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Owens Chiropractic P.S. 
Owens Chiropractic PS  32123 1st Ave S., Suite A-3  Federal Way, WA 98003 (P) 253-831-4637 

  

 

New Patient Intake 

 

Personal History: 

 
Name: ___________________________________ Date: ____________ 

Address: ________________________________  City:_______________ State:_________  Zip:_________ 

Home Phone: ____________________________   Cell Phone: ____________________________________ 

E-mail: _________________________________   Birth Date: _____________ Age:______ Sex: M__ F__ 

SSN:   _________________________________    Driver’s License #: ______________________________ 

Circle: Single    Married    Divorced    Widowed    Other Height: ____________ Weight:_____________ 

 

Who may we thank for referring you to the office: ______________________________________________ 

 

Emergency Contact: ________________________________ Phone: _______________________________ 

Relationship: _____________________________________ 

 

MVC Questionnaire 

Date of Accident: ____________________________ 

Your Insurance 

Claim # _________________________  Policy # ________________________ 

Insurance Company _______________________________________________ 

Address ________________________________________________________ 

Adjuster ________________________   Phone # ________________________ 

Year & Model of your car: _____________________________________________ 

Who owns the car?_ _________________________________________________ 

Third Party Insurance (The Person That Hit You) 

Claim # _________________________  Policy # ________________________ 

Insurance Company _______________________________________________ 

Address ________________________________________________________ 

Adjuster ________________________   Phone # ________________________ 

Driver's name _________________  Address ___________________________ 

Driver of Car: ______________________________________________________ 

Who owns the car?_ _________________________________________________ 

Year & Model of the other car: ________________________________________ 

Time of Accident: _________________ AM/PM 

Location of Accident: ________________________________________________ 

Where were you seated?______________________________________________ 

Visibility at the time of the accident:   good    fair   poor    other________________ 

Road conditions at the time of the accident:   icy    wet    rainy    clear & dry  

   dark    other (describe):  ____________________________________________ 

Where was your car struck? 
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 In your own words please describe the accident in detail: 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

_____________________________________________________________________ 

 

Type of accident:   broad-side collision   head-on collision   front impact  

  rear-end car in front    rear impact   non-collision   other_______________ 

1) At the time of the accident, recall what parts of your head/body hit anything on the inside 

of car? __________________________________________________________________ 

2) Did you see the accident coming?    yes    no 

3) Did you brace for the impact?     yes    no    not sure/can't remember 

4) Does the vehicle have airbags?    yes    no  

If yes, did the airbags deploy?    yes    no 

5) Were seatbelt's worn?    yes    no  

6) Were shoulder harnesses worn?    yes    no  

7) How was the shoulder harness adjusted?    doesn't apply    snug    loose 
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8) Does the vehicle have headrests?    yes    no    not sure 

• If yes, what was the position of the headrests compared to your head at the time of the    

accident? 

__ top of headrest even with the bottom of head 

 __top of headrest even with the top of head 

 __top of headrest even with the middle of head 

 __top of headrest even with the middle of the neck 

       __other: __________________________________ 

9) Was the car braking at the time of the accident?    yes    no   

1. Was your car moving at the time of the accident?    yes    no   

2. If yes, how fast would you estimate you were going? ______________ mph 

3. How fast would you estimate the other car was going? _____________mph 

4. Head/body position at the time of impact: 

  head turned left/right     body straight in sitting position 

  head looking back     body rotated right/left 

  head straight forward     other: _______________________ 

5. As a result of the accident you were:    in shock    rendered unconscious  

      dazed    circumstances vague    other: ____________________________  

6. If unconscious, how long? _______________________________________ 

7. Were you wearing hat or glasses? (please circle what you were wearing):    yes  

  no 

8. Could you move all parts of your body after the accident?    yes    no  

9. If no, what parts couldn't you move and why? _______________________ 

10. Were you able to get out of the car and walk unaided?    yes    no 

11. If no, why? ___________________________________________________ 

12. Did you get any bruises?    yes    no   If yes, where? __________________ 

13. Did you have any bleeding cuts?    yes    no   If yes, where?____________ 

14. Please describe how you felt: 

Immediately after the accident: ___________________________ 

Later that day: _________________________________________ 

The next day: _________________________________________ 

15. Check symptoms that have appeared since the accident: 
__ Lumbar Pain __ Rt Shoulder     __Dizziness/ Vertigo      __ Other 

__Thoracic Pain          __Lt Shoulder      __Light Headed              ________ 

__Cervical Pain __Rt Elbow                 __Forgetful                     ________ 

__Lt Hip   __Lt Elbow                 __Anxiety                       ________ 

__Rt Hip  __Rt Elbow                 __Depression 

__Lt Knee                   __Lt Hand             __Irritability 

__Rt Knee                  __Rt Hand                   __Jaw Pain Clicking 

__Lt Foot  __Headaches              __Extremity Paresthesia (Tingling) 

__Rt Foot  __Migraines               __Extremity Numbness 

 

16. Occupation: __________________________________________________ 

17. Employer: ____________________________________________________ 

18. Have you missed time from work?    yes    no    

19. If yes, full time off work: __________________ to ___________________ 

20. If yes, part time off work: __________________ to ___________________ 
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21. Did you seek medical help immediately after the accident?    yes    no    

22. If yes, how did you get there?    someone else took me    police   ambulance   

  drove my own car    other: _____________________________________  

23. Doctor # 1 Name: ______________________________________________ 

24. First visit date: ________________________________________________ 

25. Where X-rays taken?    yes    no    

26. Did you receive:    collar    brace (s)    medication (s)    other:_________ 

27. If yes to medication (s), what did you receive? _______________________ 

____________________________________________________________ 

28. What benefits did you receive from your visit? ______________________ 

29. Date of last treatment? __________________________________________ 

30. Do you have an attorney for this claim?    yes    no 

31. If yes, who? __________________________________________________ 

Address: _____________________________________________________ 

City: _____________________________ State: _______ Zip: __________ 

Phone: ______________________________________________________ 

 

Past Health History: 

 

Your medical Doctor’s name: ______________________ Phone Number: ______________ 

Any conditions He/She are treating you for: ______________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

 

Please list the dates for ALL that you have had: 

Major surgeries:________________________________________________________________ 

_____________________________________________________________________________  

______________________________________________________________________________ 

 

Broken Bones: _______________________________________________________ 

 

Hospitalizations: _________________________________________________________ 

 

Loss of Consciousness/Concussions: _________________________________________ 

 

Prior Chiropractic Care: ___________________________________________________ 

 

Have you tested HIV Positive? Yes    No 

 

Check any diseases you may or have had: 
__Pneumonia  __Mumps __Cancer  __Polio  __Rheumatic Fever 

__Small Pox  __Measles __Heart Disease __Epilepsy  __Rheumatoid Arthritis 

__ Tuberculosis __Pleurisy __Thyroid Disease __Mental Disorders __Auto Immune Disease 

__ Whooping Cough __Diabetes __Influenza  __Eczema  __ Chicken Pox 
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Check any of the following Conditions you have had in the past six months: 
__ Low back pain __Gas/Bloating         __Muscle Weakness     __ Foot Pain 

__ Mid back pain __ Heartburn          __ Muscle Twitching/ Spasm    __ Headache 

__ Neck Pain  __ Black/ Bloody Stools     __ Tremors      __ Walking Problems      

__ Arm Pain  __ Colitis          __ Swollen Joints     __ Joint Pain/Stiffness  

 

Nervous System 
__ Nervousness  __Stress   __Memory Loss (short or long term)    __Depression 

__ Numbness/ Tingling __Paralysis   __ Stroke         __ Seizure 

__ Forgetfulness  __Confusion   __ Extremity Weakness       __Fainting 

__ Cold Extremities   

 

Cardiovascular      General 
__ Chest Pain   __Rapid heartrate  __ Fatigue       __ Hemorrhoids 

__ Shortness of Breath __Poor circulation  __ Malaise       __ Liver Disease 

__ High Blood Pressure __Edema   __ Loss of Sleep   __ Sexual Dysfunction 

__ Heart Arrhythmias  __Varicose Veins  __Night Sweats    __Weight Issues 

__ Lung Disease  __ Asthma 

 

Gastro-Intestinal      Genito-Urinary 
__ Pain over stomach  __Diarrhea  __ Bladder Leakage     __ Kidney Stones 

__ Poor/ Excessive Hunger __Constipation __ Painful Urination       __ Kidney Infection 

__ Excessive Thirst  __ Gas/ Bloating __ Excessive Urination   __ Prostate Issues 

__ Frequent Nausea     __ Bloor in Urine 

__ Vomiting         __ Bed Wetting 

 

EENT 

__ Sore Throat __ Vision Distortion  __Nose Bleeds 

__ Ear Ache  __ Dental Problems  __ Hay Fever/ Allergies 

__ Tinnitus  __ Deafness   __ Frequent Sickness 

__ Hearing Difficulty __Ear Discharge  __ Sinus Issues 

__ Eye Pain  __ Nasal Issues  

 

Female Health 
__ Menstrual Irregularity __ Dysmenorrhea __ Vaginal Pain/ Infection 

__ Menstrual Cramping __ Breast Pain  __ Premenstrual Dysfunction 

__ Excessive Flow  __ Lumps  __ Premenstrual Disorder 

 

Family Health History 
Mother 

__ Diabetes __Heart Disease   __ Kidney Disease __ Cancer      __ Back Issues 

 

Father 

__ Diabetes __ Heart Disease  __ Kidney Disease __ Cancer      __ Back Issues 

 

Siblings 

__ Diabetes __ Heart Disease __ Kidney Disease __Cancer __ Back Issues 

 

 
 


