Patient Information (55 A&kl  Date (HHA):

Last Name (%): First Name (&): M.L.:

M (E)L_F (0 Pge () DOB (£ H): Single (§85){ _Married (E48):[_]
Address #iil):

Phone # (BxE): Email (EBFFHH)

Emergency Contact Name & Phone Number (B&23E4& A/BEIESHE):

Occupation (H%2)

Medical Insurance (EBER) Insurance No(fRf2 £ )
Social Security #(f+ 2224 -FHRAE) X XX-XX- Driver’s License / ID (BB W&/ 5 57zE5hs):

Reason for Visit (5tz2F[R): Motor Vehicle Accident (B.1#) Slip & Fall (&fz) Other (ELAE4SN)

Accident/Mechanism of Injury (B INZSL58) Date of Injury (15 H#):
Are you the driver ({R2FEEHEIE) Yes(iZ) / No(&) Seatbelt (BZ£1E) Yes(iE) / No(f)

Location of collision (B 5% 4 H,Bh)
Freeway(5 2/ i) Local St.(fif)
Intersection(32 X #) Parking Lot({ZE15)

Vehicle drivable (BEEZBFEFFIE) Yes(i&) / No(&)
Type of car you drive({I5 B AIERY)

Other(E1th) J L

Type of car that hit you(& /iy 5 Bk )

Airbag deploy/Body part hit by airbag (REEH 5 VRIS /EEBEISRIFEA)? Yes (B)/ No (&)

Did you hit any body part against your car (RS 52BN EBNIIEZIIRAVER)

Cuts/bruises on your body (& _EEEH E5 S 5)

Were you aware of the collision prior to impact (FHEMEZERFAETRIERNELE) Yes (B)/ No (B)

Head position (FEZi(ir %) forward ([BATE) Left(E/LE) Right(a45E) Down (X TE)

Body position (548324): Straight up(E4) Lean forward(gij{iE) Turned to left(f=/2{H]) Turned to right(1=]45{H])
Hand position (F-HY{iz &) Steering wheel (fE/5[@#& L) Dash board (Bif&F#_E) Right hand(B3F) Left hand(Z3F)
Did you lose consciousness (38X EEF)? Yes(B) No(E) If yes, how long(ZREEFRT)?

Did the police arrive to the accident site Bz 2 AR P HHIRE)?  Yes(E) / No(&

Did you received medical care after the collision (1% 2 HHZ18%%) Yes () / No (8)

Evaluated by emergency medical personal at scene (IRI5SE2BEAERE) Yes (&) / No (§)

Transport to Emergency Room/Urgernt Care ((BZZIS 2 E) Ambulance(¥EE=H)  Other(FAth):

Name of hospital / clinic / Doctor / PhoneNumber (E&[%,52Ff, BAER BT, BIEST)

Type of evaluation/treatments received (I EF;ABEAIEERY)

Notes:




PATIENT NAME: Date of Birth:
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Pain Intensity (BREE): Slight (8#1-2) Mild (¥E3-5) Moderate (+/£6-8) severe (£ 9-10)
Frequency (382 % ): Occasional ({87 25) Intermittent (B18850) Frequent (&% 75) Constant ($5#&100)

Chief Complaints (1RIREEMEBERE):

Symptoms Pain Intensity Pain Frequency Other Symptoms Frequency
FETA KEEE FRIBIAR HAFEAR B
Neck (%§) Headache (287%)

Upper Back (E=7) Dizziness (RE=)

Mid-Back (F3) Nausea (B&/0))

Low Back (FE) Nervous (15 Z5R)
Shoulder (/5) Vision change (18 2%
Elbow (f) Fatigue (J&%5)

Wrist/Hand (%i/3F) Sleep disturbance
Hip/Buttocks(& =) (RERR PETE)

Knee (B): Tinnitus (E.0B)
Ankle/Foot(flI 3R/ H) Memory loss

Chest (i) (REEATEE)

TMJ (%8 T~ RERAER)

When did the pain start (& T ER{EFRB)

What makes the pain worse ({+E{ERBIMNE):

What makes the pain better (T & & 78R )

Any numbness or tingling in extremities (7552 75 5= 5 & 52 i K)

Past Medical History (L‘XE‘UE’\]%%%EE):

When was your last health check up (IR - REEIGE 2T EEFR)

Any past accident or injury (fE{IiBEMBHIEE)

Any past musculoskeltal conditions ({Efal38 &I AR B 55 % 7%)

Are you currently or previously under the care of ({& B A A 2R & 1B B EEE):
High blood pressure (5/) Heart conditions (/l\#J%) Diabetes (#FR%) Cancer (JEfE)
Others (E1th):

Any past surgery (EfI3BXH9F1iT)

Taking any medication (BR I {E (o224

Female (% 14): when was your last menstrual cycle (fR_E X B &2 11 B 5 {%)

Patient Signature: Date:
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