HAYES CHIROPRACTIC CENTER

Richard Hayes D.C.

Doctor of Chiropractic
WORK INJURY QUESTIONARE

Name: _____________________________ Home #:___________ Work #:______________
Address: ________________________ City/State/Zip: _______________________
Age: _____ DOB:______/______/____ SEX _______ SS# _____-____-_____ 

Marital Status _________

Employers Name:  __________________ Address: __________________________________
NATURE OF ACCIDENT

1.  Date of accident or beginning of symptoms: ____________ Time of day _____________
2.  In your own words, please describe the accident or how the symptoms began:
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
3.  Please describe how you felt:
A) During the accident: ____________________________________________________
B) Immediately after the accident: ___________________________________________
C) Later that day: ________________________________________________________
D) The next day: _________________________________________________________
4.  Since the accident occurred are your symptoms:

     Improving _____ Getting worse ______ The Same ________

5.  Have you been treated by another Doctor since the accident?
     Yes ___ No___, if yes please list all Doctors names and address 

     if known _____________________________________________________________
     _____________________________________________________________________

     _____________________________________________________________________

6.  Have you had therapy? ______ what kind? __________________________________
7.  Have you lost time from work as a result of this accident? ___ yes ___ no
8.  Were X-rays taken of the area(s)? Yes _____No ______

     Results if known: _______________________________________________________
9. Did you have previous illnesses which relate to this accident?
    Yes ___No___, if yes describe: ____________________________________________
    ______________________________________________________________________

    ______________________________________________________________________

10.  Have you been involved in an accident before? Yes ___No __, if yes please
       describe including date(s) and injuries that occurred: _________________________
       ____________________________________________________________________

       MRI? Yes _____No ____ Results if known: ________________________________
       ____________________________________________________________________

       Did you have physical complaints before this accident? 

       Yes _____No_____, if yes describe in detail: ________________________________
        ____________________________________________________________________

        ____________________________________________________________________

        FOR DOCTOR USE ONLY: 

        ____________________________________________________________________

        ____________________________________________________________________

11. Females? Could you be pregnant? Yes ____________No___________

      If you discover that you are pregnant during the course of therapy, please inform us
      immediately. 
12.  Have you had plastic surgery? Yes_____________ No____________

___________________                 ____________________________________________

Date                                                        Patient’s Signature
