
PATIENT INFORMATION 
Informacion del Paciente 

Home Phone _________ 
Tel. Casa 

Soc. Sec # Work Phone---------------------Seguro Socic-al;---------Tel. Trabajo --------­

~E~!~~~~·-------------------- ~..,_;__r_------~~~o- ~~~- ~-
Age Birthdate Single Married_ Date your pain began_.,.-,-­___ Did it occur suddenly_ or gradually_
EClad- Fecha de nacimient Solterola Casado/a Fecha del comienzo ae su dolor Le ocurdo repentinamente 0 gradua/mente 

Patient Employed Occupation Number of years doing current job__ 
Pac/ente empleado Ocupacion Cuantos anos tiene en este trabajo 

Whom may we thank for 
A quien se 1e agradecera por refi~rir.;~7ii?------
In case of emergency who should be notified? 
En caso de emergencia a quien se Ie notlficara? 

Pain Stiffness Tingli.ng
Dolor Tieso Hormlgueo 

P S T N Neck Cuello 
P S T N Mid back 
P S T N Low back Cintura 
P S T N Shoulder Hombro 
P S T N Arm Brazo 
P S T N Hand Mano 
P S T N Hip Caders 
P S T N Knee Rodil/a 
P S T N Leg Pierna 
P S T N Foot Pie 
P S T N Chest 
P S T N Head Cabeza 
P S T N Eyes I Ears Ojos /orejas 
P S T N Abdominal Estomago 

Other symptoms than above 
Otros sfntomas no mencionados----------...;:;: 

Have you lost time from work? Yes No 
A perdldo tiempa en su trabaja Sf No Cuantos 

Phone----Telefono--------­

Have you gone to the 'emergency room for this condition? Where___________ 
A hido al cuarto de emergencia por esta condicion?(estada) Sf No Oonde 
Have you been hospitalized for this condition? Yes _ No Date Which hospital,_____________ 
A ustea sldo hosp/talizado por esta condic/on (estado) Sf No Fecha---- Que hospital 

Have you seen any other doctors for this condition? Yes _ No Date Dr. 
A visto a/gun otro doctor/a por esta condicion (estado) Sf No Fecha Ooc-,--to,.....,r-------------­

Address City State Zip Phone________ 
Direccion Ciudad Estado Cod/go postal Telefono 

Time Am Pm.".....------+,iempo Am Pm 

# of persons in your vehicle 
r,;,~!_-=-=r-------- Numero de personas en su vehlculo 

Were you the driver passenger Pedestrian 
Usted era el conductor pasajero peaton 

Did your vehicle strike another vehicle after impact Yes No 
Despues del impacto, su vehfculo choco a otro vehfculo? Sf No 

How many times was y,our vehicle struck 
Cuantas veces recibio et impacto su vehfculo"-­

You were hit from the rear front right side 
Recibi6 el impacto por: atras enfrente laClo Izquierdo 

Were you repared for the impact Yes No 
Estaba p arado/a para el impacto? Sf No 

left side 
la::b r:BechJ 

Who was cited You The driver of your vehicle The driver 
Quien rue citado Usted EI conductor de su vehfculo EI otro 

of the other vehicle How fast were you going_______ 
conductor del vehfculo Que tan rap/do iDa 

You were headed South North East West 
Usted se dirigia : Sur Norte Este Oeste 

on St Ave Rd 
en Calle Ave Rd 

Describe your symptoms immediately after the accident: 
Describa los sfntamas Inmediatamente del accidente: 



INSURANCE INFORMATION/Informacion sobre la aseguranza 

Insuffincecompanlname(~yourv~rlH~~,~~~~~~~~~~~~~~~~~~~~~~Phone~~~~~~~~
Nambre de /13 compafJia de aseguranza TeJefono 

Have you contacted the insurance company? Yes 
Se a comllnicado con su aseguranza? Sf 

Have you been contacte9 by the insurance company?
La aseguranza se a camumeado con usted ? 

State Zip
".r--.---~~-~~- Estado Coa=ig=o-::p=o=st=aJr---­

~rfiiii1AAtm---------- Policy
f1. Numero 

No 
No 

Yes 
Sf 

~~.;--:-_____ Who did you speak
Con qu/en hab/o 

No Date=:-­___ Who did you speak with_______ 
No Fecha Con quien hablo 

OTHER VEHICLE INSURANCE INFORMATION/Informacion sobre el otro conductor 

Insurance company's PhoneNombre de 113 campania fe'~iieGUi~"fa~~~~-~~~~~~~~~~~~~~~~-~- TeJefona::--~~-~~~-

Insured's name PhoneNombre del aseg:-:-:-ur.=ac:::ldoC:=--~~-~~~-~~~~~~~~~~~~~~~~~-~~---Teiefono=--------­

Phone
cmXru~r-~~~-~---~--~--~~~-~-~--~--~---~-TeJerono::---~~-~-~ 

State Zip
r":::::'::::·u.':.;-~---~----~--~--~-~-~- :::::;}_.,~,-=-=r--~~---- Estado--- C6a=,g=o-::-p:::-Ca:-:s=ta"'J~---

'::.'':'ItU_~~VI.--':'______________ Claim #-:::r::---'::r:-~=----~------ Policy
Numero de demanda Numero 

Have you contacted the insurance company? Yes No Date With whom did you speak,_________ 
Se comunicado con su aseguranza ? Sf No Fecha Con quien hablo 

Have you been contacted by the insurance company? Yes No with whom did you speak,_______ 
La aseguranza a comunlcado con Listed ? Sf No Con quien hablo 

GROUP HEALTH INSURANCE INFORMATIONI Aseguranza de SaIud 

(If ,applicable)
(Sf ap/ica) 

ATTORNEY INFORMATION/Informacion sobre el abogado 

~2~~!~;~~-------------------- State . Zip;;;;::"~;;:r-~--~--- Estado__- Cod=/g=o-::p=o=sf=a/r---­

- ASSIGNMENT OF BENEFITSI Beneficios de asignacion 

I authorize payment of the benefits relating to this claim to be paid directly to: 
Yo autorizo 131 pago de los benefic/os relacionaiJos a asia demanda para que sea pagada directamente a: 

I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsable for 
Yo entiendo c/aramente y estoy de acuerdo que todos los servicios que se me hagan sean cobrados directamente a mi; yo persona/mente me 

payment. I also understand that if I suspend or terminate my care and treatment any fees for professional services rendered me 
nago responsable por e/ pago. Tamb/en entiendo que sf yo paro 0 suspendo mt tratamiento y ClJtdado de los servie/os profesionales hac/a mi 

will be immediately due and payable.
persona seran inmeaiatamente pagados. 

Patient'sSignature~__~__~__~___~__~~__~__~~_ Date::--___~_____ 
Firma del paciente Feeha 


