Hanson Chiropractic

Accident/Injury Questionnaire

Date:_______________

Name:  _________________________________________________________________                  

1.   What date did your accident/injury occur?  __________________________________

2.   Please Describe in your own words what happened.___________________________

     _____________________________________________________________________

     _____________________________________________________________________

3.   Did you lose Consciousness?

· Yes

· No
4.   How did you feel?

· Painful

· Fine

· Dazed

· Confused

· Weak

· Dizzy

· Other _____________________

5.   Immediately after the accident where did you develop pain?

· Head

· Neck

· Upper back

· Mid back

· Low back

· Pelvis

· Chest

· Rib cage

· Abdomen

· Left upper extremity

· Right upper extremity

· Left lower extremity

· Right lower extremity

6.   Did you receive emergency care?

· Yes

· No
7.  Where did you go after the accident?

· Hospital

· Home

· School

· Work

· Other:_____________________

8.   Who drove you?

· Ambulance

· Family member

· Yourself

· A friend
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9.   Did additional symptoms develop?

· No

· Head

· Neck

· Upper back

· Mid back

· Low back

· Legs

· Arms

10.   When did additional symptoms develop?

· Immediately

· Hours later

· A few days later

· In a week

· In a month

· The next day

11.   Did you go to the hospital?

· Yes

· No
12.   Name and location of hospital ___________________________________________

       ____________________________________________________________________

13.   When did you go to the hospital?

· Immediately

· Later that day

· Next day

· The next month

14.   At then hospital did you have any of the following?

· X-ray

· MRI

· CT scans

· None

15.  Of what body area were the images taken?

· Head

· Neck

· Upper back

· Mid back

· Low back

· Pelvis

· Chest

· Rib cage

· Abdomen

· Left upper extremity

· Right upper extremity

· Left lower extremity

· Right lower extremity

16.   Describe what treatment was given at the hospital?  __________________________

        ____________________________________________________________________

17.   Have you missed work because of this accident?

· Yes   Please give dates: ______________________________________________

· No
X___________________________________  Date:_____________________________
Printed Name: ____________________________________
Relationship to Patient:________________________________
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(Please sign to certify that the above information is true to the best of your knowledge.)








