Dr. James E. Hollingsworth

* Chiropractic Physician

* Iiplomate American Academy of Pain Manasement

* Chinieal Member American Psychotherapy and
Medical Hypnosis Association

= Please answer all questions completely
HELPING YOU EXCET .

Name _ Social Sccurny # o Date

Address __ City State Zip B
Home Phone __ Cell Phone E-mail Address B - -
Dateof Birth _ Age Marital Status M S W D (circle ong) Gender M F (circl P
Occupation o ~ Emplover Name e
Employersiddress: . 000 .__i — ;_j_f‘-_&l-ITpIO)-'cr Phone _
Referred to our office by Address -

Please explain in detail how the accident happened:

Information about the vehicle in which you were injured:
Driver’s Name ) Insurance Company

Insurance Address

Insurance Contact Person Phone

Policy Number Claim Number
Information about other vehicle involved (it applicable):

Driver's Name - Insumnce Company -
Insurance Address

Insurance Contact Person ~ Phone i

Policy Number Claim Number

Were police notified? Yes No  Have vou retained an attorney”? Yes No Not Yct
Attorney 's name. address. and phone
Accident date and time ~ // atr AM. PM.  Numberol people inyour v chicle

Your vehicle was heading ~ North - South  East ~ West  on (street or highway)
Other vehicle was heading  North  South  East ~ West on _ (street or highway)
Did head strike windshield or object?  Yes  No  Were you knocked unconscious?  Yes  No How long? -
You were struck from  Bechind  Front  Left Side  Right Side

Youwere  Driver  Passenger /  Front Seat  Back Scat / Using seat belts  Other protective devices

You felt pain  Immediately  Later that day Next day  Other ) -
Where did you feel pain immediately after the accident? L )
Where were you taken after the accident? Was treatment given? Yes No

Was any doctor consulted after the accident”  Yes  No
Doclor’s name o DC. MD. DO DDS

Doctor’s diagnosis Was treatment given?  Yes  No
How often did you sce the doctor”? How long did you sce the doctor?

Have you ever had complaints in the involved arca before? Yes  No
I s0. what were the complaints? - )

Before the injury. were you capable of working on an equal basis with othcm vour age” Yes No
Are your work activities restricted as a result of this accident? Yes  No
Since the accident. your symptoms arc Improving  Getting worse  The same
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Automobile Accident Questionnaire
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Dr. James E. Hollingsworth

« Chiropractic Physician

« Diplomate American Academy of Pain Management
¢ Climead Member American Psychotherapy and
Muedieal Hypnosis Assoctation

Name

Health Questionnaire
Please answer all questions completely

lT’lcasc chicek mark cach of the conditions below that vou are currently uxpcricncinq.l

MUSCULO SKELETAL
SysTEM

Low back pain
Mid back pain
Pain between shouiders
Neck pain

Arm problems
Leg problems
Swollen joints
Painful joints

SHiIT joints

Sorc muscles
Weak muscles
Walking problems
Spasms

Broken bones
Shoulder pain

GENITO-URINARY
SYSTEM

Bladder trouble
Excessive urination
Scanty urination
Painful urination
Discolored urine
FEMALE
Vaginal discharge
Vaginal biceding
Vaginal pain
Breast pain
Lumps on the breast

ARE YOU PREGNANT?
Yes No

Please label arcas of discomtort with the appropriate letter.

GASTRO-INTESTINAL

SYSTEM
Poor appeliic
Excessive hunger
Difficulty chewing
Difficulty swallowing
Excessive thirst
Nausca
Vomiting blood
Abdominal pain
Diarrhca
Constipation
Black stool
Bloody stool
Hemorrhoids
Liver trouble
Gall bladder problems
Weight trouble

CARDIO-VASCULAR

RESPIRATORY

Chesl pain

Pain over heart
Difficulty breathing
Pessisient cough
Coughing phlegm
Coughing blood
Rapid heartbeat
Blood pressure problems
Heart problcms
Lung problems
Varicose veins

EYE. EAR. NOSE
AND THROAT
Eve sirain
Eyc inflammation

= - ;o NERVOUS SYSTEM l\;:,il;::iﬁmblcms
) 3.(/‘ DI Nl Numbucss Ear noiscs
i CEAN T Y Loss of feeling Ear discharge
> ,R‘ A / “ ‘“X\ booono /,( \l Paralysis Hean’ng‘loss
v 4 ? ; / | } f""\ {\ gt j Digzi.ncss Nos pecdi
ST ‘;‘.,»,7‘ ¥ I o [ J\“ “ Fainting Nosc b!ccdmg
A0 e M L Hoadactes Nose dischurge
e s / «’2<{f'-!\3 i 1 }M:\ f o Muscle jerking Difficulty breathing through nose
!&' I j ; } g il X ;} ; By oy ,\ /. Convulsions Sorc gums
{\’1 | } {{ / 3” Forgctf}xlncss Dental problems
i L fO / ( Confusion Sore mouth
| lL ; ‘x\ '!, \ (‘ /, - Depression Sore throal
Vi L R i Insommia Hoarsencss
(s o / ;,‘\\:) i“.' - l?'lmCllll speech
AN — Sinus problems
Allergics
P Pain N:Numb  S:Spasm  T: Tender I Hypothesia Jaw pain
Paticnt’s Signature
DO Not WRITE BELOW THis LINE
Patient aceepted? Yes No Doctor’s Signature:




