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Name . Date _
Date of Injury:
Vehicles Involved:
Your Vehicle - Year Make Model Other Vehicle Year Malke Model
Accident Type: | ] Rear ended [] Head-on [ ] Broad-sided Your Speed Other Vehicle Speed
Damage to Your Vehicle: § Other Vehicle Damage: §

Describe Aceident:

Specifics of Accident (Mark each that applies to the accident):
Job or Work Related injury ( ) Yes
Your were the [ ] Driver [ | Passenger
Sitting [ ] Front seat [ ] Back seat
[] Seat belted [ | No seathelt
Impending Collision [ ] Aware [ } Unaware
[1Braced. | 1 Not braced
Head Did [ ] Strike Object | ] Not strike Object
' [ ] Broken Glass
Did vou experience [ ] Shock [ ] Loss of Consciousness
[ 1 Flash of Light Seen Upon Impact
Air bag Deployed []
State your Emotions and Physical State Immedmte{p Following
the accident:

The Road was: The Weather Conditions were!
[1Dry ‘ [ ] Sunny [ 1 Light rain
[ ] Wet [ ] Cloudy [ 1 Heavy rain
[11ey { ] Foggy, [ 1 Snowing

[ ] Snowy

Time of Day: []Dawn []Day [] Dusk [] Night [] Unknown

Immediately Following the Accident

[ 1 Ambulance — Paramedics Called
[ ] Treated at Scene

[ ] Transported to Hospital by Ambulance
[ |} Went to Hospital on their Own

[ ] Diagnostics Performed at Hospital

[ 1 Treatment at Hospital

| ] Medication Prescribed

[ | Follow-up Recommended

Other Doctors Seens

[ ] Orthopedist [ ] Neurologist

[ 1 Psychiatrist [ ] Physical Therapist
[ | Massage Therapist [ ] Chiropractor

State your Emotions & Physical State
after the first few days :

Symptomatology (Pain Characteristics for Major Area of Complaint):

The pain started

The pain is made hetter by

and worse by

The pain has the following qualities:

[1Thereis []Thereis not radiation into

[]Thereis [] There is not referred pain into

[] Thereis [] There is not

The paig is located

parasthesia (tingling/numbness) into:




The pain is (as far as timing is concerned: i.e, comes & goes, constant,

ete.)
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Name Date
Daily Activities Pain Rating
How many days out of an average week do you have pain? On a scale of 1- 10 rate your pain.
No Pain Severe Pain
How much time out of an average day are you in pain? ¢ 1 2 3 4 35 6 7 8 9 10
What are the worst times of day for the pain? __ Describe the overall severity of the pain
I Mild Nuisance

What are the best times of day for the pain? (1 Mild to moderate buf can live wnth it

. ' 1 Moderate, having trouble eoping with it
How do the following activities affect your pain? [1 Severe, it is ruining my quality of life

No Change Relieves Increased Duration

Sitting [1 Il [1 Progressiou
Walking [] i1 [1 How is your pain compared to when the pain
Standing [1 [1 [1 episode fivst started?
Lying Down [1] {1 1 [ 1 Much improved
Looking up 11 [] [ [ 1A little worse
Looking Down [ ] [1 ] [ 1 Somewhat improved
Lifting [] ] [1 { ] Much worse

What do you do to relieve the pain?

[ 1 No Change

Please mark each that apply to your Daily Activities

Stays at home most of the time due to the problem.
Changes position frequently to try and get comfortable.
Walks more slowly than usual because of the problem.

I

]

]

]

i Has to use handrails to get up stairs, etc.

| Has to lie down and rest frequently due to the prohlem.
] Has to hold onto something to sit or stand from a chair.
] Has to get oiher people to do things for you.

] Has difficulty getfing dressed due to the problem.

] Can only stand for short periods due to the problem.
| Has difficulty hending or kneeling due to the problem.
| Has difficulty turning over in bed due to the problem.
] Has a loss of appetite due to the problem,

] Can only walk short distances because of the prublem.
| Has difficulty sleeping because of the problem.

| Has to get dressed with someone’s help.

| Has to sit most of the day because of the problem.

| Has more irritable because of the problem.

] Has diffiexlty climbing stairs,

| Stays in bed most of the day becanse of the problem.
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Does not do jobs around the house because of the problem.

What are some recreational activities that vou participated in
before this current problem and which ones cannot be performed
now to the same extent as before?

How often do you have to stop activities and sit or lie down to
control your symptoms?

[
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Several times a day
Occasionally
Approximately once per day
Never

All Day




