
 

 
 

 
Last Name: Social Security no.: 

First Name: DOB: 

 
 
Your Auto Insurance Company: _________________________________________ Policy #: ____________________ 
 
Policy Holder’s Name: __________________________________ DOB: _________________ 
 
Accident Claim #: _____________________________  
 
Adjuster’s Name: ______________________________ Phone #:____________________________ Ext.___________ 
 
Attorney’s Name: ______________________________ Phone #:____________________________ Ext.___________ 
 
Attorney’s Address: ____________________________________ City:________________ Zip Code:______________ 
 
 
General Information 
Briefly explain what happened: ______________________________________________________________________ 
________________________________________________________________________________________________
________________________________________________________________________________________________ 
 
Date of Accident: 

Location  
(circle one) 

Driver 

Passenger 
Location (circle one)    Front           /         Middle        /      Rear 
Position  (circle one)      Left          /       Middle          /      Right 

 
Work from Left to Right and Circle One 

Patients Vehicle  
     

   Type :  Car  /     Van      /  Pickup   /  Truck    /  Bus  / SUV  / M. Cycle  / Other: 
    Size : Mini / Sub Comp / compact /  Mid Size /   Full Size 
Action :   Stopped  /  Slowing  / Acceleration   / Cruising 
Speed  :    (MPH)  
Time of Accident: Day Light    /    Dawn     /    Dusk     /   Dark 
 Road Condition : Dry            /    Damp    /    Wet       /   Snow     /  Ice 
             Visibility : Good         /    Fair       /     Poor 

 
Enter impact Information for Vehicles or Objects 

Impact Information:  Vehicle or Object (I) 
       (Select one) 
 
     Vehicle 
 
     Object 

Name Object :   
Vehicle Type :  Car    /     Van      /  Pickup     /  Truck     /  Bus    / SUV    / M. Cycle  / Other: 
              Size : Mini   / Sub Comp / compact  /  Mid Size  /   Full Size 

Damage to Veh.: Minimal  /    Moderate  /    Extensive    /   Totaled   /     Unsure 

   Impact      
   Location  

 
 

 
Impact Information:  Vehicle or Object (II) 
       (Select one) 
 
     Vehicle 
 
     Object 

Name Object :   
Vehicle Type :  Car    /     Van      /  Pickup     /  Truck     /  Bus    / SUV    / M. Cycle  / Other: 
              Size : Mini   / Sub Comp / compact  /  Mid Size  /   Full Size 

Damage to Veh.: Minimal  /    Moderate  /    Extensive    /   Totaled   /     Unsure 

   Impact      
   Location  

 
 

 

Motor Vehicle Accident Information 



 

During Impact Information:   
                           Seat Belt?    Yes      No                   Brakes Applied  ?    Yes    No 

               Air Bag Deployed?    Yes      No                       Seat Broken  ?    Yes    No 

Seat Back position Changed?    Yes      No    
 

           Head Rest   : (Circle one)  Low           /    Mid              /    High            /    None    

Prepare for Accident: (Circle One)  Un-expected /   Expected      /  Expected and Braced  

        Body Position  : (Circle one)  Straight     /  Rotated Left  /  Rotated Right  /  Unsure   / Other: 

                Body Thrown?    Yes     /         No 

  Direction of Throw :(Circle One)  Backwards    /  Forward   /     Outside      /  Unsure   / Other: 
 
 (Circle One) 
Head Position :   Straight     /  Rotated Left  /  Rotated Right  /    Forward  /   Unsure   / Other: 

Head Motion  : 
 

Forward Backwards    /    Backwards Forward    /   Right Left    /   Left Right     /    Unsure   /  
Other: 

 Body Impact (Indicate any parts of your body that were struck during the impact) 

   Head  Upper Back         Right hand         Lower Back 

  Left Shoulder         Left Leg   Mid Torso    Right Foot 

  Left Arm         Right Leg  Mid Back  Left Foot 

  Left Elbow         Right Shoulder  Right Knee 
 Other : 

   Left hand          Right Arm   Left Knee 

  Upper Front Torso          Right Elbow    Lower Front Torso 

 
After Accident Information: 

                                               
Immediately After Accident:  

 Dizzy/dazed  Upset  Weak  Nervous  Headache  Disoriented  Unconscious 
 

/Other: 

Pain (Indicate if you experienced any pain immediately following the accident) 

   Head  Left foot     Right foot         Left Knee 

  Left Hand         Left Shoulder  Right Shoulder   Right knee 

  Right Arm        Left Elbow  Left Arm  Other : 
 

  Upper Front Torso         Mid Torso  Right elbow 

  Upper Back          Mid back   Lower Front Torso 

  Left Leg     Right Leg   Lower Back 

 
Numbness: 
 
 

Left Hand     Right Hand     Left Leg        Right Leg      Left Upper Arm  
 

 Right Upper Arm    Left Foot      Right Foot       Other: 
 

Medical Information (Did you get medical care for this accident before coming to our office) 

 Medical Care?    Yes    No 
 

Time of care Next day      /  At time of Accident / Later that Day  / Days Later: (Specify)  

Transported  Drove Self   /  Ambulance            /  Other 

Went To Orthopedic / Chiropractor           / Neurologist       / Family Doc   / ER   /  Other:(Specify) 

Admitted to 
Hospital?   Yes          No              Days Spent in Hospita: 

 Test:   X-ray       Lab Work  MRI     CT Scan          Other:(Specify) 

Treatment:   Ice Pack   Hot Pack  None   Cervical Collar  Medication   Other:(Specify) 

 
 



 

Previous Injuries  

Previous Injuries / Accidents 
   No      Yes, Specify: 

 
 

Residual pain from Previous 
Injuries/Accidents 
 

   No      Yes,  Specify: 
 
 

 

Later Symptoms (Please note any symptoms that started after the accident occurred) 

Head 
  Headache       Dizziness               Blurred Vision  Light Headedness   Loss of Vision 
  Fainting         Loss of Memory  Pain in ear       Double Vision  
  Other Specify: 

Neck (with Movement) 
  Pain in Neck       Forward         Backward            Turn Left                Popping in Neck 
  Muscle Spasms   Turn Right       Bend Left            bend Right  
  Other Specify: 

Shoulders 
  Pain in Shoulder joint       Tension in shoulders          Muscle Spasms in Shoulder                           
  Pain across shoulder       Cant raise arms above    [ ] Above shoulder level   [ ] Over head 
  Other Specify: 

Arms and Hands 

  Pain in Fingers              Numbness in Left Arm                Hands Cold 
  Pin & needles in hands   Numbness in Right Arm              Loss of Grip Strength 
 Pin & needles in fingers     Swollen joints in Fingers                  
  Other Specify: 

Chest  Chest pain             Pain Around Ribs      Shortness of Breadth      Breast Pain                          
  Other Specify: 

Abdomen  Nervous Stomach   Nausea       Diarrhea         Gas            Constipation                         
  Other Specify: 

Mid back 
 Sharp Stabbing       Mid pain back       Pain From front to back     Dull Ache                           
 Pain in Kidney Area      Muscle Spasms     Pain between shoulders                                         
  Other Specify: 

Lower Back 

 Low Back Pain 
 
Low back pain is worse when 

 Working          Lifting      Stooping            Standing        
 Sitting       Bending         Coughing           Lying Down        Muscle Spasms                     

 
  Other Specify: 

Hips, Legs & Feet 

  Pain in Buttocks      Pain and needles in Legs     Pain down leg    
  Pain in hip joint            Feet feel Cold                     Swollen Feet                                        
  Numbness in Toes         Numbness of Leg                 Knee pain                                            
  Leg cramps                  Cramps in Feet                         

 
  Other Specify: 

General 

  Nervousness                        Fatigue   
  Irritable                                   Depressed   
  Generally Feel Rundown            Prostate Pain/Swelling  
  Difficulty Urinating                     Night Urination  
  Cramping                                 Irregularity  

 
Loss of Sleep   : [________________________] hrs per night 
 
Loss of weight : [________________________]lbs 
 
 Gain weight    : [________________________] ibs 
 
Other: 
 
 

 
Signature: ___________________________________________    Date: _________________________ 

 
All questions contained in this questionnaire are strictly confidential and will become part of your medical record. 

 
 



 

Medical History Information 
 

Last Name: 
 Mr. 
 Mrs. 

 Miss 
 Ms. 

Marital status (circle one) 

First Name: Middle: Single / Mar / Div  /  Sep  /  
Widow 

Email: Birth date: Age: Sex: 

Address: City: State: 

ZIP Code: Social Security No.: Home Phone: 

Occupation: Employer: Employer phone: 

Medical Care Information 

 Do You Have a Family Doctor?:        No      Yes, Name of  Doctor: 

 Address: City: State: ZIP Code: 

 Date of last Visit:          /        /                 Date of last exam:            /          /          

 Do You Have a Family Chiropractor?:   No   Yes, Name of Chiropractor: 

 Address: City: State: ZIP Code: 

 Date of last Visit:          /        /                 Date of last exam:            /          /          

Have you had surgeries in the last 5 Years:    Yes      No          If yes, Last Surgery Date: 

Reason for Surgery:   

Present illness /Conditions:  

  AIDS            Cancer      Heart Problem        Multiple Sclerosis      Spinal Disc Disease 

  Allergies         Cirrhosis/hepatitis  High blood pressure  Pacemaker  Thyroid trouble  Epilepsy 

  Anemia         Diabetes  HIV/ARC  Prostate trouble  Tuberculosis   

  Arthritis         Dislocated joints  Kidney trouble  Rheumatic fever  Ulcer   

  Asthma         Diverticulitis  Low Blood Pressure  Scoliosis  Polio   

  Bone fracture       Hay Fever  Mental/ Emotional Difficulty  Sinus trouble  STD’S   

Other:  

Family History of illness:  

  AIDS              Cancer             Multiple Sclerosis          Spinal Disc Disease        STD’S  

  Allergies         Bone fracture        Heart Problem        Low Blood Pressure  Sinus trouble  Ulcer 

  Anemia         Cirrhosis/hepatitis  HIV/ARC  Mental/ Emotional 
Difficulty  Epilepsy  Polio 

  Arthritis         Diabetes  High blood pressure  Prostate trouble  Thyroid trouble  Scoliosis 

  Asthma          Dislocated joints  Kidney trouble   Rheumatic fever  Tuberculosis  
Diverticulitus 

Other: 
 
 
Type of Cancer: 

 
   Breast                  Lung            Other:            

Social History:  

Alcohol?  No  Yes 
Drinks per week?            

Cigarettes?  No  Yes 
Packs per day? 

Caffeine?  No  Yes 
Drinks per day?                     

Exercise?  No  Yes  Hours per week? 
(circle one)      Light / Moderate / Strenuous             

Misc.: 
 
 

Signature: __________________________________________   Date: ___________________ 
 

All questions contained in this questionnaire are strictly confidential and will become part of your medical record. 
 



 

 
 

PATIENT CONSENT TO X-RAY 
 
I, ____________________________ authorize the performance of diagnostic x-ray examination 
on myself which Dr. Radice or the appropriate staff consider necessary or advisable in the course 
of examination and treatment.   
 
 
______________________________    ____/____/____ 
  Signed                Date 

 
 
 
 
 
 

VERIFICATION OF NON-PREGNANCY 
 
This is to certify that to the best of my knowledge, I , ____________________________ am not 
pregnant and that Dr. Radice or the appropriate staff has my permission to perform diagnostic x-
ray examination.  I have been advised that x-rays can be hazardous to an unborn child. 
 
Date of last menstrual period:  ________________. 
 
 
______________________________    ____/____/____ 
  Signed                Date 
 
 
 
 
 
 
 

CONSENT TO X-RAY A MINOR 
 
I, ___________________________, authorize the performance of diagnostic x-ray examination of 
my child or ward which Dr. Radice or the appropriate staff consider necessary or advisable in the 
course of examination and treatment.  The patient, ___________________________ is a minor, 
_______ years of age. 
 
 
______________________________    ____/____/____ 
  Signed                Date 

 
 
 
 



 

INFORMED CONSENT TO CHIROPRACTIC TREATMENT 
 

I hereby request and consent to the performance of chiropractic adjustments and other 
chiropractic procedures including various modes of physical therapy, and if necessary, diagnostic 
x-rays on me (or the patient named below, for whom I am legally responsible: 
(____________________________) by the chiropractic physician and/or anyone working in this 
office authorized by the chiropractic physician. 
 
I have had an opportunity to discuss with the doctor named below and/or with other office or 
clinic personnel the nature and purpose of chiropractic adjustments and other procedures. I 
understand and am informed that, as in the practice of medicine and all healthcare, the practice of 
chiropractic carries some risks to treatment; including, but not limited: fractures, disc injuries, 
strokes (CVA), dislocations, and sprains. I do not expect the physician to be able to anticipate and 
explain all risks and complications. Further, I wish to rely on the physician to exercise judgment 
during the course of the procedure which the physician feels are in my best interests at the time, 
based upon the facts then known. 
 
I have read, or have had read to me, the above consent. I have also had an opportunity to ask 
questions about its contents, and by signing below, I agree to the treatment recommended by my 
physician. I intend this consent form to cover the entire course of treatment for my present 
condition(s) and for any condition(s) for which I seek treatment at this facility. 
 
_______________________  _______________________  ____/____/____ 
Print Patient Name    Patient Signature    Date 
 
_______________________  _______________________  ____/____/____ 
Parent/Guardian Name   Parent/Guardian Signature   Date 
 
 OFFICE USE  
   
I have discussed the potential risks of treatment with the patient and they understood and have               
consented to begin care: _________________________ ____/____/____ 

            Michael F. Radice, D.C.  Date 
 

 
CANCELLATION POLICY 

 
Radice Family Chiropractic reserves the right to charge a $25 fee for missed appointments. If you 
are unable to make your scheduled appointment time, please call our office 4 hours prior to 
appointment to re-schedule. Also, please understand you may experience a short wait for your 
appointment. We promise you’ll receive the same personal attention and care during your 
appointment. Your patience is appreciated greatly. If you cannot wait, please feel free to 
reschedule with the front desk. 
 
____________________________   ____/____/____  
 Patient Signature      Date 

 


