


                                                                                                                                                                        Initials: _____ 

PERSONAL INJURY PATIENT INFORMATION 
DATE LAST NAME FIRST NAME MIDDLE INITIAL 

ADDRESS CITY STATE ZIP CODE 

DATE OF BIRTH AGE GENDER HOME PHONE CELL PHONE 

EMAIL DATE OF INJURY 

DESCRIBE THE DETAILS OF THE ACCIDENT AND YOUR INJURY (e.g. place, time, impact type, etc.): 
 
 
 
 
 
 
 
 
 
 
 
 
WERE YOU THE DRIVER? 

YES   NO 
WERE YOU THE ONLY ONE IN THE CAR? 

YES   NO 
IF NOT, WHO WAS WITH YOU? 
 

DID THE AIRBAGS DEPLOY? 
YES   NO 

DID YOU LOSE CONCIOUSNESS? 
YES  NO 

WERE YOU TAKEN TO THE HOSPITAL?                          IF SO, HOW? 
YES  NO 

DESCRIBE YOUR SYMPTOMS RIGHT AFTER THE ACCIDENT: 
 
 
 
 
PLEASE RATE YOUR PAIN BY CIRCLING THE ONE NUMBER THAT BEST DESCRIBES YOUR PAIN 
IMMEDIATELY AFTER THE ACCIDENT.  
NONE                                   SEVERE 
0   1   2   3   4   5   6   7   8   9   10 
PREVIOUS INJURIES: 
 
 
 



                                                                                                                                                                        Initials: _____ 

DESCRIBE YOUR CURRENT SYMPTOMS AS OF TODAY: 
 
 
 
 
 
 
PLEASE RATE YOUR PAIN BY CIRCLING THE ONE NUMBER THAT BEST DESCRIBES YOUR PAIN TODAY. 
NONE                                   SEVERE 
0   1   2   3   4   5   6   7   8   9   10 
CONSERVATIVE THERAPIES TRIED: PHYSICAL THERAPY X____MONTHS, STEROID INJECTIONS X______, 
PAIN MEDICATIONS X____ MONTHS, CHIROPRACTIC X_____MONTHS, ACUPUNCTURE X____MONTHS 
 
OTHER: PAIN MEDICATIONS X____MONTHS 
PLEASE LIST THE PAIN MEDICATIONS THAT YOU HAVE TRIED: 
_______________________________________________________________________________________ 

CURRENT MEDICATIONS DOSE, ROUTE, AND FREQUENCY 
  

  

  

  

  

  

ALLERGIES TO MEDICATION TYPE OF REACTION 
  

PREFERRED PHARMACY 
NAME ADDRESS PHONE 

ARE YOU CURRENTLY EXPERIENCING ANY OF THE FOLLOWING? (PLEASE CIRCLE ALL THAT APPLY) 
BACK PAIN / LEG PAIN / NECK PAIN / ARM PAIN TREMOR / STIFFNESS / FALLS 

LOSS OF CONSCIOUSNESS / SEIZURES DIZZINESS / HEADACHES 

NUMBNESS / WEAKNESS / TINGLING BLURRED VISION / DOUBLE VISION 

EAR PAIN / NOSE BLEEDS / SORE THROAT CHEST PAIN / PALPITATIONS 

SHORTNESS OF BREATH / COUGHING / WHEEZING NAUSEA / VOMITING / DIARRHEA 

URINARY / BOWEL INCONTINENCE DEPRESSION / MANIA 

FEVER / NIGHT SWEATS / CHILLS OTHER: 



                                                                                                                                                                        Initials: _____ 

PREVIOUS SURGERIES (PLEASE LIST DATES IF POSSIBLE) 
 

 

 

 

 

 

CHRONIC MEDICAL CONDITIONS (e.g. DIABETES, HIGH BLOOD PRESSURE, HIGH CHOLESTEROL) 
 

 

 

 

 

 

FAMILY MEDICAL HISTORY (e.g. CANCER, DIABETES, HEART ATTACK, STROKE) 
 

 

 

 

 

 

SOCIAL HISTORY 
MARITAL STATUS: 

SINGLE  MARRIED  DIVORCED  WIDOWED OCCUPATION 

EMPLOYED:         
FULL TIME        PART TIME      HOMEMAKER       UNEMPLOYED       DISABLED 

 

DO YOU SMOKE?    YES   NO HOW MANY PACKS PER DAY? FOR HOW MANY 
YEARS? 

DO YOU CHEW TOBACCO?   YES    NO 

ALCOHOL CONSUMPTION?   YES   NO 
HOW MANY DRINKS PER DAY         ______ 
                                      PER WEEK      ______ 
                                      PER MONTH  ______ 

ANY DRUG USE? (e.g. marijuana, cocaine) 

 






