
Work Status History 
 

Occupation or Job Title _____________________________________________________________________ 

 

Have you missed time from work?    Y    or      N 

 

If yes:  Full Time off work  _______________ to __________________. 

 

Returned to Modified work _____________________ to _________________. 

 

(   )  Been unable to work since the accident. 

Symptoms From The Accident 
 

 

Did you get bleeding cuts or bruises? Y    or    N 

 

If Yes, what bleeding cuts did you get from this Accident?_______________________________________________ 

 

______________________________________________________________________________________________ 

 
If Yes, what bruises did you get from this Accident?____________________________________________________ 

 

______________________________________________________________________________________________ 

 

Please describe how you felt.  PLEASE BE SPECIFIC 

 

Immediately after the accident_____________________________________________________________________ 

 

______________________________________________________________________________________________ 

 

Later that  (  ) day  (  ) night:________________________________________________________________________ 

 

_____________________________________________________________________________________________ 

 

The next day:__________________________________________________________________________________ 

 

_____________________________________________________________________________________________ 

History of the Occurence 

 
Where did the accident happen:____________________________________________________________________ 

 

Decribe how the accident happened (example: I slipped and fell on the floor;  a box fell on my head hurting my neck) 

 

_____________________________________________________________________________________________ 

 

_____________________________________________________________________________________________ 

 

_____________________________________________________________________________________________ 

 

_____________________________________________________________________________________________ 

 

Accident Patient History  

 
Name________________________________________________________   Date____________________ 



A 

 

NECK OR CERVICAL 

SPINE 

NONE MILD MODERATE SEVERE 

A 
Neck Pain and Soreness A B C D 

B 
Loss or Pain upon Movement A B C D 

C 
Shoulder Pain A B C D 

D 
Pain/Numbness/Tingling into 

arm or hand 

A B C D 

E 
Weakness in arm or hand A B C D 

B 

 

MID-BACK OR THORACIC 

SPINE 

NONE MILD MODERATE SEVERE 

A 
Mid-back Pain A B C D 

B 
Rib or Chest Pain A B C D 

C 

 

LOWER BACK OR 

LUMBAR SPINE 

NONE MILD MODERATE SEVERE 

A 
Lower Back Pain or Soreness A B C D 

B 
Loss or Pain with Movement A B C D 

C 
Pain into Hips or Buttochs A B C D 

D 
Pain into Legs, Knees, or Feet A B C D 

E 
Numbness/Burning in  

Legs or Feet 

A B C D 

D 

 

OTHER COMPLAINTS: NONE MILD MODERATE SEVERE 

A 
Headaches A B C D 

B 
Visual Disturbances/ 

Blurry Vision 

A B C D 

C 
Ringing or Buzzing in Ears A B C D 

D 
Nausea or Vomiting A B C D 

E 
Difficulty Breathing A B C D 

F 
Dizziness A B C D 

G 
Recent Weight Loss A B C D 

H 
Bowel or Bladder Dysfunction A B C D 

E 

 

AGGRAVATED BY: NONE MILD MODERATE SEVERE 

A Coughing A B C D 

B Sneezing A B C D 

C Prolonged Sitting A B C D 

D Prolonged Standing A B C D 

E Prolonged Riding in a Car A B C D 

F Lying on Stomach A B C D 

Complaints 
Name_____________________________________     Date________________ 



FIRST DOCTOR OR CLINIC SEEN:  Did you seek medical help soon after the accident?  Y   or   N 

 

If yes, how  did you get there? (  ) Someone else drove me (  ) Drove own car 

    (  ) Ambulance   (  ) Police 

 

Were you Hospitalized:  Y  or  N 

 

Doctor/Hospital/Clinic Name:______________________________ Date of first visit:_____________ 

 

Were you examined?  Y   or   N 

Were x-rays taken?  Y   or   N 

Were you given treatment  Y   or   N  If yes,  what?_______________________________ 

 

As a result of the treatment are you (  the same;  worse;  getting better) Date of last treatment _________ 

SECOND DOCTOR OR CLINIC SEEN:   
Doctor/Hospital/Clinic Name:______________________________ Date of first visit:_____________ 

 

Were you examined?  Y   or   N 

Were x-rays taken?  Y   or   N 

Were you given treatment  Y   or   N  If yes,  what?_______________________________ 

 

As a result of the treatment are you (  the same;  worse,  getting better) Date of last treatment _________ 

THIRD DOCTOR OR CLINIC SEEN:   

Doctor/Hospital/Clinic Name:______________________________ Date of first visit:_____________ 

 

Were you examined?  Y   or   N 

Were x-rays taken?  Y   or   N 

Were you given treatment  Y   or   N  If yes,  what?_______________________________ 

 

As a result of the treatment are you (  the same;  worse;  getting better) Date of last treatment _________ 

PRIOR SIMILAR SYMPTOMS:  Did you have physical complaints before this accident or illness?  Y  or  N 

 

If yes, please describe in detail__________________________________________________________________ 

 

________________________________________________________________________________________ 

 

PRIOR to this accident or illness have you ever had symptoms similar to what you are experiencing now?   

Yes    or     No 

 

If yes, Please explain________________________________________________________________________ 

 

________________________________________________________________________________________ 

 

 

Other Treatment Received 
Name________________________________________   Date_____________________ 



Activities of Daily Living  
(Oswestry Back Disability Index) 

 

 

 

 

Name_______________________________________________  Date_______________________ 

A: Pain Intensity 
a I have no pain 

b The pain  doesn’t interfere with activity 

c The pain is made worse with activity 

d I have to take something for the pain 

e I have to reduce my activity because of the pain 

f The pain prevents me from being active 

F: Standing 
a I can stand as long as I wish 

b I have some pain with standing 

c I cannot stand longer than one hour because of the pain 

d Pain prevents me from standing longer than thirty minutes 

e Pain prevents me from standing longer than ten minutes 

f I avoid standing because it causes immediate pain 

B: Personal Care 
a I can wash or dress without pain or discomfort  

b Sometimes the way I wash or dress causes some pain 

c Washing or dressing increases my pain, but I manage 

d I have to change the way I wash or dress because of  pain 

e I usually need some help to wash or dress myself 

f I cannot wash or dress myself without help 

G: Sex Life (optional) 
a Pain does not interfere with normal sexual relations 

b Sex causes some pain but not that bad 

c I have to reduce or change the way I have sex 

d I avoid sex because it increases my pain 

e Sex causes my pain to be very severe 

f I cannot have sexual relations because of my pain 

C: Lifting 
a I can lift heavy weights without pain 

b Lifting heavy weights causes pain 

c Pain prevents me from lifting heavy weights from the floor 

d I can manage heavy weights if they are conveniently placed 

e I can manage medium weights if they are conveniently 

placed 

f I can only lift very light weights, at the most 

H: Social Life 
a My social life is normal and not effected by pain 

b My social life is normal, but increases my degree of pain 

c Pain limits my energetic interests, like sports or dancing 

d Pain limits my social life and I don’t get out often 

e Pain has restricted my social life to my home 

f I hardly have a social life because of the pain 

D: Walking 
a Pain does not prevent me from walking any distance 

b Pain prevents me from walking more than one mile 

c Pain prevents me from walking more than one half mile 

d Pain prevents me from walking more than one quarter mile 

e I can only walk using a cane or crutches 

f I am in bed most of  the time and have to crawl to the toilet 

I: Sleeping 
a I get no pain while lying in bed 

b I get pain while in bed, but it doesn’t interfere with sleeping 

c Because of pain my normal night’s sleep is reduced 

d I can only get one half a night’s sleep because of the pain 

e I can only get a couple of hours sleep because of the pain 

f The pain prevents me from sleeping at all 

E: Sitting 
a I can sit in a chair as long as I like 

b I can on sit in my favorite chair as long as I like 

c Pain prevents me from sitting longer than one hour 

d Pain prevents me from sitting longer than thirty minutes 

e Pain prevents me from sitting longer than ten minutes 

f I cannot sit at all because of the pain 

J: Traveling 
a I get no pain while traveling 

b I get some pain while traveling, but it doesn’t interfere 

c Traveling causes pain, but I can stand it 

d Pain restricts the kind of traveling I can do 

e Pain restricts all forms of travel 

f I can only travel lying down 

Directions: Please circle the one choice in each section that best describes how your pain effects you today. 



Name_________________________________________________    Date______________ 

A) GRP1 B) GRP2 C) GRP3 D) GRP4 

    

A) Anemia A) Diptheria A) Polio A) Whooping Cough 

B) Measles B) Hypertension B) Ulcer B) Migraine Headache 

C) Arthritis C) Emphysema C) Eczema C) Gallbladder Disease 

D) Smallpox D) Chickenpox D) Asthma D) Tumor or Cancer 

E) Pleurisy E) Malaria E) Colitis E) Heart Disease 

F) Stroke G) Diabetes G) Gout G) Diverticulitis 

G) Bursitis G) Tuberculosis G) Mumps G) Rheumatic Fever 

H) Pneumonia H) Rheumatism H) Hernia H) Venereal Disease 

I) Epilepsy I) Osteoporosis I) Typhoid Fever I) Kidney Disease 

J) Neuritis J) Hypoglycemia J) Scarlet Fever J) Bowel Obstruction 

K) Hay Fever K) Encephalitis K) Thyroid Disease K) Alcholism 

L) Hepatitis L) Meningitis L) Shingles L ) Chemical 

Dependency 

Please CIRCLE any of the following diseases you may have had: 

Others: 

List_________________________________________________________________________ 

Are You Pregnant?  Y  N 

Additional Information 

 

 _______________________________________________________________________________________________ 

A)Stomach________ G)Colon___________ 

B)Rectum_________ H)

C)Tonsils_________ I)Hernia___________ 

D) J)Uterus___________ 

E) K)Breast(s)_________ 

F)Appendix_______ L)Prostate_________ 

M)

Spinal__________ 

Other:_________ 

 Surgical History: Indicate the Year 

Father (        ) Good Health (        ) 

Age ________ Deceased    Y  N (        ) Heart Disease (        ) 

 (        ) Diabetes (        ) 

Mother  (        ) Stroke (        ) 

Age ________ Deceased      Y  N (        ) Cancer (        ) 

 (        ) Gout (        ) 

Family Health History: father       mother 

Others Please List: 

 

_____________________________________ 


