
 
 
 

What is your major complaint?  ______________________________________________________________________________________________________ 
Timing ⁪ 0-25%  ⁪ 26-50% ⁪ 51-75% ⁪ 76-100% of the time   

What caused it?  How did it start? (Gradual/Injury) _______________________________________________________________________________________  
Was it related to a work or auto accident?  ______________________________________________________________________________________________ 
When was the first time you became aware of this problem?  How long have you had it?_________________________________________ 
⁪ Constant ⁪ Comes and Goes ______________________________________________Is it progressively getting worse? ⁪ Yes  ⁪ No 
Medications you are on now:________________________________________________________________________________________ 
What makes it better? ___________________________________________Worse? ____________________________________________ 
Describe the problem when it is at its worst? (Check all that apply)   ⁪ Dull ⁪ Achy ⁪ Sharp ⁪ Shooting ⁪ Refers into my arms  
⁪ Refers into my legs ⁪ Other _______________________________________________________________________________________________________ 
 
What activity would you like to be able to do again that is difficult or that YOU CANNOT DO NOW? ________________________________ 
This was a new/old illness.  What Treatment have you had? ____________________________________________________________________ 
 
_____________________________________________________________________________________________________________________ 

 LAST NAME _________________________________________ 
 ADDRESS ____________________________________________ 
 CITY ______________________ STATE _______  ZIP ________ 
 OCCUPATION ________________________________________ 
 EMPLOYER __________________________________________ 
 # OF CHILDREN ______ PHONE ____________ CELL ______ 

FIRST  NAME ___________________ PREFERRED __________  
SS# ____________________ BIRTHDATE ___________AGE___ 
EMAIL _______________________________________________ 
SPOUSE ______________________________________________ 
SPOUSE’S OCCUPATION ______________________________ 
REFERRED BY _______________________________________ 

MY GOAL FOR CONSULTING WITH THE DOCTOR:  ⁪ Temporary Relief   ⁪ Lasting Correction  ⁪ Let Doctor Recommend The Best Type of Care  

 
Mark any other symptoms you have had in the past 6 months.   

Rate the severity of your problem:  1-10 (1—slight problem, 10—severe problem) pain.  
Leave blank if doesn’t apply 

____ Neck Problems  
____ Shoulder Problems 
____ Arm Problems 
____ Numbness - Arms 
____ Pain Between Shoulders 
____ Low Back Problems 
____ Leg Problems 
____ Numbness - Legs 
____ Loss Of Feeling 
____ Stiff Joints 
____ Painful Joints 
____ Restricts Daily Activities 
____ Restricts Regular Exercise 
____ Knee Pain 
____ Ankle Pain 
____ Difculty Speling 
____ Sore Muscles 

____ Walking Problems 
____ Broken Bones 
____ Muscle Cramps 
____ Weak Muscles 
____ Dizziness 
____ Fainting 
____ Forgetfulness 
____ Depression 
____ Vision Problems 
____ Ear Pain / Noises 
____ Ear Infections 
____ Hearing Loss 
____ Frequent Colds 
____ Wrist Pain 
____ Elbow 
____ Headaches 

____ Allergies 
____ Hay Fever 
____ Asthma 
____ Exzema 
____ Shingles 
____ Nausea 
____ Poor Digestion 
____ Ulcers 
____ Diarrhea 
____ Constipation 
____ Kidney Infection 
____ Menstrual Cramps 
____ Diabetes 
____ Blood Pressure 
          High / Low 
____ Tiredness / Fatigue 
____ Foot Pain 

Surgeries/Hospitalization _____________________                              TRAUMA FROM BIRTH TO PRESENT, PLEASE LIST BY DATE/DESCRIBE 
__________________________________________   1)  Injuries or Falls __________________________________________ 
Have you had an MRI/CT Scan? ____________ Dates______________2)  Broken Bones  ___________________________________________ 
Previous Chiropractic Care ___________________________________ 3) Car/Bike Accidents _______________________________________ 
Date of last adjustment ______________________________________ Do you have any metal in your body? ⁪ Yes ⁪ No 
Female:  Are you pregnant at this time?  ⁪ Yes  ⁪ No  Due Date _____ If yes, where? ______________________________________________ 
Do you have a pacemaker?  ⁪ Yes  ⁪ No    
Primary care physician: ______________________________________ Phone number: _____________________________________________ 
Physical/Massage Therapist: __________________________________ Phone number: ____________________________________________ 
Personal Trainer:____________________________________________ Phone number: ____________________________________________ 
 
Signature: ______________________________________ Date: ____________ 
Doctor’s Notes: 
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________

Shoulder ROM - 
           Flex - 180 
           Ext. - 60 
           Abd - 150 
           Add - 35 
           Internal Rotation - 90 
           External Rotation - 90 Knee - 

           Flexion - 130 
           Ext. - 0 

Wrist - 
           Flex - 90 
           Ext. - 70 
           Ulnar Deviation - 65 
           Radial Deviation - 20 

Elbow - 
           Flex - 160 
           Ext. - 0 
           Pronation - 90 
           Supination - 90 

Hip - 
           Flex - 125 
           Ext. - 15 
           Add - 45 
           Abd - 45 
           External Rotation - 45 
           Internal Rotation - 45 

Ankle - 
           Plantar Flexion - 80 
           Dorsiflexion—20 



 

 

 

 

Patient Name:         Date:       
 

 

Condition’s Effect On Job Performance:   ���� No Effect                      ���� Mild (painful can do)        ����  Mod (painful limited ability) 

 ���� Mod/Sev (limited duty)   ���� Sev (no limited duty)          ����  Sev (can’t do limited duty)    
    

 

 

Daily Activities:  Effects of Current Condition on Performance 

Bending:  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform      

Care –Infirm Family: �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform      

Carrying Groceries: �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform     

Change Posn–Sit-Stand:  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform  

Climb Stairs:  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform  

Driving:   �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform   

Extended Computer Use:  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform   

Feeding:    �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform 

Household Chores:  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform 

Kneeling:   �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform 

Lift Children:  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform     

Lifting:    �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform 

Pet Care:  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform 

Reading (Concentration):  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform 

Self Care–Bathing:  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform      

Self Care–Dressing: �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform   

Self Care–Shaving:  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform     

Sexual Activities:  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform     

Sleep:   �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform     

Static Sitting:  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform     

Static Standing:  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform  

Walking:  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform  

Yard Work:   �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (Limited)   �  Sev  Unable to Perform     
 

Recreational Activity: Effects of Current Condition on Performance 

___________________  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (limited)   �  Sev  Unable to Perform   

___________________  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (limited)   �  Sev  Unable to Perform  

___________________  �   No Effect   �   Mild  Painful (Can do)  �  Mod  Painful (limited)   �  Sev  Unable to Perform   

 
Please answer the following questions carefully and answer each one honestly:  

 check YES or NO 

  

1. Has your doctor ever said that you have a heart conditions and that you should only do physical activity recommended by a doctor? 

  YES   NO  

2.  Do you feel pain in your chest when you were not doing physical activity?  YES   NO  

3.  In the past month, have you had chest pain when you were not doing physical activity? 

  YES   NO   

4.  Do you lose your balance because of dizziness or do you ever lose consciousness? 

  YES   NO   

5.  Do you have a bone or joint problem (for example, back, knee or hip) that could be made worse by a change in your physical  

activity?  YES   NO  

6.  Is your doctor currently prescribing drugs (for example, water pills) for your blood pressure or heart condition?  YES   NO  

Do you know of any other reason why you should not do physical activity?  YES   NO  

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 



Condition Self Father Mother Spouse Brothers Sisters Children 

Arthritis        

Asthma        

Back Trouble        

Cancer        

Constipation        

Diabetes        

Disc Problems        

Drinker        

Drug Addiction        

Emphysema        

Epilepsy        

Headaches        

Heart Trouble        

High Blood 

Pressure 
       

Kidney Trouble        

Migraine        

Nervousness        

Neuritis        

Neuralgia        

Pinched Nerve        

Sinus Trouble        

Smoker        

Sports Activities        

Stomach Trouble        

Deceased        

 

Health History of Family Members 
The reason for this form is to assist the doctor by providing past health history information for his review 

Name: _____________________________    Date: __________________________ 
 

Acton Family Chiropractic Center* 789 Patton Ave. * Asheville, NC  28806* 828-258-0264 



Automobile Accident Questionnaire 

Title:    First:         MI:   Last:            

Date of accident:           Time of accident:   :      am  /  pm 

State in which accident occurred?       Speed of the vehicle you were in:    mph 

Where were you in the vehicle?                       

Vehicle type:   Sub-compact  Mid-size   Full-size   Pickup truck  Sport-utility vehicle 

      Mini-van   Other:                   

Was the vehicle accelerating?  No  Yes 

What was your vehicle doing immediately prior to impact?  

   Changing lanes      Slowing for traffic congestion   Stopped for a stop sign 

   Stopped for a traffic light   Turning left at an intersection   Turning right at an intersection 

What was your vehicle's point of impact? 

   Front bumper    Left front fender    Left rear fender     Left side  

   Rear bumper    Right front fender    Left rear fender     Right side 

Amount of damage to your vehicle:  

   Minimal   Moderate  Extensive  Totaled   Unsure   Other:       

Road condition/s: 

   Dry     Damp     Wet     Mostly dry with the first minutes of rain  

   Sandy    Muddy     Black ice   Covered with leaves or other debris  

   Raining    Snowing    Icy     Covered with gravel 

Visibility: 

   Excellent with bright sunlight   Excellent with overcast light   Reduced at dawn 

   Reduced at dusk      Reduced at night      Reduced due to fog 

   Reduced due to rain     Reduced due to snow 

Was another vehicle involved?    No   Yes—how many:     

Which vehicle hit the other:                        

Was a police report filed?   No  Yes—Can you provide our office with a copy?  No  Yes   

At Impact 

Airbags deployed:   No  Yes 

Position of headrest: 

   Adjusted high       Adjusted low      All the way up 

   All the way down      Properly adjusted     Improperly adjusted 

 
 
       
Case Number 
 
 
       
Today’s Date 
 
 
       
CA   DC 



Type/s of seat restraint/s you were wearing: 

   A shoulder harness only  A lap belt only   No seatbelts  Seatbelts with shoulder harness 

Were you prepared for impact?   No  Yes   

Was the driver's foot on the brake at the time of impact?  No  Yes—Was it knocked off?  No  Yes 

What was the position of your head and neck prior to impact? 

   Down       Down and to the left    Down and to the right 

   Level and to the left   Level and to the right    Straight ahead 

   Up        Up and to the left     Up and to the right 

Did you lose consciousness?   No  Yes 

Did you receive emergency care at the scene?  No  Yes 

Where did you go immediately after the accident? 

   Home    To a walk-in emergency clinic   To continue with scheduled plans 

   To work   To the hospital emergency room  Other—             

Other Vehicle 

Other vehicle type:  Sub-compact  Mid-size   Full-size   Pickup truck  Sport-utility vehicle 

       Mini-van   Other:                  

Speed of the other vehicle:    mph     

Was the vehicle accelerating?  No  Yes 

What was the other vehicle's point of impact? 

   Front bumper    Left front fender    Left rear fender     Left side  

   Rear bumper    Right front fender    Left rear fender     Right side 

Amount of damage to the other vehicle (if known): $     

What was the other vehicle doing immediately prior to impact?  

   Changing lanes      Slowing for traffic congestion   Stopped for a stop sign 

   Stopped for a traffic light   Turning left at an intersection   Turning right at an intersection 

 
Did you lose consciousness?  Yes   No   Unknown 

How did you feel (check all that apply):   

   Confused   Dazed   Dizzy   Nervous   Weak   Other:      

Where did you immediately develop PAIN () or have lacerations/CUTS () (check all that apply):    

 

   Head    Neck     Upper/Mid Back   Lower Back    Pelvis  
   Abdomen   Shoulders    Chest/Rib Cage   Arms      Elbows  
   Forearms   Wrists     Hands      Buttocks     Hips  
   Thighs    Knees     Legs      Ankles      Feet 
   Other:          Other:         

Describe any other significant injury:                     

                               

2. Immediately After Accident / Injury 

PAIN
 

CUTS 

PAIN
 

CUTS 

PAIN
 

CUTS 

PAIN
 

CUTS 

PAIN
 

CUTS 



Did you receive emergency care at the accident/injury site?  No   Yes—(please check all that apply): 

   Bandages   Splints   Brace   Neck Collar   Other:         

After the accident/injury, where did you go?  

   Hospital    Home   School   Work    Other:         

By whom were you driven? 

   Myself    Friend   Family   Ambulance   Other:         

3When did you go to the hospital?    Immediately   Later That Day    Next Day   

   Days Later   Other:          Never (skip to section 4 on next page) 

Hospital name:          Examined by doctor:            

X-rays were taken of what body part/s: 

   Head    Neck    Upper/Mid Back   Lower Back   Pelvis  

   Abdomen   Shoulders   Chest/Rib Cage   Arms     Elbows  

   Forearms   Wrists    Hands      Buttocks    Hips  

   Thighs    Knees    Legs      Ankles     Feet   

   Other:                No x-rays taken 

A CAT scan was performed on what body part/s: 

   Head    Neck    Upper/Mid Back   Lower Back   Chest/Rib Cage 

   Abdomen   Other:                 No CAT scan 

A MRI was performed on what body part/s: 

   Head    Neck   given at the hospital (describe location on body): 

   Concussion:           Whiplash:            

   Disc Injury:                         

   Dislocation:                         

   Fracture:                          

   Sprain:                           

   Strain:                           

   Laceration:                         

   Contusions:                         

Describe any additional diagnosis given:                    

                       Upper/Mid Back  

 Lower Back   Chest/Rib Cage 

   Abdomen   Other:                 No MRI 

What was the diagnosis          

What treatment was administered at the hospital?    

   Oral Medication  Sutures   Splint   Collar   Injection   Ice Packs  

  Cast     Support   Brace   Surgery   Hot Packs   Bandages  

  Antiseptics    Other:            No Treatment 

3. Hospital Visit After Accident / Injury 



Upon discharge, whom were you told to see? 

   General Practitioner   Chiropractor   Neurologist    Physical Therapist 

   Orthopedist     Internist    General Surgeon   Plastic Surgeon 

   Other:             No one 

Upon discharge, what recommendations were made? 

   Rest   Ice    Heat   Collar   Support    Time off work 

   Other:              No further care  No recommendations 

Upon discharge, what medications were prescribed? 

   Pain    Anti-inflammatory       Antibiotics    Nervousness 

How much later did additional symptoms develop? 

   Immediately  Hours   That Evening   Next Morning   Days   Week 

   Month    Other:               No other symptoms 

What additional symptoms developed? 

 

 

 

Since your accident/injury, have you suffered from: 

   Blurred Vision    Double Vision    Vision Trouble    Hearing Trouble  

   Ear Ringing    Chest Pain     Breathing Trouble   Palpitations   

   Constipation    Diarrhea     Nausea     Vomiting    

   Frequent Urination  Painful Urination   Incontinence    Anxiety   

   Depression    Mood Swings    Nervousness    Poor Memory 

   Tension     Convulsions    Dizziness     Headaches 

   Fainting     Loss of Balance   Fatigue     Restlessness 

   Insomnia     Light Sensitivity   Reduced Appetite   Weakness  

   Weight Gain    Weight Loss    Other:             

   Other:             No additional symptoms 

Are you restricted in any of the following areas as a result of this accident / injury? 

   Daily Living   Work/Occupational   Recreational Activities 

   Other:             No restrictions 

Have you missed work due to this accident / injury? 

   Missed no work  Limited work activity  Missed work from:     to      
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Did you self treat your symptoms? 

   Ice       Heat      Bed rest     OTC Medication  

   Other:             Did not self treat 

Did you seek health care elsewhere? 

   General Practitioner  Internist     Chiropractor    Neurologist  

   Orthopedist    General Surgeon   Plastic Surgeon   Psychologist 

   Other:             Did not seek other health care 

Name/s of doctor/s:                          

                               

Diagnosis, treatment and recommendations:                  

                               

                               

Have you had any of the following tests? 

   CT Scan   MRI   EMG   Other:       No tests 

What is the reason for seeking today’s consultation? 

   Persisting Complaints    Worsening of Symptoms   Other:         

Have you contacted an insurance adjuster or representative regarding this claim?  

   No   Yes—Company:            Claim#:       

  Adjuster:                Phone:          

Have you engaged the services of an attorney?  

   No   Yes—Attorney:                     

  Address:                 Phone:         

Have you filed an accident / injury report?   No   Yes 

Have you filed for insurance benefits?    No   Yes 

Additional information:                         

                               

                               

                               

 

 

I certify that the information provided above is accurate and complete to the best of my knowledge. 

 

                               

Patient Name (Please Print)           Patient Signature 

 

 

                               

Date Signed              Witness 

 

 

 

 

 

For office use only: 



PERSONAL INJURY VERIFICATION
Medical Payments on Auto Insurance

Patient: 	__________________________________________	 Insured: 	___________________________________________

Policy #:	 _________________________________________	 Claim #:	 ___________________________________________

Date of Injury:	____________________________________	 Adjuster’s Name:	____________________________________

Relationship to Insured:    (circle one)              SELF              FAMILY MEMBER              OTHER

Has the accident be reported?             YES         NO		  Has a medical file been opened?             YES         NO

Medical Limits: 	____________________________________	 What’s Left?	________________________________________

Benefits paid directly to doctor?             YES         NO		  If no, payable to patient and mailed to doctor?     YES         NO

	 Insurance Company Billing Address/Information

Name:	 _________________________________________________________________

Address:	 _______________________________________________________________

City, ST, Zip: 	_____________________________________________________________

Phone:	_________________________________________________________________

Code:	__________________________________________________________________

Attorney Information

Attorney Name:	___________________________________	 Want Bills?              YES         NO

Address: 	_________________________________________	 Accept and Honor Lien:             YES         NO

City, ST, Zip:	______________________________________	 Atty. Contact Name:	 _________________________________

Phone:	__________________________________________	 Fax:	_______________________________________________


