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e CHIROPRACTIC & NUTRITION
824 Morningside Avenue @ Sioux City, lowa 51106 # Phone: 712-276-9700 # Fax: 712-276-9409

Dear Patient:

Thank you for choosing Chicoine Peterson Chiropractic & Nutrition for care.

Most patients who are involved in accidents have insurance that will cover most of

the services rendered in our office. In order for us to wait for the insurance to pay
your bill, we require the following:

 THE NAME AND ADDRESS OF YOUR INSURANCE COMPANY.
* THE NAME OF THE CLAIMS ADJUSTER HANDLING YOUR CLAIM.
* AN OPEN AND WORKING CLAIM NUMBER ON YOUR CASE.

If you do not have the information today, please inform the front desk and make a
phone call to your insurance company prior to seeing Dr. Chicoine. If you do not
obtain this information prior to seeing Dr. Chicoine, you need to understand that
we consider the charges to be your responsibility. As soon as we receive the
requested information, we will be happy to wait for payment from your insurance
AS LONG AS YOU ARE AN ACTIVE PATIENT. Should you discontinue care,
the bill will become due and payable by you.

If you have an attorney involved in your case, please inform us immediately. We
will ask your attorney to sign a lien.

Please do not hesitate to ask if you have any questions.

CHICOINE PETERSON CHIROPRACTIC & NUTRITION
DR. LIN L. CHICOINE PETERSON

Patient Signature Date
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[ ’k% CHIROPRACTIC & NUTRITION
824 Morningside Avenue 3 Sioux City, lowa 51106 # Phone: 712-276-9700 # Fax: 712- 276-9409

ACCIDENTAL INJURY FORM
Name Date
Date of Accident Time: am pm  Location of Accident
AUTO INJURY:
Were you: ( ) Driver ( )Passenger ( ) Pedestrian
Were you struck from: ( ) Behind ( )RightSide ( )LeftSide ( )Front ( ) Parked
Did your car strike the others involved: ()Yes ( )No ( )Undetermined
Did the other car strike yours: ()Yes ( )No () Undetermined

As aresult of the Accident, were traffic citations issued to you? ( )Yes ( )No

ON-THE-JOB INJURY

How did the injury occur?

Did you report the injury to your foreman or employer: ( )Yes ( )No
Employer: Address:

OTHER

Describe the circumstances of the accident. (Be Specific)

=I:**x*********xﬁex?‘F******#**?S*a¢¥******x&****x*icﬁs*******#**-&****x*>ﬁ$***¥x*x*

CHECK SYMPTOMS YOU HAVE NOTICED SINCE THE ACCIDENT

() Headache () Irritability () Numbness in Toes () Face Flushed ( )FeetCold

() Neck Pain () Chest Pain () Shortness of Breath (  )Buzzing in Ears () Hands Cold
() Neck Stiff () Sleeping Problems ( ) Fatigue () Loss of Balance ( )Stomach Upset
() Dizziness () Head Too Heavy () Depression ( ) Fainting { )Constipation
() Back Pain ( ) Pins & Needles in Arms () Lights Bothers Eyes () Loss of Smell () Cold Sweats

( ) Nervousness () Pins & Needles in Legs () Loss of Memory () Loss of Taste ( ) PFever

( ) Tension () Numbness in Fingers () Ears Ring ( ) Diarthea () Other

Did you require post-accident hospitalization? {)Yes ()No
Have you lost any days of work? ( ) Yes ( YNo If Yes, through

INSURANCE INFORMATION
Your Insurance Company Address
Other Party’s Name Address
Other Party’s Ins. Co. Address

Have you been contacted by an insurance adjustor regarding this claim () Yes ( ) No

If yes, name of adjuster Company

Do you have an attorney that has advised you in this case: ()Yes ()No

If yes, attorney’s name Address

Signature




PERSONAL INJURY/WORKERS' COMPENSATION QUESTIONNAIRE

NAME: Date of Accideni: Time:

\Where did accident happen?

Describe the accident in your own words:

wWiat was your posifion incar? - [l Driver [ Passenger If passenger, were you sitting in - [ Font [ Right Rear [ Left Rear
Did vour vehicle stike ofher vehicle? [Tlves o \Was your car situck by ofhervehicle?  Llves  [lno
Was the impacifom: L the froni? [ rom ihe right side? O rom the feff side? [ from the rear?
AT the fime of impact were you: [ iooking straight ahead? [ looking right? Micoking l=77?

\Were both handson steering wheel? Ll ves [Iilo  Wasyourfootonbrake? [Y¥es [INo  Were you braced forimpact? [l ves i

Where in the car were you affer the accideni?

VWare you wearing seaf belis? O ves CIno Did you sirike anyihing in vehicle af fims of impact? DMves Cno
ifyss, specify: L Stesring Wheel LI bashboard LI windshieid [ side Door L1 Arm Rests L side Window
Please siate part of body: [ Chest I chin U xnee L shoulder O Hand [ Head

irmmsdiately iollowing the accident how did you fesl?

Wers vou unconscious?  [Yes [INo inadaze? ves Do Didyougoiohospital?  [ves o
If vou went fo hospiial, when? Artime ofaccident [lves [CliNo Nextday [ves [Oio
How did you get 1o hospiial? Ambulance [ Ves O no Private Transporiaiion [Mves OnNo

Did the ambulance aftendanis place you in: Neck Collar [ Ves I No Splintss [ Ves Ono Brace: Ll Vas Do
Name of Hospital :

Affended by Dr. Were you x-rayed at hospiial? [ Ves O e
If 3o, what was The dicgnosis?

Vizre you admitied 7o the hospiial? [ ves O ne How long did you stay?

What ireaiment was rendered?

What recommendaiions were made? Sesowndocior? [lYes [iio See orihopedic docior?  [lves [ No

Physicai Therapy Llves [Iio
Have you seen any ofher docior as @ resulf of this accident? Elves  [io
Docior's name
s your pain constant? Hves TNo lsthe painonandoi? yes [nNo shap? Cves e pul? Cves o

Other
Is your pain worse when arising fomachair? [lves [INo  Isitmade wosebystaining? [Yes [OiNo  Bycoughing? [lves [Ono
Bysneezing? L[lYes [liNo By straining when moving your bowsls?  [lYes [no
Do you have any numbness or tingling inyourams? [1ves [INe  inyourhands? Dves CnNo  Inyourdinges? Llves [No
Inyourlegs? [lves o Inyourfest? [lves [io Inyourioes? Llves [no
What is your most comforiable posiion?  Sitting [dYes [INo  Lying on yourrightside [IYes CINo  Lyingon yourlefiside [lves I o
yingonyourback [lves [Ino Onyoursiomach [lYes [lno sianding [ves [no
Ottier Is it diifficult for you o move around inbed? Ulves o

Doss sirefching and twisting worsen the pain? Oves o
Do any of ths following ralisve your pain? 1 Heating Pad [l Hot Bath [ shower [ ice Pack
Doss a brace (if you have iried one) help relieve the pain? O ves NS
Does a change in heel height worsen the pain? [1ves TlNo Do you feel betfer moving around? [lves TiNe  Orresting? Tl ves [Tl ino
Dovyou have afimmairess? [ves [no Dovourknessacheorhut? [lYes [INo Doyou have crampsinyourleg? [lves Tino
nam? vYes ONo Have you had any changs in your bowel habits? [lves e
Have you lost any fime from work because of this accident? [ ves Cne
If yes, give dates of fime losi. From o]
Toially disabled from io Fariially disabled from io




BEFORE YOUR ACCIDENT. estimate vour fotal lifting sffort abilivy:

1. How much weight? ] mendrnum 0 average
2. How far could you camy ihis weighi? Far how leng a pariod of iime?
3. Was this lifiing done af work? Oves Do Or af home or sisewhera? O ves RN
4. How offen did you camy this amount of weighi?
AFTER YOUR ACCIDENT, describe your toial lifiing ability:
4. How much weight can you now liff withouf experiencing paoin, discornfori, or resiriciion of motion?
2. Did you exparience this pain, discomiort or resiriciion of moiion before your accideni? O ves NS
3. How far can yvou carmy this weight now? And for how long a pericd of iime?
4. How offen can you camy this weighi?
5. Are you now limited in your lifiing ability in some body position that you vsere previously not? L ves Cipo
If sc, specify position
4. Whai sympioms does lifting produce?
7. How long do thess symptoms lasi?
Are you presenily able fo:
UFT T Very Heawy bs. O Heawy Ibs. O tight Ibs. O sitting fios.
work  OvewHeaw__ Ibs. Obeaww__ lbs. Cltignt b O sitting lios.
What positions can yvou work in with a MiNIVIUM DEMAND of physical effort?
Wiih Minimum Demand of physical efiort, what positions can you work in PART-TIME and for how long?
[ stancing [ waiking O sitting
Wit Minimum Demand of physical efior, can you wark in a SITIING POSITION with soms degree of watking or standing aciivin?
Clvas O o
Do you fesi that you cannot perform any physical otk aciiviby? O ves O o
Do vou feel ihat you cannot pariorm any menial work? O ves O e
Relate vour BEFORE injury capacity {rnark 'B) and your AFTER injury capacity (mark "A7) for parioming aciivities:
1. Walking Normal Limited Difficutt Pain
2 Standing Normal Limited Difficult Pain
3. Siffing Nefmial oo oo ke o o BT {73 AT Pain
4 Bending Mot e 51y ¢T; 7o [ Bifficalt . .. Pain
5. Stooping Normal ______ Lmited ______  Difficuli Pain
&, Liffing Normaol limited __ Bifieuld o Pain
7. Pushing Normat Limited Difficutt ___ Pain
8. Pulling Normmal limifed ___ Difficult ____ Pain
@ Climbing Normal bmited ___ Difficult __ Pain
i0. Reaching Normad bpited . 00 Bifficuly ... o0 Pain
11. Gripping Normal e e Difficult .ol Pain
2. Knseling Meormatl oo tirnited) b Difficub — oo Pain
13. Bolonce Normal miied w0l b Difficut Pain
14. Farigue Mormal bimited ___ Dificult Pain
Generally speaking, is your inability fo perform these funciions due o d Pain U waaknass U structural limitations O Nerves?
Do you have normal sexual funciion? O ves L no
Are you able 1o take cars of vour personal self, such as dressing, baithing, efc.? Oves One  oOrdo you require assisfanca? Oves o
Do you fesl your present condiiion is femporary?  [lves [nNo Orpemmaneni? LlYes [lNo
Patient's Signaiure Date:
© PVIA 1982 118
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