
Patient Information (病人資料)   Date (日期):

Last Name (姓): First Name (名):
M (男):      F (女):      Age (年齡):         DOB (生日): Single (單身):      Married (已婚):    
Address 地址): 
Phone # (電話): Email (電子郵件)
Emergency Contact Name & Phone Number  (緊急連絡人/电话号码): 
Occupation (職業)
Medical Insurance (醫療保險) Insurance No(保险卡号）
Social Security #(社會安全卡號碼):XXX-XX-           Driver’s License / ID (駕照/身分証號碼):

Reason for Visit (就診原因):  Motor Vehicle Accident (車禍)   Slip & Fall (滑倒)    Other (其他意外) 
Accident/Mechanism of Injury (意外/受傷經過)  Date of Injury (受傷日期):

Are you the driver (您是駕車者嗎) Yes(是) / No(否) Seatbelt (繫安全帶嗎)  Yes(是)  /  No(否)

Location of collision(車禍發生地點)

Freeway(高速公路)   Local St.(市街) 
Intersection(交叉路)    Parking Lot(停車場)
Other(其他)
Vehicle drivable (車還能開嗎)  Yes(是)  /  No(否)  
Type of car you drive(您汽車的類型)

Type of car that hit you(與您碰撞的汽車類型)

Airbag deploy/Body part hit by airbag (氣囊有引爆嗎/撞擊到身體哪部位)?  Yes (是) / No (否)  

Did you hit any body part against your car (你身體的那个部位撞到你的車)

Cuts/bruises on your body (身上是否有割傷或瘀傷)

Were you aware of the collision prior to impact  (在車禍發生時您意識到事故的發生)  Yes (是) / No (否)
Head position (頭部位置)    forward (向前看)   Left(看左看)    Right(向右看)    Down (往下看)

Body position (身體姿勢): Straight up(直坐)  Lean forward(前傾)  Turned to left(向左側)  Turned to right(向右側)
Hand position (手的位置): Steering wheel (在方向盤上)  Dash board (前儀表板上) Right hand(右手)   Left hand(左手)
Did you lose consciousness (有沒有失去意識)? Yes(是)  No(否)     If yes, how long(多長時間)? 
Did the police arrive to the accident site (警察是否來到車禍現場)?    Yes(是) / No(否
Did you received medical care after the collision (事故後是否接受過醫療) Yes (是) / No (否)
Evaluated by emergency medical personal at scene (現場緊急醫療人員檢查)   Yes (是) / No (否)
Transport to Emergency Room/Urgernt Care (運送到急診室) Ambulance(救護車)       Other(其他):
Name of hospital / clinic / Doctor / PhoneNumber (醫院,診所, 醫生的名稱,电话号码)

Type of evaluation/treatments received (檢查和治療的類型)

Notes:

M.I.:



PATIENT NAME: Date of Birth: 

Front(正面） Right(右面） Back(背面） Left(左面）

Pain Intensity  (疼痛強度):   Slight (輕微1-2)  Mild (輕度3-5)  Moderate (中度6-8)  severe (嚴重 9-10)
Frequency (頻率 % ): Occasional (偶爾 25)  Intermittent (間歇50)  Frequent (經常75)  Constant (持續100)

Chief Complaints (你現在哪裡有疼痛):

Symptoms Pain Intensity Pain Frequency Other Symptoms Frequency
症狀 疼痛強度 疼痛頻率 其他症狀 頻率

Headache (頭痛)
Upper Back (上背) Dizziness (頭暈)
Mid-Back (中背) Nausea (噁心)
Low Back (腰) Nervous (精神緊張)
Shoulder (肩) Vision change (視力改變)

Fatigue (疲勞)
Wrist/Hand (腕/手) Sleep disturbance

Tinnitus (耳鳴)
Ankle/Foot(腳踝/腳) Memory loss

(記憶力下降)
TMJ (顳下頜關節)

When did the pain start (痛疼什麼時候開始的)
What makes the pain worse (什麼使疼痛加重):
What makes the pain better (什麼使疼痛減輕)
Any numbness or tingling in extremities (有沒有體驗肢體麻木)

Past Medical History (以前的醫療病史):

When was your last health check up (你上次健康檢查是什麼時候) 
Any past accident or injury (任何過去的事故或傷害)
Any past musculoskeltal conditions (任何過去的肌肉骨骼疾病)
Are you currently or previously under the care of (您目前或以前是否接受過醫療護理):
High blood pressure (高血壓)     Heart conditions (心臟病)     Diabetes (糖尿病)    Cancer (癌症)
Others (其他):
Any past surgery (任何過去的手術)
Taking any medication (服用任何藥物)
Female (女性):  when was your last menstrual cycle (你上次月經是什麼時候)

Patient Signature:   Date: 

Chest (胸)

(睡眠障礙)

Neck (頸)

Elbow (肘)

Hip/Buttocks(臀部)
Knee (膝): 
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