Kenny Family Chiropractic
Personal Injury Questionnaire

INFORMATION ABOUT YOU
Name





Phone

 

Email





Address




 City



State

Zip



Age

Birth date


Sex:  (    ) M  (   )  F 
S/S#






Employer’s Name




Employer’s Address






Your  Auto Ins. Co.



Policy #

Agent’s Name





Name on Policy (if other than self)



Policy #





Claim #




Responsible Party’s Name (Other Car)




License #



Address



City



State

Zip




Policy Holder’s Name




Claim #






Where there any witnesses?       Y

    N

      Name






Have you notified your insurance of this accident?    Y

    N

      

INFORMATION ABOUT YOUR ATTORNEY

Name





Phone



Fax





Address




City



State

Zip



INFORMATION ABOUT YOUR ACCIDENT

1. Date of Accident




Time of Day







2.  Were you:   (   ) Driver        (     ) Front seat passenger        (   ) Back seat passenger

3.  Number of people in your vehicle?

Were you wearing your seat belts  (   ) Y   (   )N

4.  What direction where you headed?   (   ) North   (   ) South   (    ) East   (     ) West

5.  What direction was the other vehicle headed?   (   ) North   (   ) South   (    ) East   (     ) West

6.  Where you struck from:  (   ) Behind  (   ) Front    (   ) Left Side    (   )  Right Side

7.  Approximate speed of your car  
mph   Other car

mph

8.  Were you struck from:    (    )  Behind   (    ) Front     (    )  Left side   (   ) Right side

9.  Were the police notified?  (   ) Yes    (   ) No

10.  In your own words, please describe the accident: 

11.  Have you had an estimate of damage to the vehicle?






12.  Please describe how you felt:

 
a.  Immediately after the accident











b.  The Next Day












13.  Where were you taken after the accident?









14.  Have you been treated by another doctor since the accident?      (    ) Y          (    ) N


If yes whom?













15.  Since the injury occurred, are your symptoms :  (   ) Improving    (   ) Getting Worse   (   )  Same

16.  CHECK SYMPTOMS YOU HAVE NOTICED SINCE THE ACCIDENT:

(  ) Headache

(   ) Irritability

(   ) Numbness- Toes
  (   ) Face Flushed
(   )  Feet Cold
(  ) Neck Pain

(   ) Chest Pain

(   ) Shortness-breath
  (   ) Buzzing in Ears
(   ) Hands Cold

(  ) Neck Stiff

(   )Dizziness

(   ) Fatigue

  (   ) Loss of Balance            (   ) Stomach Upset
(  ) Sleeping Problem
(   )Head heavy 

(   ) Depression

  (   ) Fainting

(   ) Constipation

(  )Back Pain 

(   ) Pin/needles arms
(   ) Light Sensitive eyes         (   ) Loss of smell
(   ) Cold sweats

(  ) Nervousness

(   ) Pin/needles legs
(   ) Loss of memory
  (   ) Loss of taste

(   ) Fever

(  ) Tension

(   ) Numbness-finger
(   ) Ears ring

  (   ) Diarrhea



Symptoms other than above:











17.  Have you lost time as a result of this accident?  
(    )  Y       (    ) N


a.  Last day worked:







b.  Type of employment:






c.  Present  Salary: 







d.  Are you being compensated for time lost from work?     (     ) Y       (    ) N



If yes, type of compensation you are receiving:







   
18.  Do you notice any activity restrictions as a result of this injury?       (   )  Y     (    ) N

Family History: (List names and ages of family living in your household)

Informed Consent for Chiropractic Care

You have the right, as a patient, to be informed about the condition of your health and the recommended care and treatment to be provided so that you may make the decision whether or not to undergo chiropractic care after being advised the known benefits, risks, and alternatives. 

All questions regarding the doctor’s objective pertaining to my care have been answered and the benefits, risks, and alternatives have been explained to me to my satisfaction.  I have read and fully understand the statements above and accept chiropractic care.  I authorize Kenny Family Chiropractic to render necessary services to me and I am responsible for all charges incurred.
          Print Patient’s Name                                  Signature


   Date

Print Parent or Guardian’s Name                           Signature 
