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-Automobile Accident Questionnaire

Please answer ail questions completsly

Marital Date o% Home
Name: i Sex; Status: Birth: Fhone:
Address: ____ : City: State; Zip:
Occupation:
{inciicate if child, student, housewife, unemployad, retired)
Social Business Company
Sec# Phone: Name;
Locsation:, .
Spouse’s Spousa’s Spouse’s
Pirst Name: Soc Sec# Employer:
Location: —_
Please-explain in detzil how your accident happaned
You were heading [Morth [Jeast T south [ west on {street or highway)
Other vehicle was headed [_INorth [ Izastl_ Isouth [ Jweston | { strest or highway)

Were police notified? [Cves [ine

Dic an ambulance arive? [_Ives [INo i yes, were you fransported to a hospital? [_Tves [ine
Were you knock unconscious? Clves [_INo 7 s0, for long?.
You were struck from [Igehine {_IrFront [Clpriver side DPassenger side

Did you hftyourﬂlead Ekhoulderorm knee on any objects in the car?

Did any of yourair bage opened? [Clves T INo

Did you sustained anyl:]bmising Elbums orl 1 cute

You were ] DﬂverDPassmgerClant seat[_IBack seat [ lusing seat beits Clother protoctive devicas

What was the date of your accident?
Where did you feel pain immediately after the aceident?,
Did you go fo a hospital or a walking urgent care?
What treatment was given?,

. Was any other Dogtor consulted after your aceident? [ives [TiNo )

What treatment was given?
Before the injury were you capabie of working on an equal basis with others your age? [ ves Tlne

Did you lose any days from work dus o your accident?,

Are your work activities resfricted as a result of this accident? [_Ives [J No
Since this injury are your sympioms EJ Improving? E]Getﬁng worse? {1 same?




trast) irst) {middle} Sociai Security Ne. Date Catled
C.A. Accepting____
Address — City Zip Phone Apot.
Birth date Age CiMsle 1 Femaie No, of children Complaint e
Qccupation CiMarried [OSingle O Divorced OWidowed | How long
Employed by Business Phore 8.C.
Address w City State Zip B.CBS
Name of spouse {or parent, if minor) Occupatian insurénce _
Address City State Zip PIP
Person responsible tor account we. .
Address City State Zip
Reterred by FAMILY HISTORY OF:

Have you had chirppractic care before?

Do you have heaith insurance?

YES NG
8 O Diabetes

Address Policy Number 0 O Heart Diseass
Date of Last Physical Examination 0O O Cancer
What Operations Have You Had? When? 0 O Kidney Dis.
Serious {linesses? When? O O Arthritis
Have You Ever Sufferad From: )
Yes No Yes No Yes No Yes No
[ OO Dizaness 0 0O Headaches O O Nervousness O O Fatigue
0 [ 8ackaches 0 O Numbness 0O 1O Sinus Trouble 0O 0O Indigestion
3 3 Heart Trouble 0O O Asthma O O Anemia 0 O Fainting
{1 O Diabetss 0O O Neurntis 0 O ARheumatic Fever [0 O Constipation
O O Tubercuiosis 0 O Digestive Disorders O O Cancer ‘ O O insomna
1 O Sexuat impotency 0 O Sweiling Joims O O Vision Problems 0 [ Hot Flashes
8 0 Asthritis 0 0O Excessive Gas O (O Labored Breathing c .
Purpase of
this Appomntment e
Other Doctors Seen For This Condition
Have you been treated for any health condition by a physician in the last year? O YES O NO
Describe
What medications or drugs are you taking?
' ASSIGNMENT AND RELEASE :

1 understand and agree that health and accident insurance policies are an arrangement between an insurance cartier and myself. Furthermore, |
understand that the docior's office will prepars any necessary reports and forms to assist in making collection from the insurance company and that
any amount authorized 1o be paid directly to the doctor’s office will be credited to my account on receipt. However, | clearly understand and agree
that for alf services rendered to me | am personally responsible for payment. | hereby assign my insurance benefits to be paid directly to
DR: GLEN D. BERMAN  and acknowledge thatf am financially responsible for NON-CCVERED SERVICES. | hereby authorize my physician

to release any information required to support my cizim.

Date

Patient’s Signature

why Chiropractic? People go to Chwopractors for & variety of
reasons. Some go for symplomatc reiief of pain ordiscomiort (Relief
Carej. Others areinterested in having the cause of the problem as weli
as the symptoms corrected and relieved {Corrective Care). Stili
others want whatever is mallunctioning in their bodies broughtto the
highest state of health possible with Chiropractic care (Comprehen-
sive Care).

Please check the type of care desired so that we may be guided by your
wishes whenever possible.

O Ratiet O Coirective O Comprehensive {3 Check here if
Care Care Care you warnt the
Doctor to select
the type of carp
appropriate for |

your condition.




