPITAL:

TRANSPORTATION TO HOSPITAL BY: [JAMBULANCE
[CIDROVE SELF
[JSOMEBODY ELSE
JPOLICE

TEST DONE AT THE HOSPITAL:
Ox-RAYS [OMRI [JCT-SCAN [JLAB WORK
OTHER TEST:

ANY PRIOR DOCTOR FOR THIS ACCIDENT? [JYES [ONO

NAME: DR.

TESTS PERFORMED

NAME 2: DR.

TESTS PERFORMED

NAME 3: DR.

TESTS PERFORMED




PATIENT NAME:

SINCE THE ACCIDENT IS THE PATIENT:
[JBETTER [JSAME [JWORSE

HAS THE PATIENT LOST TIME FROM WORK? [JYES [JNO
IF YES, FOR HOW

LONG?
CAN PERFORM PHYSICAL WORK ACTIVITIES? [JYES [INO
IFNO, WHY? [JPAIN [JWEAKNESS [JSTRESS

OTHER:

SINCE THE ACCIDENT HAS HAD PROBLEMS WITH:
CJSEEING [JTASTING  [JSMELLING  [JEATING
[JHEARING [JBATHING [JGROOMING [JDRESSING
[JREADING  [JTYPING WRITING CJGRASPING
[JHOLDING  [JPINCHING [JSTANDING [JLEANING
[OWALKING [JSTOOPING [JSQUATTING [JCLIMBING
[JKNEELING [JBENDING [JTWISTING  [JCARRYING
CLIFTING  [JPUSHING [JPULLING [JREACHING
CJSITTING CODRIVING  [JRIDINGCAR [JPLANE TRAV.
CISPORTS [JEXERCISING  [JLOSS OF SEXUAL DRIVE
CJRECLINING  [JRESTFUL SLEEPING
CJINSOMNIA [JUSING THE TOILET
[JLOSS OF CONCENTRATION [ONERVOUS [JIRRITABLE
[CICHANGE IN PERSONALITY [JTACTILE FEELING
CAN GO TO SLEEP WITHOUT PROBLEMS?  [JYES [JNO
AWAKEN BECAUSE OF PAIN? []YES [INO

IF YES, WHERE?

HAD SLEEP PROBLEMS BEFORE? [JYES [JNO

PATIENT’S OCCUPATION:

DUTY: [JLIGHT DUTY
CIREGULAR DUTY

FINANCIAL BURDEN FOR PATIENT AND Ovyes
FAMILY? NO

IF YES, PATIENT
EXPLAINS:

HAS BEEN IN AN ACCIDENT BEFORE? [JYES [INO
IF YES, IN (YEAR)
DOCTOR WHO TREATED, DR. [JYES [INO

DETAILS:

ANY RESIDUAL PROBLEMS? [JYES [CINO

EXPLAIN:

SECOND ACCIDENT
IF YES, IN (YEAR)

DOCTOR WHO TREATED, DR.

DETAILS:

ANY RESIDUAL PROBLEMS? [JYES [NO

EXPLAIN:

THIRD ACCIDENT
IF YES, IN (YEAR)
DOCTOR WHO TREATED, DR,

DETAILS:

ANY RESIDUAL PROBLEMS? [YES [(INO

EXPLAIN:




