AFTER. INJURY

Did accident render you unconscious? ... .. dYes 1Mo

If yes, for how long?

Please describe how you felt immediataly after the accident.

Hawe you gone to a Hospital or seen Em_1,.I other Doctor? 3 Yes 1 No
When did you go? 1 Just after accident 1 The next day 2 2 days plus
How did you get thera? 1 Ambulance or 1 Private transporiation

Mame of Hospital and/or Attending doctor:

Was he/shea: AD.C. OMD.

Describe any treatment you received:

aD.0. aD.DS.

Werex RS BRBIT e nananmaeuoss i
Was medication prescribed? .
Have you been able to work since thls injury?d Yes |1 No
Are your work activities restricted as a result of this injury?
1 Yes [d No
Indicate ™ the symptoms that are a result of this accident:

IdYesdNo

A YesdNo |

[iDizziness [ Difficutty sleeping (dJaw problems [JMausea
dMemory loss [ Irritability [JAmsShoulder pain - Back pain f
[JHeadache{s) [JFatigue [INumb Hands/Fingers [ Lower back pain |
[dBlurred vision [Tension [ Chest pain |1 Back stiffness
IABuzzing in sar (IMeck pain [iShorness of breath  TiLeg pain

[JEars ringing [ JNeck stiff [I5tormach upsst | IMumb FeetToes
d0Othar .

Is your condition geﬂmg worse?

O Yes (1 No O Constant dComes & goes
Indicate your degree of comfort while performing the
following activities:

Comfortable  Uncomforfable F’ainl‘ul '
F.l'.'BI'I only somatimas
Lyingon back ......... o e b1 R a
Lyingonside ......... [ L, ll ....... I
Lying on stomach ...... e Bl ssss a
SIHNG oo ernrmae Bl sicwmma 3 [ I
Standing .« v oo e T [ S |
Stretching . ........... Bl v monmant [ I |
Lovemaking .......... Bl cvomniges & O....... a
Walking ............. I . Q....... -
Running ............. i O....... B
Sports .. ... ... .. . BYE i |
Workdng ..o viaa B e B i
Lifting. ot S s i I e Bl i a
Bending - it v I ERERE A o R, Q
Kneeling ............. I R e = ]
PUlling oo st inses B e a
Reaching ............ e Y [ |
Have you retained an attorney: 1 Yes dNMNo
If yes, whom: o
| His/Her Phone #:

| equal basis with others your age?. .
| Do you work with others who can help you with any

RECOVERY

'To evaluate the effect that continuing work will haw

on your recovery please complete the following:

| How many hours are in your normal work day?

Please indicate @'your daily job duties and any activities
which you are occasionally asked to perform.

 Standing I Driving [ Oparating equipmant
1 Sitting 1 Twisting I Work with ams above he=
1J Walking 1 Crawling [ Typing
1 Lifting - Bending 11 Stooping
| A Other £

What positions can you work In with minimum physical

effort and for how long? = N
Prior to the injury were you capable of worklng on an
dY¥es WNo NG

heavy lifting?. . ................ dYes OOMNo QINA
While in recovery, is there any Ilght duty work you could
FEUBEET . v i s . dYes l.lNo N

| Type of Insurance:

| Insured's Employer:

ADDITIONAL INSURANC

2nd Insurance Source or Auto Insurance

' Co. Name:
i Address:
| Phone #:

| Insured's Name:

Palicy #:
Insured's 35 #:

' Agent's Name:

If any of your medical or account information has changec
please inform our front desk personnel.

Please remember you are ultimately responsible for your
account.
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