Pt#
AUTOMOBILE ACCIDENT QUESTIONNAIRE

Patient's Name: Today's Date:

Date of Accident: Time of Accident: am/pm

In your own words, please describe your accounts of the accident:

Was there anyone else in your vehicle at the time of the accident: QYes UONo If yes, please list the names & ages of the other
passengers:
If you have retained an attorney, please provide the following information:

Attorney Name: Phone Number ( )
Address:
(Street) (City) (State) (Zip)
If you are filing through car insurance, have you called and received a claim number? QOYes UNo
Insurance Company Name: Claim Number:
Representative Name: Phone Number ( )
Address:
(Street) (City) (State) (Zip)

THE FOLLOWING QUESTIONS PERTAIN TO YOU AND THE VEHICLE YOU WERE IN:

Vehicle type: Vehicle size: Collision Type:

QcCar QPickup USubcompact QFull-size QDriver Side Impact
Qvan OTruck UCompact QMini UPassenger Side Impact
QStation Wagon UBus UMid-size QLight QFront Impact

QOther UHeavy QOther URear Impact

OHead On Collision
OPedestrian Incident

Your position in the vehicle: Speed of your vehicle:

QDriver UStopped QMoving Moderately Why Vehicle was slowed/stopped:
WPassenger: UFront UParked UMoving Fast UTraffic Signal ~ QParking

URear: ULeft UMiddle ORight USlowing UMovingat__ MPH UPedestrian UTraffic

UThird Row: QLeft UMiddle ORight WUMoving Slowly UStop Sign UBusy Intersection
UOther:

THE FOLLOWING QUESTIONS CONCERN THE OTHER VEHICLE INVOLVED IN THE ACCIDENT:

Vehicle type: Vehicle size: Speed of the other vehicle:
UcCar UPickup USubcompact UFull-size UMoving Moderately

Udvan UTruck UCompact UMini WMoving Fast

UStation Wagon UBus UMid-size ULight WMoving Slowly

WOther UHeavy UOther USlowing

U Moving at approx MPH
CONDITIONS AT THE TIME OF THE ACCIDENT:

Time of day: Road Conditions: Visibility: Visibility compromised by:
UFull daylight UDry UExcellent UBrightness
WDawn WUDamp UGood UDarkness
UDusk UWet UFair URain
UNight WSnow covered UPoor USnow
QOlce covered UFog
UPatchy Ice/Snow UTraffic
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THE FOLLOWING QUESTIONS CONCERN THE MOMENT OF IMPACT OF THE ACCIDENT:

Were you... Restraints: (check all that apply) Was the air bag deployed?
UTotally unaware that the accident was impending USeat belt UCar not equipped with air bag
UAware that the accident was impending UShoulder harness UAir bag deployed

UAware that the accident was impending and braced forit ~ UNo restraints UAir bag not deployed

If you were the driver of the vehicle, was your foot on the brake pedal? QOYes 0ONo OKnocked off by impact

What position was YOUR headrest in?  Position of YOUR head at time of impact? Was your head thrown...?

UHigh position QFacing straight ahead UBackward and then forward

UMiddle position UTilted forward UForward then backward

U4 Low position URotated to the left UTo the left  QTo the left then the right
URotated to the right OTo the right OTo the right, then the left

Position of Your body at time of impact? Was your body thrown...?

QStraight QBackward and then forward OTo the left OTo the left then the right

QTilted forward QForward then backward QTo the right dTo the right, then the left

URotated to the left QAcross the vehicle QUnder the vehicle  Outside the vehicle

URotated to the right

Damage to vehicle YOU were in: Citations:

Qincurred minimal damage UNone issued

Qlincurred moderate damage QYourself

Qincurred severe damage QDriver of vehicle patient was a passenger of
QWas totaled QDriver of other vehicle

QNot known UNot sure

Was there a Police Report: If yes, do you have a copy of the Police Report:
QYes ONo OYes ONo

AS A RESULT OF THE FORCE OF THE COLLISION, WHICH OBJECTS IN THE VEHICLE DID YOUR BODY STRIKE?

Head Left Arm Right Arm
USteering wheel  URight door USteering wheel  URight door USteering wheel URight door
UDashboard ULeft window WDashboard ULeft window UDashboard ULeft window
UWindshield URight window UWwindshield URight window UWindshield URight window
UArmrest UConsole UArmrest UConsole UArmrest UConsole
UHeadrest UGear shift UHeadrest UGear shift UHeadrest UGear shift
URear view mirror QFront seat URear view mirror OFront seat URear view mirror QFront seat
ULeft door UBackseat ULeft door UBackseat ULeft door UBackseat

Torso Left Leg Right Leg
USteering wheel  URight door USteering wheel  URight door USteering wheel URight door
UDashboard ULeft window WDashboard ULeft window UDashboard ULeft window
UWindshield URight window UWwindshield URight window UWindshield URight window
UArmrest UConsole UArmrest UConsole UArmrest UConsole
UHeadrest UGear shift UHeadrest UGear shift UHeadrest UGear shift
URear view mirror QFront seat URear view mirror QFront seat ORear view mirror QFront seat
ULeft door UBackseat ULeft door UBackseat ULeft door UBackseat

THE FOLLOWING QUESTIONS CONCERN THE TIME PERIOD IMMEDIATELY FOLLOWING THE ACCIDENT:

Did you lose consciousness? Were you able to walk unaided? Immediately following the accident, did you feel...?
UYes UYes UDizzy UWeak
UNo UNo UDazed UNervous
UDisoriented UNauseated
Where did you go...?
UDrove home WDrove to work UWas driven to school
UDrove to school ~ QWas driven to work UWas driven to hospital
WDrove to hospital WWas driven home UTaken to hospital via ambulance
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Next day discomfort...?

Qincreased QOdecreased Usame

Pt#

Did your major complaints exist before the accident?

OdYes U No

Please mark the boxes below that apply to you as described by the titles in the columns listed below:

Body What areas did you In what areas did you If you went to the Where did you experience
Location IMMEDIATELY feel experience lacerations hospital, what areas pain on the day
pain? (cuts)? were x-rayed? FOLLOWING the accident?

Head
Neck
Upper Back
Mid Back
Ribs
Chest
Abdomen
Low Back
Pelvis
Shoulder OLeft URight OLeft URight QLeft URight ULeft URight
Arm QLeft QRight QLeft QRight QLeft QRight ULeft URight
Elbow QLeft QRight QLeft QRight QLeft QRight ULeft URight
Wrist QLeft QRight QLeft QRight QLeft QRight ULeft URight
Hand OLeft URight OLeft URight QLeft URight ULeft URight
Fingers OLeft URight OlLeft URight QLeft URight ULeft URight
Buttocks OLeft URight OlLeft URight QLeft URight ULeft URight
Hips QLeft QRight QLeft QRight QLeft QRight ULeft URight
Thigh OLeft ARight QOLeft ARight QLeft URight OLeft URight
Knee ULeft URight ULeft URight ULeft URight ULeft URight
Calf OLeft URight QLeft URight QLeft URight OLeft URight
Ankle OLeft URight QLeft URight QLeft URight OLeft URight
Foot OLeft URight QLeft URight QLeft URight OLeft URight
Toes ULeft URight ULeft URight ULeft URight ULeft URight

Patient's Signature:

Office Use Only:

Date:
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COMIOUT Dedicated
to

Quality Care

Chiropractic

Amy Nedrow, D.C.
1728 Old York Road
York, SC 29745
P: (803) 818-5377
F: (803) 818-5379

To:

RE:
NOTICE OF DOCTOR’S LIEN

Patient Name Date of Accident

| do hereby authorize Dr. Amy Nedrow to furnish you, my attorney/insurance carrier, with a full report of her examination,
diagnosis, treatment, prognosis, etc., of myself regarding the accident in which | was recently involved.

| hereby give a lien to said doctor on any settlement, claim, judgment, or verdict as a result of said accident, and authorize
and direct you, my attorney/insurance carrier, to pay directly to said such sums as may be due and owing her for services
rendered to me, and to withhold such sums from such | do herby authorize the above doctor to furnish you, my attorney/
insurance carrier, with a full report of her settlement, claim, judgment, or verdict as may be necessary to protect said
doctor adequately.

| fully understand that | am directly and fully responsible to said doctor for all chiropractic bills submitted by her for service
rendered to me, and that this agreement is made solely for said doctor’s additional protection and in consideration of her
awaiting payment. | further understand that such payment is not contingent on any settlement, judgment, or verdict by
which | may recover said fees.

| agree to promptly notify said doctor of any change or addition of attorney(s)/ insurance carriers used by me in
connection with this accident, and | instruct my attorney/ insurance carrier to do the same and promptly deliver a copy
of this lien to any such substituted attorney(s)/ insurance carriers.

Patient Signature/ Guardian Dated

The undersigned being attorney of record authorized representative of insurance carrier for the above patient does
hereby acknowledge receipt of the above lien and agree to honor the same to protect adequately said above names
doctor.

Attorney/Insurance Carrier Representative Signature Dated

NOTICE: Please date, sign, and copy this form and return to Contour Chiropractic.
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Patient Name:

Pt#

Date:

Medk Disability Index

This queshonnaire has been designed o give us information as to how your neck pain has affected your ability o marage in everyday fe. Maase answer every

section and mark in each sedtion only the one bax that applies o you. We realise you may consider the two or more statements in
you, but pleace just mark the box that most dosely describes your problem.

ainy one secthion relate o

SECTION 1: Pain Intensiy

I hawe no pain at the moment.

The pain is mild at the moment.

The pain comes and goes and is moderate.
The pain is moderate and does not vary mach.
The pain is very severe, but comes and goes.
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The pain is severe and does not vary much.

SECTHIN 6: Concantratibn

r 1@nooncentrate fully when [want to with no difficulty.

r 1can concentrate fully when Dwant to with slight difficulty.

r [ hawe a fair degree of difficulty in concentrating when I want to.
¢ [Ihavea lot of difficulty in concentrating when I want to.

r~ 1hawe a great deal of difficulty in concentrating when [ want to.
r 1 @nnot concentrate at all.

SECTION 2: Persanal Care (&.9. washing, dressing)

I can Iook after mysalf normially without causing extra pain

[ can look after myself normally but it causes extra pain.

It is painful to look after myself and I am slow and careful.

I need some help but can manage mast of my personal care.
I need help every day in most aspedts of self-care.

I do not get dressed, wash with difficulty and sty in bed.

= B Bie Bie Tie Tile

SECTION 7: Wark

I can do as much work as I want to.

I @n only do rmy usual work, but no more.

I @n do mast of my usual work, but no more.
I cannot do my usual worke

I @n hardly do any work at all.

o I B T T T |

I cannot do any work at all.

SECTION 3: Lifting

I can lift heavy weights without extra pain.

-

r L=2n lift heavy weights, but it gives me exira pain.

¢ Pain prevents me from lifting heawy weights off the floor I can manage
if they are conveniently placed (e.g., on a table.)

 Fain prevents me from lifting heawvy weights, but I can manage light to
medium weights if they are comeniently positioned.

¢ Lcan only lif very light weights.

[ annat lift or carry anything.

SECTHIN B: Driving

¢~ 1 @n drive my car without nedk pain.

r~ 1candrive my car as long as [ want with slight pain in my meck.

r 1 @ndrive my car as long as I wank with moderate pain in my neck.

r 1 cannot drive my car as long as I want because of moderate pain in my
nech.

r 1 @n hardy drive my car at all because of severe pain in my nedc

r 1 cannot drive my car at all.

SECTION 4: Reading

I can read as much as [ want to with no nedk pain.

I can read as much as [ want with slight nedk pain.

I can read as much as [ want with moderate nedk pain.

I cannot read as much as I want because of moderate neck pain.
[ cannot read as much as [ want becaiuse of severe nedk pain.

R

I carnot read at all.

SECTHIN 9: Ske&ping

r 1hawe no trouble skeeping.

Iy sleep is slightly disturbed (less than 1 hour sleepless).
Iy sleep is mildly disturbed (1-2 hours sleepless).

My sleep is moderately disturbed (2-3 hours sleepless).
Iy sleep is greathy disturbed (3-5 howrs sleepless).

My sleep is completely disturbed (57 hours sleepless)

i T B B R |

SECTION 5: Headache

I have no headaches at all.

[ hawve slight headaches which come infreguentty

[ have moderate headaches which come infreguenthy.
I have moderate headaches which come frequently.

[ hawve severe headaches which come frequently.

I have headaches almost all the time.

S99 595

SECTION 10: Recraation

r~ 1am able to engage in all recreational activities with no pain in my neck at
all.

r~ [1am able to engage in all recreational activities with some pain in my
neck

r~ 1am able to engage in most, but not all, recreational activities because of
pain in my neck

r~ 1am able to engage in a few of my usual rereational activities because of
pain in my neck

r 1 @n hardy do any recreational activities because of pain in my nedc.

r 1 @nnot do any recreational activities at all.

Pain Severity Scale: Rate the severity of your pain by circling one number on the following scale:
0 1 2 3 45 6 7 8 9 10

No pain

Patient Signature:

Excruciating Pain

Score:

Office Use Only:
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Patient Name: Date:

Dswestry Low Back Pain Disability Questionnaire

Instructions
This guestionna

apply but please Just shape out the spot that ndicates he siatement winich maost

re has been designed to give us information as to how your back or leg pain is affecting your ability to manage in everyday life. Please answer
by checking OME box in each section for the staterment which best applies to vou.

We realise you may consider hat bwo or more satements i any one sacion
Ciearhy describes your problem.

SECTION 1: Pain Intensiy

[ have nio pain at the moment.

The pain is vary mild at the moment.
The pain is moderate at the moment.
The pain is fairly severe at the moment.
The pain is very severe at the moment.
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The pain is the worst imaginable at the moment.

SECTIDON 6: Standing

~ lanstand as kong as [ want without extra pain.
I =n stand as long as [ want but it gives me exdra pain.
Pain prevents me from standing more than 1 hour.

~
-

r~ Pain prevenis me from standing for more than 30 minutes.
¢ Fain prevents me from standing for more than 10 minutes.
r

Pain prevents me from standing at all.

SECTION 2: Personal Care (&.g9. washing, dressing)

[ can look after myself normially without causing extra pain

[ can look after myself normally but it causes exdra pain.

It is painful to look after myself and I am slow and careful.

[ need some help but can marage maost of my personal care.
[ need help every day in most aspeds of salf-care.

[ do not get dressed, wash with difficulty and stay in bed.

in Bis Tis Bk Mie Biia

SECTION 7: Slegping

¢ My skeap is never disturbed by pain

r~ Because of pain I have less than & hours skeap.
¢ Because of pain [ have less than 4 hours sleap.
r~ Berause of pain I have less than 2 hours skeap.
r~ Pain prevenis me from sleeping at all.

My skeap is occasionally disturbed by pain.

SECTION 3: Lifting

 Lcan lift heavy weights without extra pain.

 Lan lift heawy weights, but it gives me exira pain.

r Fain prevents me from lifting heavy weights off the fioor [ can manage if
they are comveniently placed (e.g., on a =hbile.)

 Pain prevents me from lifting heavy weights but 1 @n manage light o

miedium weights if they are conveniently positioned.
 Lcan only lift very light weights.
¢ Lcannot lift or carry amything.

SECTION B: Sex Life (T snplesbls)

My sex life is normal and causes no exra pain.
My s2x life is normal but causes some extra pain.
My sex life is nearhy normal but is weny painful.
My sex life is severaly restriced by pain.

My sex life is nearly absent because of pain.

i T I T R |

Fain prevents any sex life at all.

SECTION 4: 'Waking

Fain does not prevent me walking any distance.

Fain prevents me from walking more than 1 mile.
Pain prevents me from walking more than 172 mile.
Fain prevents me from walking more than 100 yards.
[ can only walk using a stick or crutches.

s s Bis Bis Bie Bis

[ am in bed most of the tme.

SECTION 9: Social Life

¢~ My sodal life is normal and gives me no extra pain.

r My sodal life is normal but increases the degree of pain.

¢ Pain has no significant effect on my sodial life apart from limiting my more
enengetic interests, e.9. sport.

r~ Pain has restricted my sodal life and I do not go out as often.

r~ Pain has restricted my sodal life o my home.

¢~ 1 have no social life becawse of pain

SECTION 5: Sitting

[ can sit in any dhair as long as | like.

[ can only sit in my favorite chair as long as I like.
Fain prevents me sitting more than 1 hour.

Fain prevents me from sitting more than 30 minutes.
Fain prevents me from sitting more than 10 minutes.

in Bie Be Bie Bie e |

Pain prevents me from sitting at all.

SECTION 10: Travehng

7~ 1 c@n travel anvywhere without pain.
I @n travel amywhere but it gives me exira pain.
Pain is bad but I manage journeys over 2 hours.

i

P

¢~ Pain restricts me to journeys of less than 1 hour.

r~ Pain restrids me to short necessary jouneys under 30 minutes.
.

Pain prevents me from traveling except to receive reatment.

Inly:

Pain Severity Scale: Rate the severity of your pain by circling one number on the following scale:

0 1 2 3 45

No pain

Patient Signature:

6 7 8 9 10

Excruciating Pain
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