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If the patient has been treated by any other physicians for neck or back
problems, please explain:

If Applicable, indicate any pains or abnormal sensations experienced by
the patient IMMEDIATELY following the impact:

Headache Saw “stars” Semi-conscious state
Neck Pain- Right/Left Mid- back Pain Right/Left
Low Back pain Right/Left Upper extremity pain- Right/Left

Other:

Indicate any action taken by the patient immediately following the

accident:
Went home and took it easy Went about normal business
Went to physician Went to Hospital

Patient doctored him/herself thinking pain would go away

Hospitalization — Indicate method of delivery to hospital:

Ambulance Patient drove him/herself
Driven by Spouse/ Relative/ Friend
Went home and taken later or drove him/herself to hospital

Name of Hospital:

City: State: Zip:
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Name: Date:

(Con’t)
Was the patient seen in the emergency room? Yes No

Name (if known) of admitting physician:

Indicate any procedure performed at the hospital (including the

emergency room ):

Examination X-rays Prescription Injection

Stitches Physiotherapy Cervical collar Wounds dressed
Complete bed rest

Other:

Who was the first physician you consulted?

Name of Doctor:

Family Physician Chiropractor Orthopedist
Osteopath Neurologist Walk-in Clinic

Other:

Name (Please SIGN):
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EXPANDED HISTORY FORM Clinic Name:

Name DOB/ Age Date
Since your motor vehicle accident or personal injury of (date):
1. Please list all the doctors, locations, therapy type, and response to the therapy in order,

starting at the date of your accident/injury.

Date | Doctor’s Name/Location Treatment (PT, DC, MD, Treatment Response
Drugs, rehab, other)

2 List all activities or situations that worsens your pain (include duration of tolerance:
example “sitting >15 minutes” Separate home —H and work- W activities)

3. Please list all activities that you have had to stop, modify, or change as a result of your
work related or personal injury (S=stopped; M=modified; C= changed):

4. Please explain how the injury affected your personal, social, or occupational lifestyle
(Relationships, hobbies, sports, work, etc )
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Breidenbach Family e Sports Chiropractic, Inc.

www.myspinedoctors.net
info@myspinedoctors.net M

1526 Rose St. Ste. 102 1605 Losey Blvd. S. N5498 St. Rd. 35
LaCrosse, WI 54603 ; LaCrosse, WI 54601 Onalaska, WI 54650
(608) 781-9880 (608) 788-7880 (608) 779-5323
(608) 783-5426 Fax (608) 788-2920 Fax (608) 779-5328 Fax

AUTO ACCIDENT QUESTIONNAIRE

Name

Address

Home Phone Cell Phone

Date of Accident

Date of Examination

Date of Initial Exam

Date of Final/Most Recent Exam

Date of Birth

Employer

Occupation

Social Security #

Referred By: Attorney
Carrier
Doctor

History-Accident Description:

History — Personal Injury:

Driver Passenger Pedestrian Other:
Traveling/Stopped Facing: North, South, East, West,
Name of City/State/Street
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Please circle the answer:

1)
2)
3)
4
5)
6)
7)
8)
9)

Aware of impending collision? Yes/No Head turned on impact? L/R
Was the headrest in a proper position (2-3”) from head? Yes/No

Did the airbag deploy? Yes/No (If yes, injury from the airbag? Yes/no)
Was the seat back reclined? (If so, 20, 30, 45 degrees?) Yes/No

Did you brace yourself prior to impact? Yes/No

Did the seat break off from the floor of the car? Yes/No

If wearing sun/ eyeglasses, did they fly off on impact? Yes/No
Conditions: Day, Night, Clear, Fog, Rain, Snow, Ice, Other:

Damage to your car? Mild, Moderate, Severe (Front, Side, L/R or Rear)

10) Damage to other car? Mild Moderate, Severe (Front, Side, L/R or Rear)
Other

Information

Name:

Date:

Stopped/Slowing down for (Traffic/ Red Light/ Stop Sign) and was struck in the

rear by another vehicle.

Was pushed into the vehicle in front of His/Hers.

Slowing down to execute a turn and was struck in the rear by another vehicle.

Was side swiped by another vehicle traveling in the same direction.

Another vehicle traveling in the opposite direction collided head-on with the
vehicle in which he/she was riding.

Another vehicle ran a red light/stop sign and struck his/her vehicle
(Broad side/ In the rear/In the front end).

The vehicle in which (he/she) was riding was struck by another vehicle causing it

to (Spin around/ Roll over).

The patient was involved in a multi-car collision.

The driver of the vehicle in which (he/she) was riding lost control and (Struck

Describe:

another vehicle/ Ran off the road / Struck an object).
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Name: Date:

(Con’t)
The patient was thrown from the car to the pavement.

___ Other
Brief
Description:

Was the patient wearing a seatbelt? yes no
(If yes, Lab / Shoulder- please circle)

Select from the following list any object which the patient’s body struck
at the point of impact.

Head Face Chest Neck Back

Shoulder(s) Right/Left Arm(s) Right/Left

Leg(s) Right/Left Knee(s) Right/Left

Select the objects that were struck.

Windshield Headrest Dashboard Steering column
Door Frame Back of seat Rear view mirror
Seat Broke Rear View Mirror - Jarred/ Thrown about

Cannot remember details (dazed) Rendered unconscious




