
-------------

AUTOMOBILE ACCIDENT HISTORY 

DATE _ __________ 


NAME- 7LASllT---------_=:;:-_______________ S5#:,___________ 

F~H ~-

ADDAESS :, ______________________________________________HOMEPHONE: ________ 

CITY :. __________________ STATE: ZIP:______ CELL PHONE: __________ 

BIRTHDATE : _______( )MALE ()FEMALE )SINGLE ()MARRIED )DIVORCED ( )WIDOWED 

EMPLOYER : PHONE:--------SPOUSE'S NAME: _ _ ________ DOB: ________SPOUSE'S S8#: _______________ 

SPOUSE'S EMPLOYER: EMPLOYER PHONE: 


EMERGENCY CONTACT: PHONE: _________________________ 


Due 10 HIPPA regulalions we will nOI discuss Onancial or medical records wilh anyone bul our psllenl. II you would like 10 give our oNlee aUlhorizalloCl 10 discuss financial 

andlor medical reCQ((1s with your spouse or any olher party please IIsl Iheir name and ,elallan: ___ _________________ 

WHOM MAY WE THANK FOR REFERRING YOU? _ ______________________________________ 

NAME OF PRIMARY CARE PHYSICIAN: _ ___ _ ______ PHONE: _ ________________ 

INSURANCE INFORMATION THEIRS 

Insurance Company ____________________________________ 


Insured Party _ _ __:_--------------------------------- 
Insurance Company Contact ___________________Phone __________ _ _ 


Policy No. Claim No. ___________ 

Vehicle Driver ______________________________________ 


YOURS 

Insurance Company____________________________________ 

InsuredParty____________________________________________ 


Insurance Company Contact ___________________Phone ____________ 

Policy No, Claim No. ___________ 

Vehicle Driver _________ _____________________________ 


Name of Health Insurance____________Group & ID# _________________ 


Time and date of accident ______ 0 AM 0 PM __LI_---I..__ 

Please explain in detail how your accident occurred? _________________________ 


You were heading? 0 North 0 South 0 East 0 West on (street or highway) 

Other vehicle was heading? 0 North 0 South 0 East 0 West on (street or highway) 

Number of people with you in the car? ____ 

Were police notified? 0 Yes 0 No Did head strike windshield or object? 0 Yes 0 No 
Did you lose consciousness? 0 Yes 0 No If so, for how long? ____________________ 


You were struck from? 0 Behind 0 Front 0 Left Side 0 Right Side 


You were? 0 Driver 0 Passenger 0 Front seat 0 Backseat, USing 0 Seat belt 0 Shoulder belt 0 Other protective devices 


Did you feel pain immediately after the accident? 0 Yes 0 No 0 Later that day 0 Next day 0 When _____ 

What were your immediate symptoms following the accident? _ _______ ____ __________ 


Where were you taken after the accident? 0 Home 0 Emergency Room 0 Other, _____________ 

What treatment was rendered? ________________________________ 


Was any doctor(s) consulted after the accident? 0 Yes 0 No 
If so, give doctor's name 0 D.C. 0 M.D. 0 D.O. 0 D.D .S. 
Doctor's diagnosis? Did you see the doctor(s) more than once? _____ 

Have you ever had any complaints in the involved area before? 0 Yes 0 No 

If so, were they due to 0 A previous car accident, or 0 On the job injury? 
Belote the iniury, were you capable of working on an equal basis with others your age? 0 Yes 0 No 

Are your work activities restricted as a result of this accident? 0 Yes 0 No 

Since the injury, are your symptoms 0 Improving? 0 Getting worse? 0 The same? 

Have you retalne.d an attorney? 0 No 0 Yes, Name _ ___________Phone --------- 

Vehicle Make & Model you were in Estimated Damage $ ______ 
Vehicle Description that hit you _ _______________________________ 



HEALTH QUESTIONNAIRE: 

PLEASE CHECK (.I) CONDITIONS YOU ARE CURRENTLY EXPERIENCING 

MUSCULC>-SKELETAL NERVOUS SYSTEM CARDIO-VASCULAR 
SYSTEM 0 Numbness RESPIRATORY 

o Low back pain 
o Mid back pain 
o Pain between shoulders 
o Neck pain 
o Disc problems o Arm problems o Leg problems 
o Swollen joints 
o Painful/olnts 
o Stiff joints 
o Sore muscles 
o Weak muscles 
o Walking problems 
o Muscle spasms 
o Broken bones 
o Shoulder pain 
o Carpal Tunnel 

GENfTO-URINARY SYSTEM 
o Bfadder trouble 
o Excessive urination 
o Scanty urination 
o Painful urination 
o Discolored urine 

FEMALE 

Cl Vaginal discharge 

o Vaginal bleeding 
o Vaginal pain 
o Breast pain 
o Lumps on the breast 

GASTRO-INTESTINAL 
SYSTEM o Poor appetite 

o Excessive hunger 
o Difficult chewing 

D Difficult swallowing 

o Excessive thirst 

Cl Nausea 

o Vomiting Blood 
o Abdominal pain 
o Diarrhea 
o Constipation 
o Black stool 
o Bloody stool 
o Hemorrhoids 
o Uver trouble 
o Gall bladder problems 

Cl Weight trouble 


0 Loss 01 feeling 
0 Paralysis 
0 Dizziness 
0 Fainting 
0 Headaches 

0 Muscles Jerking 
0 Convulsions 
0 Forgetfulness 
0 Confusion 
0 Depression 
0 Insomnia / Loss of sleep 

HABITS 

o Cigarettes 
o Alcohol Abuse 

o Coffee or Tea 

o Exercise 

o Drug Abuse 0 __________________ 

ARE YOU PREGNANT? 

o YES DNO 

Please marl< your area 01 pain on the Ilgure below. 

P Pain N Numb 

S __ Spasm 

pain Index 

Least 1 2 3 4 5 6 7 8 9 10 Most 

INSURANCE INFORMATlON 

0 Chest pain 

0 Pain over heart 

0 Difficult breathing 

0 Persistent cough 

0 Coughing phlegm 

0 Coughing blood 

0 Rapid heartbeat 

0 Blood pressure problems 

0 Heart problems 

0 lung problems 

0 Varicose veins 

EVE, EAR, NOSE AND 
THROAT 

0 Eye strain 
0 Eye Inflammallon 
0 Vision problems 
0 Ear pain 
0 Ear noises 
0 Ear dlscharye 

0 Hearing loss 
0 Nose pain 
0 Nose bleeding 
0 Nose discharge 
0 Difficult breathing through nose 
0 
0 
0 
0 
0 
0 
0 
0 
0 

Sore gums 
Dental problems 
Sore mouth 
Sore throat 
Hoarseness 
Difficult speech 
Sinus 
Allergy 
Jaw pain 

Do you have diabetes? 
Y 
0 

N 
0 

Is problem worse while 
lying down? 0 0 

Have you recently had 
lever, sweats, chUls? 0 0 

Does this problem wake 
you from a sound sleep? 0 D 

I unds"land lind IIgtell/hal hfla/lh /J/ld acelden/lnsurance poUe/IIS ate en agl8f1mlllll bllIWsl1n an insurancs carrisr and myself. FurthllmJorll, I underslllnd !haIth's 
C/J'roprac1ic Offics wUI prsp/J/8 any fl6CBl1$ary rsporUland forms 10 aulst /llIf In making collection from Ihlllnsufllll(;fI company and /hal any amount authorized to be paid dlrBCIfy 
10 this Ch/roprIJctIc Office wfl/ be credited 10 my sC(;()unl upon recslp~ HoWffIIfJr. I e/8tII1y understand and agrelllhal a/l slllVlcss rendered 10 ms arfl c:harr;ed directly /0 mil and 
thaI I 8IIl pBl6OM11y responsible for payment. /also understand thaI/( /6U5pBnd or tsrmlnala my care and IrsalmBnt any /sas lor profllsslonlll 5arvfc/IS rendered to me wi' be 
lmmedlllts/y due and payablfl. 

Patient's Signature: _________________ 

CONSENT OF PROFESSIONAL SERVICES AND RELEASE OF INFORMAll0N 
I hareby authorlzs and re/aasa !he doctor and whomsvar hslshe may des/gnats as h/sAIsr usJstanlS 10 admJnlstsr treatment physJcaJ el/am/na/Jon, X·Ray SlIJdHJs, 

laboratory procedures. chiropmc1Jc care or any clinic servfCIJs that hslshe deems necsssary In my case; I tuf1ller IlUIhotize hlmlhsr to dl$doss all or any plllf of my (patianfs) 
reoorO 10 any person or cotpOralfon which Is or may bs Usb/s undsr 8 contract 10 the cJ/nJc or 10 /he petfent or to a family mlll7lber or III7IpJo'lfl/' of IhB patlanllor III/ or part of 
/hs clinic's chatpe, including, and nolllmlted 10, hospiUll or medical setvlolls compan/as, inWranco companies, wot1cers' compensation carrlets, w81farfl funds, or tha paIiBnf'S 
amployer, 

Patient's Signature: ________________ 

Parent's or Guardian's Signature: ________________ 



SPORT 
~ct;ve 


& SPINE 


Dr. Travis DeArmon, D.C. 

4412 West Houston 

Broken Arrow, OK 74012 
918.254.8700 phone 

918.254.8711 fax 

dr. travis@proactivechiropracticok.com 

It is office policy to file a Lien with the Tulsa County Courthouse. This document merely notifies the 
insurer that a physician's debt is in place and that the insurer should consider the total balance when 
assessing the settlement of this claim. This is a standard practice in our office regarding all personal 
injury cases. After the Lien is filed, you will receive a copy of the Lien via certified mail. 

We are pleased that you have chosen chiropractic care and are confident that chiropractic care is the 
most effective way to deal with your type of injuries. Our office will gladly wait to be paid for our 
services until you settle with the liability carrier, unless other benefits are available for the payment of 
those services. 

Many times our patients are led to believe that their medical bills will be paid directly by the insurance 
carrier. In fact, the settlement includes money for both the patient's pain and suffering and medical 
expenses. We would like to avoid any problems due to miscommunication, and hope that by filing this 
document your insurance carrier will deal honestly with you. 

By signing this form, you are stating that you understand that ProActive Sport and Spine will be filing a 
Lien with the Tulsa County Courthouse . 

Upon payment of your account by the insurance carrier, this lien will be promptly released. If you would 
like a copy of the lien release following your settlement, please feel free to call the office and I will be 
happy to mail a copy to you. If you have any questions do not hesitate to call. 

Patient Name __________________Date__________- __ 

Signature__________________________________ 

mailto:travis@proactivechiropracticok.com

