Yerman Chiropractic

18740 Ventura Blvd #306
Tarzana, Ca. 91356
 818 995-4300

Personal injury Questionnaire
Today’s Date _____________________

Last Name ________________________ First Name _______________________ Middle _______________
Date of Birth ______________________     Age  ____________________                                   

Social Security # __________________________             Gender:   ___ Male  ___ Female 

___ Married   ___ Single   ___ Widowed   ___ Divorced   ___ Separated

Home Address __________________________________ City________ State  _____ Zip  ____

E-Mail ____________________________________________   Web Site ____________________________

Home Phone _______________________________​_ Cell Phone __________________________________ 

Employment Status: ____Retired  ____Employed  ____Unemployed  ____Student  __​​__ Other __________

Your Occupation____________________________________ Employer’s name _______________________

Business Address_____________________________________________________ City ________________

State________ Zip_________   Work Phone ________________________________________

Your Ins. Co. ____________________________________ Policy # ________________________

Agent’s Name ___________________________________ 

Name on policy (if other than self) ________________________________ Policy # ____________________

Responsible Party’s Name _____________________________________  Policy # ____________________

Address ____________________________________ City __________ State ______ Zip ______

Policy’s Holder’s Name ____________________________________________________________________

ATTORNEY

Name __________________________________________________ Phone _________________________

Address ______________________________________________ City _________ State ______ Zip ______

Emergency Contact______​​​____________________ Phone _______________Relationship ______________

NATURE OF ACCIDENT:
Date of Accident ___________________​​​_______ Time of Day ____________________ AM / PM

Were you:      ____ Driver     ____ Passenger    ____  Front Seat    ____ Back Seat

Number of people in your vehicle? ______​​_______________ were you wearing seat belts?  ____ Yes   ____ No

What direction were you headed?  _____ North _____East _____ South   _____ West

On (Name of Street)______​​_______________________________________________________________________________________________

What direction was the other vehicle headed? _____ North  _____ South  _____ East _____ West  
On (Name of Street) ____________________________________________________________________________________________________
Were you struck from: ______ Behind  ______ Front ______ Left Side  ______ Right Side

Approximate speed of your car? _______________ mph   Other Car? ________________ mph

Were you knocked unconscious?  ____ Yes  ____ No  If yes, for how long? ___________________________________________

Were police notified?   ______ Yes   _____ No      Was a report made?  ______ Yes   _____  No

Did paramedics or ambulance come to the scene?   _____ Yes  _____ No  
If yes, type of treatment rendered? ___________________________________________________________________________________    
In your own words, please describe accident: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Did you know the accident was coming?  Were you Unprepared or Braced for Impact?

____________________________________________________________________________________________________________________________

     Head Position upon impact?  (i.e.. straight ahead, turned to side) __________________________________________________

     What type of vehicle were you in? ____________________________________________________________________________________
     What type of vehicle impacted yours? ________________________________________________________________________________
     During and after the crash what happened to your vehicle?  
____Kept going straight                                   ____ Kept going straight hitting a car in front    

____Was hit by another vehicle                    ____ Spun around   

____Hit a stationary object                             ____ Spun around and hit a stationary object     

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​ Other ____________________________________________________________________________________

Did your  (head)  (shoulder)  (arm/wrist)  (neck)  (chest)  (hips)  (knees)  (feet) hit anything during the accident?    _____ Yes  _____ No    If yes, describe _____________________________________________________________________

__________________________________________________________________________________________________________________________
Did the air bags inflate?   _____ Yes  _____ No   

What was damaged in your vehicle?  
______ Windshield
    ______ Rear bump                         ______ Mirror

______ Steering wheel  
    ______ Front bumper  
       ______ Knee bolster
______ Dashboard                 ______ Trunk                                  _______Back right door

______ Seat frame                  ______ Front left door
       ______ Back left door

______ Side window              _____ Front right door    
       _____ Completely totaled
_____ Rear window

        Other __________________________________________________________________________________________________________________
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Where were you taken after the accident? ___________________________________________________________________________
Did you have any physical complaints BEFORE THE ACCIDENT?   _____ Yes  _____ No

If yes, please describe in detail: _______________________________________________________________________________________

____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________
Please describe how you felt:

DURING the accident:________________________________________________________________________________________

IMMEDIATELY AFTER the accident: _______________________________________________________________________

LATER THAT DAY: ___________________________________________________________________________________________

THE NEXT DAY: ______________________________________________________________________________________________


What are your PRESENT complaints and symptoms? _______________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

Do you have any congenital (from birth) factors, which relate to this problem? 

____________________________________________________________________________________________________________________________
Do you have any previous illnesses, which relate to this case?  ______ Yes  ______ No

____________________________________________________________________________________________________________________________

Have you ever been involved in an accident before?   ____ Yes  ____  No   If yes, please describe including date(s) and types of accidents, as well as injury received. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you been treated by another doctor since this accident?   _____ Yes  _____ No   If yes, please list doctor’s name and phone number __________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________
What type of treatment did you receive? __________________________________________________________________________________

________________________________________________________________________________________________________________________________

Since the injury occurred, are your symptoms  _____ Improving  _____ Getting worse  _____ Same
SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT

_____Neck Pain

_____Neck Stiff
                      -_____Low Back Pain

_____Pain between 

         shoulders


_____Upper Back Pain

_____Headaches
_____Pain down arms
_____Pain down legs

_____Pins and needles

       down arms

____Pins and needles  

       down legs

_____Numbness in fingers

_____Numbness in toes

_____Head feels heavy

_____Pain in buttocks

 _____Pain looking over 

        shoulder

 _____Shortness of breath

 _____Difficulty breathing

 _____Difficulty sleeping

 _____Depression

 _____Fatigue



_____Lights bother eyes

_____Memory lapses

_____Nervousness                                                               _____Chest pain

______Tension

______Anxiety

_____Irritability  

_____Buzzing in ears

_____Loss of balance

_____Fainting

_____Loss of smell
_____Loss of taste

_____Digestive problems

_____Feet cold

_____Hands cold

_____Elbow pain

_____Wrist pain



_____Hip pain


_____Knee pain


_____Ankle pain                               

_____Pain using computer

_____Hand/finger pain        

_____Foot pain

_____Memory Loss

_____Foggy brain                                    _____Dizziness



____Fear of driving

  Symptoms Other Than Above:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Have you lost time from work as a result of this ACCIDENT?   _____ Yes  _____ No   If yes please complete

A. Last day worked: ______________________________________________________________________________________________________________


B. Type of employment: _________________________________________________________________________________________________________


C. Are you being compensated for time lost from work?  _____ Yes  _____ No 

Do you notice any activity restrictions as a result of this injury?   _____ Yes   _____ No 
How does your current injury interfere with your:

  Work or career _____________________________________________________________________________________

  Recreational activities _______________________________________________________________________________

  Household responsibilities ____________________________________________________________________________
  Personal relationships _______________________________________________________________________________

Activities Of Daily Living

How does this condition interfere with your life and ability to function? 

	
	No
	Mild
	Moderate
	Severe
	 
	No
	Mild
	Moderate 
	Severe

	
	effect
	effect
	effect
	effect
	
	effect
	effect
	effect
	effect

	Sitting
	 
	 
	 
	 
	Lifting
	 
	 
	 
	 

	Standing
	 
	 
	 
	 
	Bathing
	 
	 
	 
	 

	Walking
	 
	 
	 
	 
	Reaching
	 
	 
	 
	 

	Lying down
	 
	 
	 
	 
	Household chores
	 
	 
	 
	 

	Bending over
	 
	 
	 
	 
	Dressing myself
	 
	 
	 
	 

	Climbing stairs
	 
	 
	 
	 
	Getting to sleep
	 
	 
	 
	 

	Using a computer
	 
	 
	 
	 
	Stayng asleep
	 
	 
	 
	 

	Get out of car
	 
	 
	 
	 
	Concentrating
	 
	 
	 
	 

	Driving car
	 
	 
	 
	 
	Exercising
	 
	 
	 
	 

	Looking over shoulder
	 
	 
	 
	 
	Yard work
	 
	 
	 
	 

	Caring for family
	 
	 
	 
	 
	Cooking
	 
	 
	 
	 

	Rising out of chair
	 
	 
	 
	 
	Gocery shopping
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


Acknowledgements
Initial   _____ I grant permission to be called or reschedule an appointment and to be sent 

                         occasional cards, letters, emails or health information to me as an extension of my 

                         care in this office. As a New Patient and introduction to this office I will receive 20

                         emails regarding my health.

Initial  _____  I authorize this office to release any information pertaining to my treatment to  

                        third party payers or other health care providers. 

Initial  _____ To the best of my ability, the information I have supplied is complete and truthful. I 


                      have not misrepresented the presence, severity or cause of my health concern.

Signature __________________________​​​​​​​​___________________ Date______________

                         Patient/ Guardian signature

Signature  ​​​​​​​​​​​​​​​​​_____________________________________________ Date ____________
                   I, Parent/guardian, give permission for minor’s care
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