
 
Lifeplus Health Center 

Personal Injury Questionnaire 
 

 
Today’s Date_______________     Date of Accident________________________ 
 

PATIENT DATA  

 
First Name __________________   Middle Initial ______   Last Name _____________________________   
 
Age _______ Date of Birth___________________ Referred By __________________________________ 
 

CONTACT INFORMATION 

 
Street Address _______________   City _______________   State ___________   Zip ________________ 
 
Home # (_____)______________  Work # (_____)_______________Cell # (_____)___________________ 
 
E-mail ______________________________________ 
 

THESE SECTIONS MUST BE FILLED OUT COMPLETELY IN ORDER TO PROCESS YOUR CLAIM!! 

 

Your Auto Insurance Co.: ________________________ Claim #:__________________________ 

 

Agent’s Name: ________________________________ Agent’s Phone #:____________________________________ 

 

Have you retained an attorney?  No   Yes   Name: ___________________________________________________ 

 

Attorney’s Phone # :_______________________________________(Please supply us with a business card if possible) 

 

Were there any witnesses?  No   Yes  Names:______________________________________________________ 

 

Were the police notified?  No   Yes               COPY OF ACCIDENT REPORT 

 

COPY OF PRIVATE HEALTH INSURANCE CARD REQUIRED 

 

Your Health Insurance Company: ____________________________________________________________________ 

 

Insured’s Name_____________________________ Policy Number:_________________________________________ 

 

Health Insurance Co. Phone #:_______________________________________ Group #:________________________ 

 

 

 

 

Name of Driver of other vehicle: ___________________________________________________ 

 

Auto Insurance Co.:_______________________________________________ Claim #: ________________________ 

 

Adjuster’s Name: ____________________________________________ Phone #: _____________________________ 

 

 



 

 

 

 

 

The pages to follow are very important! Please take your time in sorting out the details and answer all questions as 

completely as possible, thank you. 

 

AUTO ACCIDENT INFORMATION 
1. Were you the: Driver   Front Passenger   Rear Passenger 

2. Make and model of the vehicle you were occupying:___________________________________________________ 

3. If traffic violation was issued, to whom was is issued?__________________________________________________ 

4. Did the police come to the accident site? Yes   No 

5. Was a police report filed?   Yes   No 

6. Were there any witnesses?   Yes   No 

7. In relation to the base of your skull, where was the headrest? Above  Below  At base of skull 

8. What did your vehicle impact? Another vehicle    Other____________________________________________ 

9. Did any part of your body strike anything in the vehicle? Yes   No 

 If yes, please describe:_______________________________________________________________________ 

 

NATURE OF ACCIDENT 
1. Time of Day:____________________ AM   PM    City:______________________ 

2. # of people in your vehicle:__________________  # in other vehicle:_______________________ 

3. Road Conditions at the time of accident: Wet  Dry  Icy  Other, explain:___________________________ 

4. Direction you were heading: North  South  East  West  Name of Street:___________________________ 

5. Other car direction: North  South  East  West  Name of Street:__________________________________ 

6. Were you struck from: Behind  Front  Left Side  Right Side 

7. Were you wearing a seatbelt: Yes  No  If yes: Lap  Shoulder belt  Both 

 Any bruising of soreness from belt: Yes  No Explain:__________________________________________ 

8. Airbags Activated: Yes  No 

9. Head position at time of impact: Facing forward   Head Turned Right    Head Turned Left 

10. Were you knocked unconscious: Yes  No   If yes, for how long:____________________________________ 

11. Were you aware of approaching impact: Yes  No 

 If yes, did you brace for impact: Yes  No  If yes, how:__________________________________________ 

12. Was your car stopped at time of impact: Yes  No 

 If yes, was driver’s foot on brake pedal: Yes  No 

 If yes, did you car move forward on impact: Yes  No 

 If no, were you: Gaining speed  Slowing down  Traveling at steady speed 

13. What was your approximate speed:____________ mph 

14. Were there more than 2 cars involved in the accident: Yes, How many? ______  

No   Another object involved_______________________________________ 

15. How fast was the other vehicle traveling: ___________________________mph 

16. Was the other vehicle: Gaining speed   Slowing down   Traveling a steady speed 

17. What type of car impacted you:___________________________________________________________________ 

 

18. In your own words, please describe the accident. Include what you heard, saw, or felt: _______________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

 



 

 

 

 

 

19. Please describe how you felt. Did you feel pain: 

 A) DURING the accident: ____________________________________________________________________ 

 B) IMMEDIATELY FOLLOWING the accident: _________________________________________________ 

 C) THE FOLLOWING DAY: _________________________________________________________________ 

20. Estimated cost of damage to your vehicle: __________ Totaled? Yes  No      Photo of Damage? Yes  No 

21. CIRCLE which of the following car parts were damaged during the accident: 

 A) Windshield     D) Front of vehicle 

 B) Right side of vehicle   E) Rear of vehicle 

 C) Left side of vehicle   F) Other_______________________________________________ 

22. Did you receive emergency care IMMEDIATELY following the accident: Yes  No  If yes, type of treatment, 

where, and name of doctor:___________________________________________________________________ 

 If yes, how did you get there? Ambulance   Private Transportation  

 If yes, were x-rays taken? Yes  No 

  Was other imaging performed (e.g. CT scan, MRI, diagnostic ultrasound)? Yes  No 

23. Have you been treated by another doctor since the accident: Yes  No 

 If yes, doctor’s name and treatment received: _____________________________________________________ 

___________________________________________________________________________________ 

Was medication prescribed? Yes  No 

  If yes, what medications:_______________________________________________________________ 

___________________________________________________________________________________ 

24. Since the injury occurred, are symptoms: Improving  Getting Worse  Same  Comes and goes 

25. Have you been able to work since the injury? Yes  No 

26. Type of work you are employed in: ________________________________________________________________ 

27. Since the accident do you notice any activity restrictions in your capacity for: 

Work: __________________________________________________________________________________________ 

________________________________________________________________________________________________ 

Family: _________________________________________________________________________________________ 

________________________________________________________________________________________________ 

Recreation: ______________________________________________________________________________________ 

________________________________________________________________________________________________ 

Chores: _________________________________________________________________________________________ 

________________________________________________________________________________________________ 

 

28. Have you ever been involved in an accident before: Yes  No  If yes, describe (include dates, type of accident, 

and injury(s) received):_______________________________________________________________________ 

__________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 

29. Is there a possibility you may be pregnant? Yes  No 

 

Height: _____________ Weight: ____________         Left-Handed             Right-Handed 

 

 

 

 

 

 

 



 

 

 

 

SYMPTOMS 
 

CHECK THE APPROPRIATE BOX: 
Symptoms Before Accident After Accident Symptoms Before Accident After Accident 

Neck Pain   Headaches   
Neck Stiffness   “Pressure in head”   
Upper Back Pain   Head seems Heavy   
Mid Back Pain   Loss of Memory   
Low Back Pain   Dizziness   
Shoulder Pain   Fainting   
Elbow Pain   Balance Problems   
Wrist Pain   Blurred Vision   
Arm Pain   Nausea or Vomiting   
Leg Pain   Ears Ringing   
Hip Pain   Sensitivity to Light   
Knee Pain   Sensitivity to Noise   
Foot Pain   Feeling Slowed Down   
Chest Pain   Feeling like “In a Fog”   
Jaw Pain   “Don’t Feel Right”   
Numb Head/Face   Difficulty Concentrating   
Tingling Head/Face   Difficulty Remembering   
Numb Arm/Hand   Fatigue or low energy   
Tingling Arm/Hand   Confusion   
Numb Leg/Foot   Drowsiness   
Tingling Leg/Foot   Sleeping Problems   
Diarrhea   More Emotional   
Constipation   Irritability   
Face Flushing   Depression/Sadness   
Fever   Nervous/Anxious   
Cold Sweats   Loss of Taste   
Feet Cold   Loss of Smell   
Hands Cold   Shortness in Breath   
Pain with Breathing      

 

SYMPTOMS other than above: ____________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

 

Other pertinent information: 
________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

 

 

 

 

 



 

 

 

  INFORMED CONSENT TO CHIROPRACTIC CARE 
 

 

TERMS OF ACCEPTANCE FOR CARE 
 
When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working towards the 

same objective.  It is important that each patient understand both the objective and the method that will be used to attain it.  This will 

prevent any confusion or disappointment.  You have the right, as a patient, to be informed about the condition of your health and the 

recommended care and treatment to be provided so that you may make the decision whether or not to undergo chiropractic care after 

being advised of the known benefits, risks, and alternatives.  Please be aware the clinic is under video and audio surveillance for 

training and security purposes. 

 

Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and function 

(primarily the nervous system) as that relationship may effect the restoration and preservation of health.   

 

Health is a state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity. 

 

Vertebral subluxation  is a disturbance to the nervous system that occurs when one or more of the 24 vertebrae in the spinal column 

becomes misaligned and/ or do not move properly.  This causes alteration of nerve function and interference to the nervous system.  

This may result in pain and dysfunction or may be entirely asymptomatic.  Subluxations are corrected and/ or reduced by an 

adjustment.   

 

Adjustment is the specific application of forces to correct and/ or reduce vertebral subluxation.  Our chiropractic method of correction 

is by specific adjustments of the spine.  Adjustments are usually done by hand but may be performed by handheld instruments.  In 

addition, ancillary procedures such as extremity adjustment, physiotherapy and/ or rehabilitative procedures may be included. 

 

If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend 

that you seek the services of another health care provider. 

 

All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete satisfaction.  

The benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction.  I have read and fully understand 

the above statements and therefore accept chiropractic care on this basis. 

 

 

 

____________________________________________                ___________________________________________ 

Print Name                  Signature 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

PREGNANCY RELEASE 

 
This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/ her associates have my 

permission to perform an x-ray evaluation.  I have been advised that x-ray can be hazardous to an unborn child. 

 

Date of last menstrual cycle: ___________________          

 

CONSENT TO EVALUATE AND ADJUST A MINOR CHILD 

 
I, ____________________________ being the parent or legal guardian of __________________________________ have read 

and fully understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care. 

 



 

 

 

          FINANCIAL PAYMENT POLICY 
 

 

 

INSURANCE 

 

Insurance coverage is never guaranteed.  Any benefits quoted by our staff are not a guarantee of benefits.  Your signature 

below assigns assignment to this office for collection of benefits and also authorizes this office to use and disclose 

protected health information for purposes of treatment, payment, and healthcare operations.  You have a right to review 

our posted privacy policy before you sign this consent and you may void your consent at anytime by contacting us. 

 

FINANCIAL POLICY 
 

The office manager may approve account balances.  Active monthly payments are required.  Monthly payments are due 

on the 10
th
 of each month.  If account becomes 60 days past due, agreement is null and void and payment must be made at 

the time of service.  Past due accounts may be sent to a third party collection agency. 

 

We do offer a time of service discount when services are paid in full at time of the visit.  This discounted amount will be 

passed on to your insurance company contract permitting.  Please feel free to ask us any financial question you may have.  

Our intent is to provide you with the highest level of service as well as care.  

 

 

All questions regarding financial matters have been answered to my complete satisfaction.  I have read and fully 

understand the above financial payment policy. 

 

 

_____________________________________  ___________________ 

  Signature        Date 

 
 



 
 
 

CONSENT to LEAVING MESSAGES 

CONSENT to SHARING INFORMATION with Family/ Friends   

 

CONSENT to LEAVING MESSAGES 
 

I understand that my healthcare information at Lifeplus Health Centers, P.S. is protected and I have received a copy of its 

Notice of Privacy Practices. 

 

I further understand that, in order for Lifeplus Health Centers to leave detailed messages containing specific medical 

information on my voice mail or answering machine, I need to give permission to Lifeplus Health Centers.   

 

Consent for Leaving Messages 

I consent to information regarding my or my child’s (under the age of 18) detailed appointment reminders, insurance 

benefit information, and/ or instructions be left on my voice mail or answering machine.   

[  ] YES   [  ] NO 
 

 

CONSENT for SHARED INFORMATION with Family & Friends 
 

The name(s) listed below are family members or friends to whom I grant permission for my health care providers and 

their representatives at Lifeplus Health Centers to verbally discuss my care using their best judgment, and grant them 

permission to disclose health information that is relevant to my care or relevant for payment.  [  ] YES   [  ] NO 

 

Under the HIPAA Privacy Law we are permitted and we may make a professional judgment that certain disclosures are in 

your best interests even without this signature. 

 

I understand that information is limited to verbal discussions and that no paper copies of my protected healthcare 

information will be provided without my signature on a Release of information form. 

 

  NAME       RELATIONSHIP 

 

1.______________________________________  ______________________________ 

 

2.______________________________________  ______________________________ 

 

3.______________________________________  ______________________________ 

 

 

 

_______________________________________   ______________________________ 

        Patient/ Parent Signature      Date 

 

 

It will be my responsibility to keep this information up to date, as I recognize that relationships and friendships 

may change over time. 

This consent will be considered valid until such time that I revoke it.  I reserve the right to revoke it at any time.  I 

understand that to revoke this consent, I must provide written notice to my provider at Lifeplus Health Centers. 
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