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1132 Arcade St. Saint Paul, MN  55106       Phone: 763-458-6804   Fax: 651-771-4204
PATIENT INFORMATION





Today’s Date:___________________
Date of Accident:___________________________

Name:_____________________________________________________    Date of Birth:_____________________

Address:______________________________    City:_____________________    State:______ Zip:____________
Home Phone:(          )________________________    Work Phone:(          )______________________

Social Security:________-______-________    Age:________
       Please Circle:     Male      Female                Your Occupation:________________________________    Employer:____________________________________
Name of Spouse/ Nearest Relative:_______________________________   Phone:(          )____________________
PAYMENT:
____Cash      ____Check      ____Health Insurance      ____Automobile Insurance      ____Worker’s Compensation 

Name of Insurance Company:______________________________________    Insurer:______________________
Address:________________________________________   City:____________________   State:______________
Phone:(          ) ______________________________    Claim/Policy Number:______________________________
Group Number:______________________________    ID Number:________________________________

PAST MEDICAL HISTORY: (please check all that apply)

___AIDS

___Dislocated Joint

___Neck Pain

___Epilepsy

___Nervousness 

___Anemia

___German Measles

___Numbness

___Asthma

___Headache

___Arthritis

___Polio


___Back Pain

___Heart Trouble

___Poor Circulation

___Bladder Trouble 
___Reproductive Disorder

___Hepatitis

___Bone Fracture

___High Blood Pressure
___Rheumatic Fever 
___Cancer


___HIV/ARC

___Rheumatism

___Chest Pain

___Kidney Disorder
___Scarlet Fever


___Concussion

___Bowel Control Loss
___Serious Injury

___Convulsions
___Menstrual Cramps

___Sinus Trouble

___Diabetes

___Multiple Sclerosis

___Tuberculosis
___Indigestion


___Muscular Dystrophy
___Venereal Disease

___Other _______________________________________________________________________________________________________

Have you been treated by a Physician for any health condition(s) in the last year?     YES      NO

If yes, describe the condition(s):___________________________________________________     Date of last exam:_________________
SURGICAL HISTORY:

1.) ____________________________________________________________________
Date:_____________________________

2.) ____________________________________________________________________
Date:_____________________________

Have you ever had a metal implant?     YES      NO


                                            Ever been shot?     YES      NO

ACCIDENT HISTORY:
___JOB
___AUTO
Date:_______________________________________
Other:_____________________________
___JOB
___AUTO
Date:_______________________________________
Other:_____________________________
PLEASE INDICATE PRESENT MAJOR COMPLAINTS:

*Please rate your symptoms from 1 to 10 (with 1 being least serious and 10 being unbearable)

1. ___________________________________________

* __________

2.___________________________________________

* __________

3.___________________________________________

* __________

4.___________________________________________

* __________

5.___________________________________________

* __________

6.___________________________________________

* __________

7.___________________________________________

* __________

8.___________________________________________

* __________

HOW DID THE ACCIDENT OCCUR? DESCRIBE IN DETAIL.

A. Location? (e.g., St. Paul, Mpls., out of state) ___________________________________

B. Street Name? (Which street were you traveling on) _____________________________

C. Direction you were traveling ( North, South, East, West) _________________________

D.  What was your position (Driver, Rear Right Passenger, Pedestrian) _______________

Explain, in detail, HOW the accident occurred: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Draw Your Diagram of the Accident:
SYMPTOMS DEVELOPED FROM:

___JOB RELATED

___AUTO ACCIDENT
___OTHER
___ILLNESS

___UNKNOWN CAUSE
___GRADUAL ONSET

Symptom(s)/Complaint(s):  ___COME & GO  
  ___CONSTANT     ___GETTING WORSE
Have you ever had this symptom(s) before?     ___YES      ___NO

What do you think is the cause of your complaint(s)?____________________________________________
Names and Locations of any doctors previously seen for the present condition(s): ____________________________________________________________________________________________________________________________________________________________________________________
Are you allergic to any medications?  __NO    __YES  
What kind?_______________________________
Are you taking any medications?        __NO    __YES   
What kind?_______________________________
(Women Only)  Are you pregnant?     __NO    __YES  

PLEASE CHECK THE FOLLOWING ACTIVITIES THAT AGGRAVATE YOUR CONDITION(S):

___Bending

___Sitting

___Walking


___Reaching

___Turning Head
___Lying Down
___Straining at stool

___Lifting

___Coughing

___Sneezing

___Standing


___Look up

___Other_____________________________________________________________________________

PLEASE CHECK THE FOLLOWING ACTIVITIES THAT RELIEVE YOUR CONDITION(S):
___Bending

___Sitting

___Lifting


___Standing
___Lying Down

___Turning Head
___Reaching


___Walking

___Other _____________________________________________________________________________

PLEASE CHECK ANY ADDITIONAL SYMPTOMS YOU MAY BE EXPERIENCING:

___Blurred Vision
___Ringing in Ear
 ___Cold Feet



___Cold Hand


___Cold Sweats

___Constipation
 ___Shortness of Breath

___Heavy Head

___Headaches

___Insomnia

 ___Loss of Balance


___Loss of Smell

___Loss of Taste
___Stiff Neck

 ___Numbness in Fingers    

___Depression
___Fainting

___Fatigue

 ___Low Resistance to Colds
___Fever

___Dizziness

 ___Concentration Lost / Confusion
___Other____________________________________________________________________________

The following questions pertain to YOU and the vehicle you were in:

Vehicle Type:

___Car
   

___Pick-up Truck
___Van        
___SUV       
___Bus
    
___ Station Wagon
___Motorcycle  
___Other______________________
Your Position in the vehicle:

___Driver

___Middle Passenger
       ___Rear Right Passenger

___Rear Left Passenger  
___Front Passenger
___Third Row Seat Passenger  
___Other _______________________
Speed of your Vehicle:





Why was vehicle slowed or stopped:
___Stopped

___Moving Apprx. ____mph

___Traffic Signal

___Parking

___Parked






___Pedestrian


___Traffic

___Slowly






___Stop Sign


___Busy Intersection

Collision Type:

___Driver Side Impact

___Head on Collision

___Passenger Side Impact

___Rear Impact


___Front Impact

___Pedestrian Incident

The following question concerns the OTHER vehicle/driver involved in the accident:
Vehicle Type:

___Car
   

___Pick-up Truck
___Van        
___SUV       
___Bus
    

___ Station Wagon
___Motorcycle  
___Other______________________

Condition at the time of the accident:




Road Conditions:
Time of the day: ___________ AM / PM



__Dry
     
    __Snowy










__Damp
    __Ice Covered
___Full Day Light






__Wet/Rainy
    __Snow Covered
___Dusk 
___Night

Visibility:







Visibility compromised by:
___Excellent







___Brightness

___Darkness

___Good








___Rain

___Snow

___Fair








___Fog

___Traffic

The following questions concern the moment of impact of the accident:

Were You…








Restraints:
___Totally unaware that the accident was impending 



___Seat Belt

___Aware that the accident was impending




___Shoulder Harness

___Aware that the accident was impending and braced for it.


___No Restraints

Was the air bag deployed?
___Car NOT equipped with air bag

___Air bag deployed

___Air bag not deployed

Position of your HEAD at the time of impact?
Position of your BODY at the time of impact?
___Facing straight forward



___Facing straight forward

___Tilted forward




___Tilted forward
___Rotated to the left




___Rotated to the left
___rotated to the right




___rotated to the right

Damage to vehicle you were in:

___Incurred minimal damaged

___Incurred moderate damaged


Estimation of damage (If known): $____________

___Incurred severe damaged

___Was totaled

___Not known

As a result of the force of the collision, which object in the vehicle did your body strike?
                    Head


           Left Arm/Hand
                        Right Arm/Hand
__Steering Wheel    __Dashboard
             __Steering Wheel    __Dashboard            __Steering Wheel    __Dashboard
__Windshield
   __Armrest
             __Windshield
       __Armrest                __Windshield          __Armrest

__Headrest              __Rearview mirror     __Headrest                __Rearview mirror   __Headrest              __Rearview mirror  

__Left Door
   __Right Door             __Left Door
       __Right Door           __Left Door
        __Right Door

__R. Window 
   __L. Window             __R. Window 
       __L. Window           __R. Window 
        __L. Window

__Console               __Gear Shift               __Console                 __Gear Shift             __Console                __Gear Shift

__Front Seat
  __Back Seat                __Front Seat
       __Back Seat             __Front Seat 
         __Back Seat

Upper Body / Chest / Back

            Left Leg/Feet



Right Leg/Feet

__Steering Wheel    __Dashboard
             __Steering Wheel    __Dashboard            __Steering Wheel    __Dashboard
__Windshield
   __Armrest
             __Windshield
       __Armrest                __Windshield          __Armrest

__Headrest              __Rearview mirror     __Headrest                __Rearview mirror   __Headrest              __Rearview mirror  

__Left Door
   __Right Door             __Left Door
       __Right Door           __Left Door
        __Right Door

__R. Window 
   __L. Window             __R. Window 
       __L. Window           __R. Window 
        __L. Window

__Console               __Gear Shift               __Console                 __Gear Shift             __Console                __Gear Shift

__Front Seat
  __Back Seat                __Front Seat
       __Back Seat             __Front Seat 
         __Back Seat

Any additional Information:______________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________
The following questions concern the time period immediately following the accident:
Did you lose consciousness?  ___Yes   ___No
            Were you able to walk un-aided? ___ Yes   ___No

Immediately following the accident, did you feel…

___Dizzy
___Dazed
___Disoriented
___Weak
___Nervous
___Nauseated
Where did you go after the accident?

___Drove Home

___Drove to work
___Was driven home

___Was driven to work

___Drove to hospital
___Drove to school
___Was driven to hospital
___Other__________________
___Taken to hospital via ambulance

Next day symptoms:
___Increase

___Decrease

___Same

Did your major complaint exist before the accident?      ___Yes     ___No

What area did you feel IMMEDIATE pain?
__Head

__Shoulder(R)    __Wrist (R)        __Hip (R)            __Knee (R)          __Ankle (R)        __Abdomen   

__Neck 
  
__Shoulder (L)   __Wrist (L)         __Hip (L)            __Knee (L)          __Ankle (L)        __Ribs(R)

__Upper Back      __Arm (R)
 __Hand (R)         __Buttock (R)
      __Shin (R)          __Foot (R)           __Ribs (L)

__Mid Back       
__Arm (L)     
 __Hand (L)
   __Buttock (L)
      __Shin (L)           __Foot (L)          __ Pelvis (R)
__Low Back         __Elbow (R)
 __Fingers (R)
   __Leg(R)              __Calf (R)           __Toe (R)           __ Pelvis (L)
__Chest            
__Elbow (L)      __Fingers (L)       __Leg (L)
       __Calf (L)           __Toe (L)  
What area did you experience lacerations (cuts) or bruising?
__Head

__Shoulder (R)   __Wrist (R)       __Hip (R)            __Knee (R)          __Ankle (R)        __Abdomen   

__Neck 
  
__Shoulder (L)   __Wrist (L)        __Hip (L)            __Knee (L)          __Ankle (L)        __Ribs (R)

__Upper Back      __Arm (R)
 __Hand (R)         __Buttock (R)
      __Shin (R)         __Foot (R)           __Ribs (L)

__Mid Back       
__Arm (L)     
 __Hand (L)
   __Buttock (L)
      __Shin (L)          __Foot (L)          __ Pelvis (R)
__Low Back         __Elbow (R)
 __Fingers (R)
   __Leg (R)             __Calf (R)          __Toe (R)           __ Pelvis (L)
__Chest            
__Elbow (L)      __Fingers (L)       __Leg (L)
       __Calf (L)          __Toe (L)  
If you were taken to the hospital, what area(s) were x-rayed?
__Head

__Shoulder(R)    __Wrist (R)        __Hip (R)            __Knee (R)          __Ankle (R)        __Abdomen   

__Neck 
  
__Shoulder (L)   __Wrist (L)         __Hip (L)            __Knee (L)          __Ankle (L)        __Ribs(R)

__Upper Back      __Arm (R)
 __Hand (R)         __Buttock (R)
      __Shin (R)          __Foot (R)          __Ribs (L)

__Mid Back       
__Arm (L)     
 __Hand (L)
   __Buttock (L)
      __Shin (L)           __Foot (L)          __ Pelvis (R)
__Low Back         __Elbow (R)
 __Fingers (R)
   __Leg (R)             __Calf (R)           __Toe (R)           __ Pelvis (L)
__Chest            
__Elbow (L)       __Fingers (L)      __Leg (L)
       __Calf (L)           __Toe (L)  
Where did you experience pain on the FOLLOWING day?

__Head

__Shoulder(R)    __Wrist (R)        __Hip (R)            __Knee (R)         __Ankle (R)       __Abdomen   

__Neck 
  
__Shoulder (L)   __Wrist (L)         __Hip (L)            __Knee (L)         __Ankle (L)       __Ribs(R)

__Upper Back      __Arm (R)
 __Hand (R)         __Buttock (R)
     __Shin (R)          __Foot (R)         __Ribs (L)

__Mid Back       
__Arm (L)     
 __Hand (L)
   __Buttock (L)
     __Shin (L)           __Foot (L)         __ Pelvis (R)
__Low Back         __Elbow (R)
 __Fingers (R)
   __Leg(R)             __Calf (R)           __Toe (R)          __ Pelvis (L)
__Chest            
__Elbow (L)      __Fingers (L)       __Leg (L)
      __Calf (L)           __Toe (L)  
INDICATE WHERE THE PAIN OR PROBLEM IS ON YOUR BODY. MARK THE CORRECT PLACE ON THE FOLLOWING DIAGRAM USING THESE MARKINGS:
Stabbing Pain
        Aching Pain
         Numbness
      Needle like Pain

Burning Pain

Patient Signature_________________________________________

Date:________________

If patient is a Minor:
Parent/Guardian Signature:_________________________________

Date:________________
HEALING
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