HEALING TOUCH CHIROPRACTIC OF BOULDER, PLLC
Dr. Joanie De Bever
3005 47t §t,, Suite F-2, Boulder, CO. 80301

NAME: TODAY'S DATE:

MOTE: Please describe your symptoms IN ORDER OF SEVERITY and be VERY SPECIFIC in your answers. For the
“INTENSITY", please use the number scale below where 0=no symptoms and 10= worst ever experienced.

#1 WORST COMPLAINT: (EACH "COMPLAINT" IS A BODY PART OR AREA )
(DESCRIBE)

*Frequency? (How often? Constant? Intermittentg)
*Intensity [0 - 10 see above)
*Does it stay local? Or refer [move around and to where?)
*Feels like? (numb, stiff, achy, sharp, tingles)
*What makes it feel betters
*What makes it feel worse?

#2 COMPLAINT
(DESCRIBE)

*Frequency?
*Intensity? (0—10)
*Localized or refers2

*Feels like?

*What makes it feel better?
*What makes if feel worse?

#3 COMPLAINT
(DESCRIBE)

*Frequency?
*Intensity? (0 - 10}
*Localized or refers?
*Feels iked

*What makes it better?
*What makes it worse?

HAVE YOU EVER HAD A PREVIOUS motor vehicle accident? Clne [yes Dates?
HAVE YOU EVER HAD these symptoms prior to this accident? COne  [lyes ifyes, please expldin below

“OPTIMIZING LITE EXPRESSION ONE SPINE AT A TIMEF”



HEALING TOUCH CHIROPRACTIC OF BOULDER, PLLC
Dr. Joanie De Bever
3005 47" ST., Suite F-2  Boulder, Colorado 80301
(303) 447-0036

CONFIDENTIAL MOTOR VEHICLE COLLISION QUESTIONNAIRE

Name: Today's Date: Injury Date:

Describe the accident:

Road conditions were: [ Dry 0 Wet O ley O Gravel/dit 0O Other

YOUR VEHICLE TYPE: Osubcompact 0O compact [ mid size O SUY 0O % ton pick up [ other:

Your estimated speed: mph, and O speedingup [ Slowing down 1 Steady 00 Stopped
OTHER VEHICLE TYPE: O subcompact Ocompact 0O mid size OosSuUvY O ¥tonpickup  Oother:

Other's estimated speed: mph, and O speedingup O Slowing down 0 Steady O Stopped
Where were you seated? O Driver [ Front passenger [ Right rear passenger 0O Left rear passenger and........Left‘Center/Right
Were you wearing a seat belt? ONo OYes 0 Lap belt only O Shoulder and lap beit

How was the top of the headrest positioned? [ Even with my head 0 Middle of my head O Base of my skull 0 Unknown
Upon impact did you strike the headrest? OMNo 0 Yes 0 Unknown

Did your head extend over the top of the headrest? O Mo 0 Yes 0 Unknown

Which way was your head pointed? O Forward O Turned right O Tumned left 0 Looking down O Unknown
Which way was your car pointed? [0 Forward 0 Turned right 0 Turned left [ Unknown
Where you braced for the collision? 0O No 0 Yes 0O Caught by surprise

Was your foot on the brake? 0 No O Yes 0 Unknown

\Was your vehicle struck from: [ Rear end (and left orrighf) O Frontend (and leff orrighf) 0O 3Side (and feft or nght)
Draw the angle of collision and placement of all vehicles:

What parts of your body hit what parts of your vehicle?
OUnknown

00 Head hit (describe)
[ Chest hit (describe)
o Arm (L) (R)
O Leg (1) (R)
O Knee(LY(R)
Any cuts? O No 0 Yes (whera?)
Any bruising or swellings? ONe OYes (where?)
Did you loose consciousness? O No O Yes (for how long?) Minutes Hours Days
Were police at the scena? ONo OYes  Emergency paramedics? 0 No OYes

Were you examined at the scene? ONo 0O Yes (by who?)
Did you receive emergency care at the scene? ONo 0 Yes: describe treatment/MEDICATIONT

Were you taken to the hospital? OMoe O Yes :by? Ambulance / Private car /Self Hospital name:
Were you examined in ER? ONo OYes
Xrays taken? O No OYes (arsas). O neck Oupper back Olow back [ other

Released: [ Same day OOther : date (day/monthiyr)

First treatment date AFTER your accident? (day/monthfyr) By?.







