
Date

Patient

Date of

Name

Time of Accident n a'm'

n p.m.

Please describe the accident in your own words:

Were you the: n Driver
E Rear Passenger

! Front Passenger
! Pedestrian

How many people were
in the accident vehicle?

A C C I D E N T  S I T E

Road/Street Name

City/State

Nearest intersection with road/street

Driving conditions tr Dry n Wet n lcy n Other

Which direction were vou headed?

Speed you were traveling?

V E H I C L E

Make and model of vehicle Vou were in:

Were you wearing a seatbelt? n Yes n ruo
lf yes, what type? n Lap I Shoulder

Was vehicle equipped with airbags? n Yes n ruo
lf yes, did it/they inflate properly? n Yes n ruo

Did your seat have a headrest? fl Yes n ruo
lf yes, what was the position of the headrest?
n Low n Midposit ion E High

Was impact from :

n Front n Rear n let E nigfrt

At the time of impact were you:

fl Looking straight ahead
n Looking to the left

! other

n Looking to the right

n Looking down
n Looking up

Were both hands on the steering wheel? n Ves n ruo
lf no, which hand was on the wheel? n Rigl'lt n tet

Was your foot on the brake? nYes n ruo
lf yes, which foot was on the brake? n Right n let

Were you: I Surprised by impact n Braced for impact

Make and model of other vehicle

Which direction was other vehicle

Speed other vehicle was traveling

headed?

Did the police come to the accident site? flYes n ruo
Were there any witnesses? E Yes n ruo
Was a police report filed? n Yes I lto
Was a traffic violation issued? flYes n ruo

lf yes, to whom?
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T R E A T M E N T

Did you go to the hospital? [ Yes n No
When did you go? [ lmmediately after accident ! Next day n Z days or more after the accident
How did you get to the hospital? flAmbulance n Private transportation

Name of hospital_ Name of doctor

Diagnosis

Treatment received

X-rays taken

S Y M P T O M S / I N J U R I E S

Have you been able to work since this injury? n Yes n No How many work days have you missed?
Prior to the injury were you able to work on an equal basis with others your age? E Yes E trto
lf you have had any of the following symptoms since your injury, please flcheck:

n Arm/shoulder pain
! Back pain
E Back stiffness
fl Chest pain
fl Dizziness
n Ear buzzing
! Ear r inging
n Fatigue

n Feet/toe numbness n Neck pain
tr Handifinger numbness n Neck stiff
n Headaches
n lrritability
n Jaw problems
n Leg pain
n Memory loss
n Nausea

n Shortness of breath
E Steep difficulty
n Stomach upset
n Tension
! Vision blurred

ls this condition getting progressively worse? n Yes n ruo E Unknown

Mark an X on the picture where you continue to have pain, numbness, or tingling.

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)_

Type of pain: n Sfrarp n Dull I Throbbing n Numbness
!  Aching n Shooting n Burning ! Tingl ing

! Cramps ! Sti f fness n Swell ing E Other

How often do you have this pain?

ls it constant or does it come and go?

Does it interfere with your: n Wort< n Steep n Oaity Routine ! Recreation

Activities or movements that are painful to perform: ! Sitting n Standing ! Watking
n Bending E Lying Down

I certify that the a

Patient Signature

bove information is correct to the best of my knowledge.

Date



GORDON CHIROPRACTIC
CHIROPRACTIC, THE NATURAL WAY

Consent for Purposes of Treatment,
* i-- , - ."*.*---*...*-^ "-.'\-

Payment andHealthcare Operations

I acknowledge that Gordon Chiropractic's "Notice of Privacy Practices" has been provided

to me.

I understand I have a right to review Gordon Chifopractic's Notice of Privacy Practices

prior to signing this document. Gordon Chiropractic's Notice of Privacy Practices has

been provided to me. The Notice of Privacy Practices describes the types of uses and

disclosures of my protected health information ihat will occur in my treatment, payment of

my bilts or in the performance of health care operations of Gordon Ghiropractic- The

trtotice of privacy practices for Gordon Ghiropractic is also provided on request at the

main administration desk of this practice. This Notice of Privacy Practices also describes my

rights and Gordon'Ghiropractic's duties with respect to my protected health information.

Gordon Ghiropractic reserves the right to change the privacy practices that are described
in the Notice of Privacy Practices. f may obtain a revised notice of privacy practices by

calling the office and requesting a revised copy be sent in the mail or asking for one at the
time of my next appointment.

Signature of Patient or Personal Representative Date

Name of Patient or Personal Representative

Description of Personal Representative's Authority
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Financial Responsibility

I agree to be financially responsible for all charges incurred at this clinic including my insurance deductible, 
co-payment and any services rejected by my insurance company.

Patient Signature     Date

Permission to Administer Treatment

I hereby give permission to the doctor to administer treatment and perform such general procedures as he may 
deem necessary in the diagnosis and/or treatment of my condition.

Patient Signature     Date

To help expedite processing of your insurance claims, we ask that you answer the following questions 
concerning the nature and onset of your symptoms.

1. Is the reason for seeing the doctor due to an automobile or work related injury?  [  ] YES [  ] NO

2. Are you currently under care by any doctor for an automobile or work related injury? [  ] YES [  ] NO

The above information is true to the best of my knowledge. My signature below is an authorization to release this 
information to my insurance carrier.

Patient Signature     Date

Assignment

I hereby instruct and direct my insurance company to pay by check made out and mailed directly to this clinic the 
professional or medical benefits allowable, and otherwise payable to me under my current insurance policy as 
payment toward the total charges for professional services rendered by this clinic.

A photocopy of this assignment shall be considered as effective and valid as the original.

Patient Signature     Date

Release of Information

I authorize this clinic to release any information pertinent to my case to any insurance company, adjustor, and 
attorney involved in this case; and hereby release this clinic of any consequence thereof.

Patient Signature     Date


