NEW PATIENT CONSULTATION / HISTORY

Please answer all questions completely, Thank you!

Name Address

Apt # City State Home Phone

Work Cell Phone

E-Mail Address Sex: M F Marital Status: S D M W

# Children: _

Age Date of Birth __ / / SS# Sponses Name:

Employer Occupation

Duration of Employment How did you hear about the clinic?

What is your Chief Complaint?

Have you had Are you here because of: An auto accident?
Chiropractic Care before? Yes ___No An on the job injury?
Is i possible you are . Date Injured?

Prepnant? Yes e No Do vou have an aitorney? Yeos No

Date of last physical exam:

Hobbies: Reason:

Sports:

LIST ALL accidents, falls, injuries, surgeries, and major illnesses.

TYPE MONTH/YEAR | DESCRIBE / COMMENTS
LIST ALL MEDICATIONS

NAME OF DRUG| AMOUNT

CONDITION / HOW LONG

PLEASE CHECK ANY OF THE FOLLOWING THAT GIVE YOU DIFFICULTY

_Headaches _Grating in neck _.Constipation __Irrieability

__Shooting head pains __Muscle gpasms in neck _ Menstraal cramps _ Nerves & nervousness
__Sinus pain __Heart paipation _Menstrual irregularity __Loss of memory

_ Loss of smell __High blood pressure _ Swelling __Cold hands

__Head feels too heavy __Heart attacks _Thyroid troubie __Cold sweats

_Neck pain __Chest pains _Nearitis armg/shonlders’ __lrreguiar sleep
__Mid-back pain _ Indigestion _Ulcers _ Fatigae

__Upper back pain __Intestinai gas __Dizziness . Jaflammation in throat
__Low back pain __ Nervous stomach __Lass of balance __Face flushed

_ Arthritis _Gallbladder trouble __Ringing in ears __Leg/feet pain
_Slipped disc _Stomach trouble __Anemia _ Depression

__Pins & needles __Tight shoulder muscles __Tightness in throat ___Shortness of breath
__Armg/hand pain __Liver trouble _ Hay fever __Twitching of face
__Pinched nerve __Diabetes _ Fainting _ Heart pain

Does your spouse (or children) complain about back, neck or shoulder pain (past 3 years)? Yes No

Please list your top 3 major health concerns in order of importance:

1

2.

3

Patient Signature

Date




AUTOMOBILE ACCIDENT HISTORY FORM

Name: | Today's Date:
Date of Accident: Time of Accident:
City of Accident: Street of Accident:

Was anyone else in the Vehicle with you? YES NO Road Condition: WET DRY

d the ?olice come to the scene? YES NG Was a citation issued? YES NO
I yes, who received 1t? Self Other driver

Did you go to the hospital? YES NO
Name and city of hospital:
How did you get there?
Were you X-Rayed?
What treatment did you receive?
How long were you at the hospital?

Please explain any cuts, bleeding or bruising you received:

Where were you seated m the vehicle?

Where you aware of the approaching collision or was it a surprise? AWARE SURPRISE
Did you black out upon impact? YES NO; How long were you unconscious?
Did you experience a flash of light or explosion in your head? YES NO
As a result of the accident did you become:
CONFUSED DISORIENTED LIGHT HEADED DIZZY
NAUSEATED BLURRED VISION RINGING IN EARS
Are you still expertencing any of these symptoms? YES NO What ones? S

Are you currently suffering from any of the following:

RESTLESSNESS IRRITABILITY
DIFFICULTY CONCENTRATING ) MEMORY LOSS
SLEEPLESSNESS FORGETFULNESS
REDUCED HEAT TOLERANCE REDUCED ALCOHOL TOLERANCE

How far is the top of the headrest or seatback from the top of your head:
inches above or below,

Were you wearing a seatbelt? YES NO; Full lap/shoulder belt or Lap belt only

E—



Please list the make, model and year of the vehicle you were in:
Year Make Model

Please list the make, model and year of the other vehicle:
Year Make Model

Was your car stopped at moment of impact? YES NO
If Yes- Was the drivers foot on the brake? YES NO
If No- estimate the speed of the vehicle you were in: MPH

If your vehicle was moving at impact, was it:
SLOWING DOWN SPEEDING UP  STEADY SPEED

Please indicate where the following body parts may have hit the car:

Head hit Chest Hit
Rt/Lt shoulder Rt/Lt arm
Re/Lt Hip Rt/Lt leg
Ri/Lt Knee ’ Cther

Did you sustain an injury from the seat belt? YES NO
Please Describe:

Total estimated damage 1o the vehicie I was in was: $

Which of the following car parts broke during the accident?

WINDSHIELD FRONT SEAT BACK
RIGHT/LEFT WINDOWS STEERING WHEEL
OTHER

In what direction was the trunk of your body facing at moment of impact?

. In what direction was your head pointed at moment of impact?

Was the other vehicle: Stopped Accelerating Decelerating Steady Speed

What was estimated speed? MPH

Please describe, to the best of your knowledge, what happened during this accident:

Stgnature : Date:




Personal Injury Questionnaire
Name Date of Accident Time

Where did accident happen?

Describe the accident in your own words:

Vere you the: [Driver [Passenger If passenger, were you sitting in: (Front (ORighi rear Tleft Rear

Was your car struck by other vehicle? (¥es [ Ne Dig your car strike other vehicle? [TYes LlNo
Was citation issned? OYes (INo  Ifso, who received #? D0ther driver [ Me

At the time of impact, were you looking: OStraight Ahead [Right [Heft
Were both hands on the steering wheel? [TYes [No Was your foot on the brake? FTYes [INo
Were you braced for impact? [Yes [No Where in the car were you after the accident?

Were you wearing scat belts? [IYes (ONo Did air bag inflate? (I¥Yes [[No
Did you strike anything in vehicle at time of impact? LIYes [WNo

If yes, specify: [ISteering Wheel {Dashboard {TWindshield [1Side Door [JArm Rests [IBide Window [)0ther
What Part of vour body: (OChest FIChin ClKnee [IShoulder [Eland [Flead DOther

Immediately following the accident: Were you unconscious DYes [INe  Inadaze{IVes [INo
Did you go to hospital [TYes [WNe If yes, [Mmmediately [BNext Day

How did you get to hospiai? (Ambulance (3 Private Transportation

Did atiendants place you in [ INeck Collar £1Splinté [Brace Mame of Hospital

Attended by Dy, Were you x-rayed [Fres [[No What was the diagnosis
Were you admitted into the Hospital [1¥es [(INo How long did you stay
What treatment was rendered?

What recommendations were made?

Have you lost any time from work due to this accident? CiYes [No

If yes, give dates of lost time: From To

Do you feel that you cannot perform any physical work activity? [T¥es [CiNo
Da you feel that you cannot perform any mental work activity? [IYes [INo
Do you believe that your inability to perform these functions are due to: [¥ain [JWeakness {iNerves
Dao you have nrormal sexual function? (Yes ClNo

Have you seen any other doctor as a result of this accident? [(IYes [WNo  Doctors Name

" Isyour pain [IConstant £¥0n and Off OSharp E0Dull D0iher

Is pain made worse by ClArising From A Chair [Siraining [Coughing MBneezing TStraining when Moving Bowels

Da you have any numbness or tingling in your: [JAmms [Hlands CIFingers [HLegs (Feet [loes

Most comfortable position is: { Bitting [Lving on Right Side { K.ying on Left Side [Standing On Back D30n Stomach

Daes stretching or twisting worsen the pain? TYes ENo Is it difficuit to move around in bed? [OYes [No

Are you able to take care of your personal self? [I¥Yes UiNo
Da you feel your present condition is: [(Jfemporary ElPermanent
Please Check Your Ability Te Perform These Functions Both Before And Afifer The Accident

Before After Before] After Before] After iBefore] After
Walking MNormal ] O |Limited 0 1 Difficult | O 0 [Pain O 0
Standing  {Normal ] 1 [Limited [} O Difficuls | 3 {] [Pain ] 1
ESitting Normal [} (1 Limited 3 {1 Difficult | (3 {1 |Pain [ ﬁ
Bending Normal O O {Limited O L} Difficuls | [ O [Pain [l O
Stooping  {Normal O O Limited O L1 Difficuls | [ {3 [Pain [ {1
[Lifting Normal - O [Limited [J 0 Diffiendt | O3 {1 [Pain 1 [
[Pushing Normal Q3 O [Limited [ LboDiffienls | 03 {1 [Pain [J 0
[Pulling Normal [ O | O flimited [ O | O Difficult | O | O [Pain ENEE
IClimbing Normal [ 0 Limited 0O O [Difficuls | 3 O IPain ] O
Reaching  [Normal 3 1 HKimited (¢ {1 [Difficult | 3 L1 [Pain (] )
Gripping  Normal O O [Limited i {1 [Difficult | O 0O $Pain £ i
Kneeling  {Normal 3 1 [Limited 1 O |Diffieult ; O B [Pain ] 0
Balance Normal (] {1 [Limited | O Difficuk | O O [Pain 0 {]
Fatigse ~ Normal | 1 | O [Limited | 03 | O Diffienlt | O | O [Pain BN

Patient’s Signature Date




PAIN ASSESSMENT

Naome ; | Date

Please mark the severily of your pain on the scale 0 - 10.

Please indicate the areas where you have pain o altered mﬁon onthe
figures below

 P=Pain , T= Tingling
B = Burning N = Numbness
S = Stifiness
Extreme Pain

10 =

9 o+

g8 -+

7 4

5 e

5 -

4 -

3 -

2 -

1 -+

0 _

No Pain

Describe any changes in your condition or any new concems:

Patient Signature




Form C-6
ACTIVITES DISCOMFORT SCALE

For each of the following activities, please place a check in the one column that best describes how much pain
the activity presently causes, on the average (does not include unusual or prolonged activity).

Activity Doesn'thurt | Hurtsalittle | Hurts very Almost Unbearable pain
at all much unbearable | prevents activity

e,

. Walking

. Sifting

. Bending

. Standing

. Sleeping

. Lifting

. Running or jogging

. Climbing stairs

9RO a4 L b

. Carrying

10. Pushing and puiling

11. Driving

12. Dressing

13. Reading

14, Watching TV

15. Household Chores

16. Gardening

17. Sports

18. Employment

TOTAL

COMMENTS:

NAME: DATE: SCORE:

Tumer JA, Robinson J, McCreary CP. Chronic low back pain: Predicting response to nonsurgical treatment.
Arch Phys Med Rehabil 64:560-563, 1983,




QUADRUPLE VISUAL ANALOGUE SCALE

INSTRUCTIONS: Flease circle tre sumber that best describes the question belng asked,

NOTE: if you have more than one complaint, please answer tach guestion for each individual complaint and indicate the
score for each compiaing. Please indicate your sversge pain levels and pain at minimum / maximum usiag the kast 3 months as
your reference. If you have completed this form before, indicate yon aversge pain level since the Insi time you complicted this

form.

EXAMPLE:

4

1. What is your pain RIGHT R{OwW?
worst
8 pain possible
° 1 2 3 4 5 6 7 s 9 16 pain
2, What i3 your TYPICAL or AVERAGE pzin?
worst
a0 prin possible
[ 1 2 3 4 5 6 7 8 9 10 pain
3. What iy your pain Jevel AT ITS BEST (How close to “0” docs your pain get at its beat)?
worst
ne pain possible
0 1 p 3 4 5 é 7 E 9 19 pain
What percentsge of your awske hours s your pain at s best? 3
4. What is your pain level AT ITS WORST (How close to “10” does your pain get at its worst)?
worst
no patn . possibie
& 1 2 3 4 5 é 7 8 9 i0 pxin
What perceaiage of your awake hours is your pain ot its worst? %%
NAME AGE, DATE SCORE

JCORE: #1 +#2 + ¥4 " 13x10= {Laow intenwity » <50, High intensity = >50}




I understond and agree that heaith and accident policies are an arrangement betwesn an insurance carrier and myself.
Furthermore, | understand that Mercado Chirapracticwill prepare any necessary reports and forms to assist me in
making collection from the insurance comparny and amy amount authoried to be paid directly teMercado Chiropractic
witl be credited 1o my acconnd by receipt However, § clearly understand and agree tiat all services rendered me are
 charged directly io me and thal | am persanally responsible Jor payment. 1 also undersiand that if § suspend or terminaie

aty Care, any fees for professionad services rendered will be immediately due and payable. A service charge will be added
uafler 30 days untess predetermined arrangements have been made.

ALTRORIZATION ANR ASHGNMENT
In consideration of your undertaking to freat me, 1 agree to the following:

J. You are guthotized to release any information you doesn approgeiate concerniag my physical condition to any insurance
company. atioeney, or adjuster in onder 1o process any claim for reimbursement of charges incurred.

2. 1 suthorize the direct payment to yYou of any sum § now or hereafier owe you by my sitorney out of the proceedsof any
setifement of iy case, and by any insursnce company obligaied to make payment to me or you besed in whole or in pant
upot the charges made for your services. | offer limited Power of Attornoy in the cvent & paymentis made to doctors

office on my behalf and reguires my signature. You may endorse snd apply puyment t my sccount,

3 in the event of any insurance company obligated by contrsctual agrecment to make payment to me or to yau for the
charges made for your services refuscs to make such psyment upon demanding by you, | hereby assign end transfer to you
the cause of sction that exists in my favor ageinst sny such companysnd suthorize you {0 prosecute saidaction either in
my name as you see fit and further authorize you 1 compramise, sctife or otherwisc resolve said claim as you see fil.
However, it is understond that until all ressonable offorts have boen made to coliect the sums due from the insurance
company, or companiss, contractually obligated, you will refrain from attempis and effonts to collect amounts owed
directly from me. | understand that whatever amounts you do not collect from insurasce companies procesds, whether it
be all or parl of what is due, I peryonally owe you.

4. This authorization and assignment shall be valid and effective for all charges and fees heveafter incurred unless
retracted and revoked by me in writing, ’

5. | herebry suthorize the doctors at the doctor’s office 10 care for wy eandition as they deem medically necessary. It is
understood and agreed that the amount paid for x-rays is for exmmination only and the x-ray negatives will remain the
property of this office, being on file where thay may be seen. The doctor's oftice will not be held responsibls for any
pre-existing medicaily diagnosed conditions. I understand the abave information and guaraatee this form was completed
correctly to the best of my knowledge snd wnderstand it is my responsibility to infoem this office of any changes in my
medical staius.

DATE, SIGNED

WITNESS

FEMALE PATIENTS: = PREGNANCY STATUS

{ verify that my last menstrual period was and that | am oot pregnast at this time.  The doctors amd
staff at Mercado Chiropractic have been informed of my condition and are not reaponsible for any future condilion as a
result of diagnostic x-rays taken on

SIGNATURE




