
  
OZNER FAMILY CHIROPRACTIC PIP INTAKE FORM 

 

Patient History 
 

 
Patient Name: ___________________________________________________________________________________________________________________________        

 

Home Address: _____________________________________________________________ City __________________________    State ______ Zip _________________ 
 

Home Telephone: ______________________________   Work Phone: _________________________________ Cell Phone: __________________________________ 

 
Date Of Birth: ____________________________ Age: ___________ Social Security # ___________________________________  

 

Marital Status:  Married   Single   Widow Divorced       Sex:  Male   Female         E-Mail Address:___________________________________________ 
 

 

Information Provided By:   Self     Name: __________________________________________________   Relationship: ________________________________ 
 

Referred By: ______________________________________________________ 

 
 

PAST MEDICAL HISTORY 

 

Have you ever had the same or similar condition prior to this accident?  Yes  No 

Have you ever been disabled?      Yes  No If Yes:  Please explain below   

Have you ever been involved in a prior auto accident?     Yes  No If Yes:  Were you injured?  Yes  No  
Have you ever had any other type of accident (work, slip & fall, etc.)  Yes  No If Yes:  Were you injured?  Yes  No  

Have you ever had a serious illness or injury prior to this loss?  Yes  No If Yes:  Please explain below    

Have you ever had any type of surgery?     Yes  No  If Yes:  Please explain below    
 

Please explain all “Yes” answers: ___________________________________________________________________________________________________________  

 
_______________________________________________________________________________________________________________________________________ 

 

List all Medications:________________________________________________________________________________________________________________ 
 

 

HISTORY OF INJURY 

 

Date of Accident _____________________  Year/Make & Model of car were in (or struck by) at time of loss: _____________________________________  

 

Were you:  the Driver      a Pedestrian    on a Bicycle   a Passenger in the… Front Seat      Rear Left       Rear Middle     Rear Right  

      

Were you wearing your seatbelt at time of loss?  Yes  No  
 

Did your body strike any part of the vehicle?     Yes  No    

If Yes- What part?  Dash    Pole/Pillar     Steering Wheel     Door    Window     Seat     Ground or Street     Other:  _________________________ 
 

Did you hit your head?    Yes  No   
Were you cut or did you bleed?     Yes  No If Yes: Where? ___________________________________________________________ 

Did you lose consciousness?    Yes  No 

Were you bruised?    Yes  No   If Yes: Where? ___________________________________________________________ 
 

What part/s of your body was injured?  (Check off all that apply):   

Head      
Face     

Neck      

Upper Back      
Mid Back      

Lower Back      

Chest      
 Shoulder  → Left   Right   

 Elbow  → Left   Right 

 Hand  → Left   Right 
 Leg               → Left   Right 

 Knee  → Left   Right 

 Foot  → Left   Right 
 Fingers:  → Left   Right  → Thumb     Pointing     Middle     Ring     Pinky 

 

Other Body Parts: _______________________________________________________________________________________________________________________ 
 

Please describe how accident occurred: 

__________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________ 



  
 

CURRENT SYMPTOMS AND COMPLAINTS 

 

 

List of all your current symptoms?  __________________________________________________________________________________________________________ 
 

______________________________________________________________________________________________________________________________________ 

 
______________________________________________________________________________________________________________________________________ 

 

 
What do you do that helps ease your pain the most? _____________________________________________________________________________________________ 

 

_______________________________________________________________________________________________________________________________________ 
 

Since the accident, have your symptoms become- Worse     No Improvement     Improved Somewhat     Improved Greatly     Improved Completely  

 
 

Effect of Activity on Pain: Please indicate if the following activities “increase”, “decrease”, or have “no effect” 

 

Standing:   Increases Pain     Decreases Pain     No Effect on Pain Comments: ________________________________________________________   

Walking  Increases Pain     Decreases Pain     No Effect on Pain Comments: ________________________________________________________ 

Sitting  Increases Pain     Decreases Pain     No Effect on Pain Comments: ________________________________________________________ 

Bending  Increases Pain     Decreases Pain     No Effect on Pain Comments: ________________________________________________________ 

Lifting  Increases Pain     Decreases Pain     No Effect on Pain Comments: ________________________________________________________ 

Lying Down Increases Pain     Decreases Pain     No Effect on Pain Comments: ________________________________________________________ 

Coughing/Sneezing  Increases Pain     Decreases Pain     No Effect on Pain Comments: ________________________________________________________ 

Arms above Head  Increases Pain     Decreases Pain     No Effect on Pain Comments: ________________________________________________________ 

Working with Arms Increases Pain     Decreases Pain     No Effect on Pain Comments: ________________________________________________________ 

Turning Head Increases Pain     Decreases Pain     No Effect on Pain Comments: ________________________________________________________ 

 

What position or activity aggravates your pain the most?  ___________________________________________________________________________________________ 
 

 

 

 

 

HISTORY OF TREATMENT 

  

Were you evaluated by paramedics at the scene of the accident?   Yes  No 

   
Were you seen or treated in an emergency room after the accident?  Yes  No    

 

Name of Hospital: _____________________________________     Date of Hospital Visit: _____________     Time of Hospital visit: _______  am    pm 
 

How did you arrive to the emergency room?  Ambulance/EMS     Drove yourself      Family                      Friend   

 
Were you admitted to the hospital?   Yes  No      Were you admitted for more than 1 day?    Yes  No 

 

Explain the treatment you received at the hospital: __________________________________________________________________________________________ 
  

 

 
Please list the names of ALL medical providers you have seen since your accident:  

 

DOCTOR’S NAME:         Still Treating   What was your  
          with this Provider?    Last Date of Treatment? 

 

_________________________________________________________   DC    MD    Other            Yes  No   ___________________  
   

_________________________________________________________   DC    MD    Other            Yes  No   ___________________   

 
_________________________________________________________   DC    MD    Other            Yes  No   ___________________   

 

Are you taking ANY medication (prescribed or not) for your injuries?      Yes  No       If Yes:  Medication: _______________________________________  
 

 

 
 

 
 



  
 
 

Have you had any of the following tests performed as a result of the accident?    

 

X-Rays Yes  No   Date: ____________  Body Area:  _________________________________ Results: _______________________________ 

CT Scan Yes  No Date: ____________  Body Area:  _________________________________ Results: _______________________________ 

MRI   Yes  No Date: ____________  Body Area:  _________________________________ Results: __________________________________________ 

EMG  Yes  No Date: ____________  Body Area:  _________________________________ Results: __________________________________________ 

NCV  Yes  No Date: ____________  Body Area:  _________________________________ Results: _________________________________ 

Other (specify): _________________ Date: ____________  Body Area:  _________________________________ Results: _________________________________ 

 

Have you received any of the following treatments?  (Please indicate your response to these treatments): 

 

Medical Treatment  Yes     No  Improved     No Effect  Worsened     

Chiropractic Treatment    Yes     No  Improved     No Effect  Worsened 
Massage Therapy  Yes     No  Improved     No Effect  Worsened 

Home Exercises  Yes     No  Improved     No Effect  Worsened 

TENS    Yes     No  Improved     No Effect  Worsened 

Acupuncture  Yes     No  Improved     No Effect  Worsened 

Injections of any Type Yes     No  Improved     No Effect  Worsened 
Surgery    Yes     No  Improved     No Effect  Worsened 

Physical Therapy**  Yes     No  Improved     No Effect  Worsened   

(** Physical Therapy includes heat treatments, ultrasound, electrical muscle stimulation, diathermy, ice) 
 

 

 
Other (Explain): ________________________________________________________________________________________________________________________ 

 

 

 

 

EMPLOYMENT HISTORY 

 

 

Were you employed on date of accident?     Yes     No         List the NAME, ADDRESS & PHONE number for your employer on the following line:   
 

Employer: ________________________________________________________________________________________________________ Phone #: _________________ 

 
What is your occupation? _________________________________      Did you miss any work due to the accident?   Yes   No   If Yes- How many Days? __________    

 

What is your job description? __________________________________________________________________________________________________________________ 
 

Do you have any work restrictions?  Yes     No   If Yes- What are they?  ___________________________________________________________________________ 

 
Do you have more than one job or employer? Yes    No      (If Yes- Please use the last 3 lines at the end of this section to explain your other jobs)     

 

If you were unemployed, were you on disability at the time of the accident?  Yes      No     If Yes- Please explain the nature and length of your disability below: 
 

 

_______________________________________________________________________________________________________________________________________ 
 

_______________________________________________________________________________________________________________________________________ 

 
_______________________________________________________________________________________________________________________________________ 

 

 

 

 

 
Your signature below confirms that you have verified your answers and that each is truthful and complete.   

 

 
 

 

X _________________________________________________________________________   Date: _________________________________ 
   Patient Signature      

 

X _________________________________________________________________________ 
   Parent/Guardian Signature  

 

 















CCS7.2 

ACTIVITIES OF LIFE 
Please identify how your current condition is affecting your ability to carry out activities that are routinely  
part of your life: 
 

_____ACTIVITIES: EFFECT:  
Carry Children/Groceries  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Sit to Stand  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Climb Stairs   No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Pet Care  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Extended Computer Use  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Lift Children/Groceries  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Read/Concentrate  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Getting Dressed  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Shaving  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Sexual Activities  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Sleep  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Static Sitting  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Static Standing  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Yard work  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Walking  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Washing/Bathing  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Sweeping/Vacuuming  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Dishes  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Laundry  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Garbage   No Effect  Painful (can do)  Painful (limits  Unable to Perform 

Driving  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

Other: _____________  No Effect  Painful (can do)  Painful (limits)  Unable to Perform 

 

List Prescription & Non-Prescription drugs you take: ____________________________________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________ 

Patient signature: ______________________________________________________________________________________ Today’s Date: ___/___/___ 

 

Continues on next page



CCS7.2 

REVIEW OF SYSTEMS 

Please mark P for in the Past, C for Currently have, or N for Never 

___ Headache ___ Pregnant (Now) ___ Dizziness ___ Prostate Problems ___ Ulcers 

___ Neck Pain ___ Frequent Colds/Flu ___ Loss of Balance ___ Impotence/Sexual Dysfun. ___ Heartburn 

___ Jaw Pain, TMJ ___ Convulsions/Epilepsy ___ Fainting ___ Digestive Problems ___ Heart Problem 

___ Shoulder Pain ___ Tremors  ___ Double Vision ___ Colon Trouble ___ High Blood Pressure 

___ Upper Back Pain ___ Chest Pain  ___ Blurred Vision ___ Diarrhea/Constipation ___ Low Blood Pressure 

___ Mid Back Pain ___ Pain w/Cough/Sneeze ___ Ringing in Ears ___ Menopausal Problems ___ Asthma 

___ Low Back Pain ___ Foot or Knee Problems ___ Hearing Loss ___ Menstrual Problem ___ Difficulty Breathing 

___ Hip Pain ___ Sinus/Drainage Problem ___ Depression ___ PMS ___ Lung Problems 

___ Back Curvature ___ Swollen/Painful Joints ___ Irritable ___ Bed Wetting ___ Kidney Trouble 

___ Scoliosis ___ Skin Problems ___ Mood Changes ___ Learning Disabilty ___ Gall Bladder Trouble 

___ Numb/Tingling arms, hands, fingers ___ ADD/ADHD ___ Eating Disorder ___ Liver Trouble 

___ Numb/Tingling legs, feet, toes ___ Allergies ___ Trouble Sleeping ___ Hepatitis (A,B,C) 


