MOTOR VEHICLE COLLISION QUESTIONNAIRE

Patient Name:  ____________________________________________________  	Date:  ________________

Address_______________________________ City________________   State _____  Zip Code ___________

Home Phone # _____________________ Work # _________________   Cell #________________________

Email Address: ______________________________________________ Social Security #_______________

Sex    M    F       Marital Status:  M  S  D  W	   Date of Birth _____________________	Age______________

Occupation: ______________________________________________________________________________
Employer: _______________________________________________________________________________

Have you ever received Chiropractic Care?	Yes	No         If yes, when?  ____________________________
Name of most recent Chiropractor:  ___________________________________________________________

1. Previous interventions, treatments, medications, surgery, or care you’ve sought for your complaint(s): _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Since the Motor Vehicle Collision, have you experienced any of the following:
A. Loss of Range of Motion:		yes / no
a. What body parts:  __________________________________________________________
B. Visual Disturbance:		yes / no	(please explain):  __________________________
C. Dizziness:				yes / no	How often:  _______________________________
D. Anxiety:				yes / no	How often:  _______________________________
E. Depression:			yes / no	How often:  _______________________________
F. Difficulty Sleeping:		yes / no	How often:  _______________________________

3. Past Health History:

A. Previous illnesses you’ve had in your life:  __________________________________________ _______________________________________________________________________________
		
B. Previous Injury or Trauma: ________________________________________________________ _______________________________________________________________________________

Have you ever broken any bones? Which?  __________________________________________ _______________________________________________________________________________

C. Allergies:  ______________________________________________________________________

D. Medications:
Medication			Reason for taking
____________________	__________________________________________________________	
____________________	__________________________________________________________
____________________	__________________________________________________________


E. Surgeries:
Date                      		Type of Surgery
____________________	__________________________________________________________
____________________	__________________________________________________________
____________________	__________________________________________________________	
____________________	__________________________________________________________

F.  Females/ Pregnancies and outcomes:
Delivery Date			Outcome
____________________	__________________________________________________________	
____________________	__________________________________________________________
____________________	__________________________________________________________

4. Family Health History:		Associated health problems of relatives: 
____________________	__________________________________________________________
____________________	__________________________________________________________
____________________	__________________________________________________________

5.   Deaths in immediate family:									
Age at Death 			Cause of parents or siblings death
____________________	__________________________________________________________	
____________________	__________________________________________________________
____________________	__________________________________________________________
____________________	__________________________________________________________

1. Social and Occupational History:

A. Job description: ___________________________________________________________________

B. Work schedule_____________________________________________________________________

C. Recreational activities: ______________________________________________________________

D. Lifestyle (hobbies, level of exercise, alcohol, tobacco and drug use, diet):  __________________
________________________________________________________________________________________
________________________________________________________________________________________
	
I have read the above information and certify it to be true and correct to the best of my knowledge, and hereby authorize this office of Chiropractic to provide me with chiropractic care, in accordance with this state's statutes.  If my insurance will be billed, I authorize payment of medical benefits to Dr. Mark H. McFarland, MCFARLAND CHIROPRACTIC of Redmond for services performed.

Patient or Guardian Signature ______________________________________________________________

Date___________________________________


FUNCTIONAL RATING INDEX

For use with Neck and Back Problems only.  In order to properly assess your condition, we must understand how much your neck and/or back problems have affected your ability to manage everyday activities.  For each item below, please circle the number which most closely describes your condition right now.

Name: ____________________________________________     Date: ________________________

	1.  Pain Intensity

	
0
No Pain
	
1
Mild Pain
	
2
Moderate Pain
	
3
Severe Pain
	
4
Worst Possible Pain

	2.  Sleeping

	
0
Perfect Sleep
	
1
Mildly Disturbed Sleep
	
2
Moderately Disturbed Sleep
	
3
Greatly Disturbed Sleep
	
4
Totally Disturbed Sleep

	3.  Personal Care (washing, dressing, etc.)

	
0
No Pain;
No Restrictions
	
1
Mild Pain;
No Restrictions
	
2
Moderate
Pain; Go Slowly
	
3
Moderate Pain;
Need Some Assistance
	
4
Severe Pain;
Need 100% Assistance

	4.  Travel (driving, etc.)

	
0
No Pain 
on long trips
	
1
Mild Pain 
on long trips
	
2
Moderate
Pain on long trips
	
3
Moderate Pain 
on short trips
	
4
Severe Pain 
on short trips

	5.  Work

	
0
Can do usual work + unlimited extra work
	
1
Can do usual work;
no extra work
	
2
Can do 50% 
of usual work
	
3
Can do 25% 
of usual work
	
4
Cannot Work

	6.  Recreation

	0
Can do all Activities
	1
Can do most Activities
	2
Can do some Activities
	3
Can do a few Activities
	4
Cannot do any Activities

	7.  Frequency of Pain

	0
No Pain
	1
Occasional pain; 25% of day
	2
Intermittent pain; 50% of day
	3
Frequent pain; 
75% of day
	4
Constant pain; 
100% of day

	8.  Lifting

	
0
No pain w/ heavy lifting
	
1
Increased pain w/ heavy lifting
	
2
Increased pain w/ moderate lifting
	
3
Increased pain w/
 light weight
	
4
Increased pain w/
 any weight

	9.  Walking

	
0
No pain; any distance
	
1
Increased pain 1 mile
	
2
Increased pain ½ mile
	
3
Increased pain 1/4 mile
	
4
Increased pain w/ 
all walking

	10.  Standing

	
0
No pain after several 
hours
	
1
Increased pain after several hours
	
2
Increased pain after
 1 hour
	
3
Increased pain after 
½ hour
	
4
Increased pain w/ any standing




Symptom 1 _________________________________________________________
· On a scale from 1-10, with 10 being the worst, please circle the number that best describes the symptom most of the time:    	1     2     3     4     5     6     7     8     9     10
· What percentage of the time you are awake do you experience the above symptom at the above intensity:  5  10  15   20   25   30   35   40   45   50   55   60   65   70   75   80   85   90   95   100
· When did the symptom begin?  _________________________________________________________
· Did the symptom begin suddenly or gradually?  (circle one)
· How did the symptom begin?  __________________________________________________________
· Did you have this symptom before this motor vehicle collision?  			Yes 	No
· If so, what was the intensity (1-10 with 10 the worst) and frequency?  ________________
· What makes the symptom worse?  (circle all that apply):
Bending neck forward, bending neck backward, tilting head to left, tilting head to right, turning head to left, turning head to right, bending forward at waist, bending backward at waist, tilting left at waist, tilting right at waist, sitting, standing, getting up from sitting position, lifting, any movement, driving, walking, running, nothing, other (please describe):  ____________________________________________________________________
· What makes the symptom better?  (circle all that apply):	Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing, Other (please describe):  _______________________________________________________________________________
· Describe the quality of the symptom (circle all that apply):	Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, Other (please describe):  _______________________________________________________________________________
· Does the symptom radiate to another part of your body (circle one):        	Yes        No
If yes, where does the symptom radiate?  ______________________________________________________
· Is the symptom worse at certain times of the day or night?  (circle one)
Morning      	Afternoon        	Evening        	Night        	Unaffected by time of day

Symptom 2 _________________________________________________________
· On a scale from 1-10, with 10 being the worst, please circle the number that best describes the symptom most of the time:    	1     2     3     4     5     6     7     8     9     10
· What percentage of the time you are awake do you experience the above symptom at the above intensity:  5  10  15   20   25   30   35   40   45   50   55   60   65   70   75   80   85   90   95   100
· When did the symptom begin?  _________________________________________________________
· Did the symptom begin suddenly or gradually?  (circle one)
· How did the symptom begin?  __________________________________________________________
· Did you have this symptom before this motor vehicle collision?  			Yes 	No
· If so, what was the intensity (1-10 w/10 the worst) and frequency?  ________________
· What makes the symptom worse?  (circle all that apply):
Bending neck forward, bending neck backward, tilting head to left, tilting head to right, turning head to left, turning head to right, bending forward at waist, bending backward at waist, tilting left at waist, tilting right at waist, sitting, standing, getting up from sitting position, lifting, any movement, driving, walking, running, nothing, other (please describe):  ____________________________________________________________________
· What makes the symptom better?  (circle all that apply):	Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing, Other (please describe):  _______________________________________________________________________________
· Describe the quality of the symptom (circle all that apply):	Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, Other (please describe):  _______________________________________________________________________________
· Does the symptom radiate to another part of your body (circle one):        	Yes        No
If yes, where does the symptom radiate?  ______________________________________________________
· Is the symptom worse at certain times of the day or night?  (circle one)
Morning      	Afternoon        	Evening        	Night        	Unaffected by time of day
Symptom 3 _________________________________________________________
· On a scale from 1-10, with 10 being the worst, please circle the number that best describes the symptom most of the time:    	1     2     3     4     5     6     7     8     9     10
· What percentage of the time you are awake do you experience the above symptom at the above intensity:  5  10  15   20   25   30   35   40   45   50   55   60   65   70   75   80   85   90   95   100
· When did the symptom begin?  _________________________________________________________
· Did the symptom begin suddenly or gradually?  (circle one)
· How did the symptom begin?  __________________________________________________________
· Did you have this symptom before this motor vehicle collision?  			Yes 	No
· If so, what was the intensity (1-10 w/10 the worst) and frequency?  ________________
· What makes the symptom worse?  (circle all that apply):
Bending neck forward, bending neck backward, tilting head to left, tilting head to right, turning head to left, turning head to right, bending forward at waist, bending backward at waist, tilting left at waist, tilting right at waist, sitting, standing, getting up from sitting position, lifting, any movement, driving, walking, running, nothing, other (please describe):  ____________________________________________________________________
· What makes the symptom better?  (circle all that apply):	Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing, Other (please describe):  _______________________________________________________________________________
· Describe the quality of the symptom (circle all that apply):	Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, Other (please describe):  _______________________________________________________________________________
· Does the symptom radiate to another part of your body (circle one):        	Yes        No
If yes, where does the symptom radiate?  ______________________________________________________
· Is the symptom worse at certain times of the day or night?  (circle one)
Morning      	Afternoon        	Evening        	Night        	Unaffected by time of day

Symptom 4 _________________________________________________________
· On a scale from 1-10, with 10 being the worst, please circle the number that best describes the symptom most of the time:    	1     2     3     4     5     6     7     8     9     10
· What percentage of the time you are awake do you experience the above symptom at the above intensity:  5  10  15   20   25   30   35   40   45   50   55   60   65   70   75   80   85   90   95   100
· When did the symptom begin?  _________________________________________________________
· Did the symptom begin suddenly or gradually?  (circle one)
· How did the symptom begin?  __________________________________________________________
· Did you have this symptom before this motor vehicle collision?  			Yes 	No
· If so, what was the intensity (1-10 w/10 the worst) and frequency?  ________________
· What makes the symptom worse?  (circle all that apply):
Bending neck forward, bending neck backward, tilting head to left, tilting head to right, turning head to left, turning head to right, bending forward at waist, bending backward at waist, tilting left at waist, tilting right at waist, sitting, standing, getting up from sitting position, lifting, any movement, driving, walking, running, nothing, other (please describe):  ____________________________________________________________________
· What makes the symptom better?  (circle all that apply):	Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing, Other (please describe):  _______________________________________________________________________________
· Describe the quality of the symptom (circle all that apply):	Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, Other (please describe):  _______________________________________________________________________________
· Does the symptom radiate to another part of your body (circle one):        	Yes        No
If yes, where does the symptom radiate?  ______________________________________________________
· Is the symptom worse at certain times of the day or night?  (circle one)
Morning      	Afternoon        	Evening        	Night        	Unaffected by time of day
AUTO ACCIDENT  MECHANISM OF INJURY FORM 
Date of Collision: ____________________________ Hour of Accident: __________________ AM / PM
Please describe how and where  the collision happened: __________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
What was your position in the car? (Circle)     Driver / Front Passenger / Left Rear / Right Rear
If “Driver,” were your hands on the steering wheel?     Both / Left / Right
Did the airbags deploy?    Yes / No
Did you strike another vehicle?     Yes / No        Did another vehicle strike your vehicle?     Yes / No
Angle of Impact:      Front / Back / Left / Right / Other: ___________________________________________
[bookmark: _GoBack]If Second Collision – Angle of 2nd impact:     Front / Back / Left / Right / Other: ________________________
1) In relation to the back of your head, was your headrest set:     Low / Middle / High
2) Were you surprised by the impact?     Yes / No
If “NO”, how did you brace?     With Hands / With Feet
3a) Where was your head facing at the time of impact?     Straight Ahead / Left / Right / Behind
3b) Were you leaning forward at the time of impact?     Yes / No
4)  What type and year of vehicle were you in?  __________________________________________________
________________________________________________________________________________________
4a) What was the approximate speed of your vehicle when the accident occurred? ____________ mph
5) What type and year of vehicle struck yours?___________________________________________________
________________________________________________________________________________________
5b) What was the approximate speed of the other vehicle when the accident occurred? ________ mph
6) Were you wearing a seatbelt?     Yes / No     What type:     Lap Belt / Shoulder Belt / Both
7) Did you feel pain immediately after the accident?     	Yes / No
Were you rendered unconscious as a result of the accident?                Yes / No
Did you strike anything in the vehicle at the time of impact?                  Yes / No     
If “YES”, specify what part of your body struck what: (i.e. head, chest, chin, shoulder, knee, etc.)
	□ Steering Wheel
	
	□ Windshield

	□ Dashboard
	
	□ Roof

	□ Left Side Door
	
	□ Right Side Door

	□ Left Window
	
	□ Right Window

	□ Other


Did your seat break or bend?     Yes / No
Immediately following the accident, how did you feel? (Circle all that apply)     Dizzy / Dazed / Weak / Upset / Disoriented / Nervous / Nauseous / Other: ___________________________________________________
Police and Ambulance:
Was the accident reported to the police?     Yes / No
Were traffic citations issued?     Yes / No     If “YES,” to whom? _____________________________________
Did you go to the hospital?        Yes / No     If “YES,” when? ________________________________________
If “YES,” how did you get there?     Ambulance / Police Car / Private Transportation
Were you admitted?     Yes / No     If “YES,” how long? ____________________________________________
Name of Hospital? __________________________________ Attended by Dr. _________________________
What treatment given? (Circle all that apply)     None / X-rays / Pain Medication / Stitches / 
Muscle Relaxants / Bandaged / Cervical Collar / Physical Therapy / Instructed Regarding Concussion / Instructed Regarding Sprains & Strains / Instructed to Call an Orthopedist / 
Instructed to Call a Private Physician / Referred to This Office / Other: _________________________
What other doctor have you seen as a result of this injury? _________________________________________
Do you have difficulty in excessive:     Standing / Walking / Riding / Bending / Twisting
Do you have difficulty in excessive lifting:     Light / Moderate / Heavy / Repetitive
Symptoms other than above: ________________________________________________________________

	Did you contact YOUR insurance company and report accident?       YES     NO

	PIP (Personal Injury Protection) Application done?                               YES     NO

	YOUR Insurance Company:
	Phone #:

	YOUR Policy Number:
	CLAIM #:

	Attorney’s Name:
	Phone #:

	

	Name of Other Party:
	Phone #:

	THEIR Insurance Company
	Phone #:

	THEIR Policy Number:
	CLAIM #:



You will need to supply us with the accident report, your car insurance, health insurance, and liable parties insurance, and attorney if applicable.  Until necessary insurance information is gathered and verified for chiropractic care, you will be required to pay for your care.  We will bill your insurance directly after verification of coverage.  In the event the check should come to you, you are expected to bring the check into the office within one week.

I do hereby certify that all of my statements on this application for chiropractic care are true, accurate and complete.  I further understand that accident insurance is an arrangement between myself and my insurance company, and that I am personally responsible for services rendered in this office.


Patient Signature

Date











HIPPA NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy describes how we may use and disclose your protected health information (PHI) to carry our treatment, payment or health care operations (TPO) for other purposes that are permitted or required by law.  “Protected Health Information” is information about you, including demographic information that may identify you and that related to your past, present, or future physical or mental health or condition and related care services.

Use and Disclosures of Protected Health Information:
Your protected health information may be used and disclosed by your physician, our staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, pay your health care bills, to support the operations of the physician’s practice, and any other use required by law.

Treatment:  We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services.  This includes the coordination or management of your health care with a third party.  For example, we would disclose your protected health information, as necessary, to a home health agency that provides care to you.  For example, your health care information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you.

Payment:  Your protected health information will be used, as needed, to obtain payment for your health care services.  For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations:  We may disclose, as needed, your protected health information in order to support the business activities of your physician’s practice.  These activities include, but are not limited to, quality assessment activities, employee review activities, training of medical students, licensing, marketing, and fund raising activities, and conduction or arranging for other business activities.  For example, we may disclose your protected health information to medical school students that see patients at our office.  In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician.  We may also call you by name in the waiting room when your physician is ready to see you.  We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization.  These situations included as required by law, public health issues, communicable diseases, health oversight, abuse or neglect, food and drug administration requirements, legal proceedings, law enforcement, coroners, funeral directors, and organ donation.  Required uses and disclosures under the law, we must make disclosures to you when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section 164.500.

OTHER PERMITTED AND REQUIRED USES AND DISCLOSURES WILL BE MADE ONLY WITH YOUR CONSENT, AUTHORIZATION OR OPPORTUNITY TO OBJECT UNLESS REQUIRED BY LAW.  You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

























Informed Consent to Chiropractic Treatment
The nature of chiropractic treatment:  The doctor will use his/her hands or a mechanical device in order to move your joints.  You may feel a “click” or “pop”, such as the noise when a knuckle is “popped”, and you may feel movement of the joint.  Various ancillary procedures, moist heat, cryotherapy, traction, therapeutic exercises may be used.
Possible Risks:  As with any health care procedure, complications are possible following a chiropractic manipulation.  Complications could include fractures of bone, muscular strain, ligamentous sprain, dislocations of joints, or injury to intervertebral discs, nerves or spinal cord.  Cerebrovascular injury or stroke could occur upon severe injury to arteries of the neck.  A minority of patients may notice stiffness or soreness after the first few days of treatment.  The ancillary procedures could produce skin irritation, burns or minor complications.

Probability of risks occurring:  The risks of complications due to chiropractic treatment have been described as “rare”, about as often as complications are seen from the taking of a single aspirin tablet.  The risk of cerebrovascular injury or stroke, has been estimated at one in one million to one in twenty million, and can be even further reduced by screening procedures.  The probability of adverse reaction due to ancillary procedures is also considered “rare”.

Other treatment options which could be considered may include the following:

· Over-the-counter analgesics.  The risks of these medications include irritation to stomach, liver and kidneys, and other side effects in a significant number of cases.

· Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics.  Risks of these drugs include a multitude of undesirable side effects and patient dependence in a significant number of cases.

· Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable disease in a significant number of cases.

· Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as well as an extended convalescent period in a significant number of cases.  Post-operative infections.

Risks of remaining untreated:  Delay of treatment allows formation of adhesions, scar tissue and other degenerative changes.  These changes can further reduce skeletal mobility, and induce chronic pain cycles.  It is quite probable that delay of treatment will complicate the condition and make future rehabilitation more difficult.

Unusual risks:  I have had the following unusual risks of my case explained to me.
I have read the explanation above of chiropractic treatment.  I have had the opportunity to have any questions answered to my satisfaction.   I have fully evaluated the risks and benefits of undergoing treatment.  I have freely decided to undergo the recommended treatment and hereby give my full consent to treatment.

_______________________		_______________________		___________
Printed Name				Signature				Date

_______________________		_______________________		___________
If Minor: Parent Printed Name		Signature				Date

MINOR: Relationship to Minor: _________________________________________		



































To:	______________________________________
	______________________________________
	______________________________________
	
		
	CL #:	___________________________	
	DOI:	___________________________

MEDICAL REPORTS AND NOTICE OF DOCTOR’S LIEN

I do hereby authorize the above doctor to furnish you, my attorney, with a full report of the examination, diagnosis, treatment, prognosis, etc., of myself.

I hereby authorize and direct you, my attorney, to pay directly to Dr. Mark McFarland such sums as may be due and owing him for medical/chiropractic services rendered me, and by reason of any other bills that are due his office and to withhold such sums from any settlement, judgment or verdict as may be necessary to adequately protect said doctor.  I hereby further give lien on my case to said doctor against any and all proceeds of any settlement, judgment or verdict which may be paid to you, my attorney or, myself.  I fully understand that I am directly and fully responsible to said Doctor for all medical/chiropractic benefits rendered to me including but not limited to; therapies, orthopedic supports, supplements, etc., submitted by him for service rendered me and that this agreement is made solely for said doctor’s additional protection and in consideration of his awaiting payment.  I further understand that such payment is not contingent on any settlement, judgment or verdict by which I may eventually recover said fee.  If this account is assigned for collection and/or suit, collections costs, and/or interest, and/or attorney’s fees, and/or court costs will be added to the total amount due.   I further authorize that any payment should be made directly to said doctor and not to myself for services rendered.







ACKNOWLEDGMENT OF ATTORNEY

The undersigned being attorney of record for the above patient does hereby agree to observe all the terms of the above and agrees to withhold such sums from any settlement, judgment or verdict as may be necessary to adequately protect said doctor above named.  Any settlement of this claim without honoring this assignment/lien will cause you to be responsible to this office for payment.

Attorney’s Signature: _____________________________________________	Date: ______________________

Please sign, date, and return to above doctor’s office as soon as possible.

Thank you,

Dr. Mark H. McFarland

Dr. Mark H. McFarland
Chiropractic Physician
































Patient Signature: _____________________________________	Date: _________________________	
Print Name: ___________________________________________	Witness: ________________________




























MASSAGE THERAPY


Required 24 hour advance cancellation notice.

You will be charged a minimum of half the cost of your session without
24 hour notification.

This includes 
Motor Vehicle Accidents – Work Injuries – and TOS


I understand that I will be charged $15.00 for a ½ hour or $30.00 for an hour massage if I miss my appointment without a 24 hour advanced notice.  I also understand that my insurance will NOT pay for this and I agree to pay as notified.


_________________________________		________________
Patient Signature 						Date
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