


HEALTH QUESTIONAIRRE:

SYMPTOMS:

HEAD:

0 Headache

entire head

back of head
forehead

temples

migraine

3 Loss of balance

1 Dizziness

1 Ringing in ears

NECK:

[ Stiff neck

3 Muscle spasms in neck
3 Grinding sounds in neck
2 Pain in neck

3 Neck pain with movement
SHOULDERS:

0 Pain in shoulder joint (R-L)
2 Pain across shoulders
Q Bursitis (R-L)

Q Arthritis (R-L)

0 Can't raise arm

w] above shoulder level
a over head

1 Tension in shoulders
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MID-BACK:
3 Mid-back pain
2 Pain between shoulder blades

0 Sharp stabbing pain in mid-back

0 Muscle spasms

LOW BACK:

3 Low back pain

1 Low back pain is worse when:
working

lifting

stooping

standing

sitting

bending

coughing

0 Low back feels out of place
0 Muscle spasms

0 Arthritis

HIPS, LEGS & FEET:
0 Pain in buttocks (R-L)
Q Pain in hip joint (R-L)
1 Pain down leg (R-L)
[ Pain down both legs
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CHECK ANY OF THE FOLLOWING SYMPTOMS YOU HAVE NOTICED SINCE YOUR ACCIDENT/INJURY

“Mark Areas of Pain on Figures in Red and
Rate Your Pain: 0 (least) - 10 (severe)
*Mark Areas of Tingling/Numbness in Blue
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CHEST: ABDOMEN:
0 Chest pain 2 Nervous stomach

ARMS & HANDS: O Leg cramps Q Shortness of breath O Nausea

Q Pain in upper arm Q Pins & needles in legs (R-L)  Pain around ribs 0 Gas

Q Pain in forearm 0O Numbness of leg (R-L) GENERAL: Q Constipation
O Pain in hands 3 Numbness of feet (R-L) O Nervousness O Diarrhea

2 Pain in fingers 2 Numbnesg of e Q lrritable

[ Sensation of pins & needles in arms 0 Feet feel. cold 0 Depressed

3 Sensation of pins & needles in fingers Q Cramps in feet (R-L) Q Fatigue

1 Fingers go to sleep Q Swollen ankles (R-L) 1 Generally feel run-down

Q Hands cold O Swollen Feet (R-L) 1 Loss of sleep

O Loss of grip strength 1 Loss of weight

Briefly describe symptoms you are presently suffering from:

Other Doctors seen for thisfthese conditions

History of present injury-Date: Approximate hour (AM) (PM)
Have you lost any days work? From To

If other than auto injury, describe how injury occurred

If auto injury fill out the following information:  Driver Passenger Front Back

Patient’s car was going: Direction Street or Road

Closest bisecting street or road (if any) Town

Numbers of autos involved in accident

Was patient moving

Stopped

State exactly where your car was struck (side, rear, front, etc.)

Did you see the accident coming?

Upon accident, which way were you thrown?
Upon impact was there a “blinding” or “explosion” sensation in the head?
State which areas of your body were hurt immediately after the accident

Number of persons
Turning

Right or Left?

Were seat belts worn?

Were you able to get out of the car and walk?

Were you conscious at all times?

Was a police report made?

Could you move all parts of your body?

Was an ambulance called for you?

If so, what was done: X-ravs

How long were you in the hospital?
What discomfort did you have the first night?

The next day?

Examination

Did you go to the hospital?

Medicalions
Were you able to sleep that night?













