
Inner Health Chiropractic
N Our mission is to educate and adjust as many families as possible toward optimal health through natural chiropractic care N

Patient Information

Date: _ Patient No: _

Name: __
SS#:

First MI last (please print)

Address: City: State: ZIP: _

Home Phone #: Work Phone#: ext Cell#: _

Sex: o Female OMaie Age: Birth Date: _

Are You: OMinor OSingle OMarried oDivorced OWidowed OSeparated

Your Employer: Occupation: _

BusinessAddress: City: State: ZIP: _

Spouse'sor Parent's name: Workplace: _

Work Number: Other: _

Person to contact in caseof emergency: Phone #: _

Whom may we thank for referring you to us?: ...:..- _

Insurance Information

Name of Primary Insurance Company involved: _

Complete Name of the Insured: _

ClaimsAdjustor's Name: Claim #: _

Address: Phone #: _

Attorney Information

Name: Phone#: ___

Address: City: State: ZIP: _

Health Insurance
This office wiUverify insurance coverage for you. This is done as a courtesy for you, so please attach

Insurance Card if available, and return to chiropractic assistancewith this intake request.

------------------------------------CONFIOENiIAl--------------------------------------------
120 CapcomAve Ste 104 - Wake Forest, NC27587 - office (919) 570-9097 - fax (919) 570-9094



I
VEHICLE ACCIDENT INFORMATION

Patient Information
Date:

Patient Name:

Date of Accident: Time of Accident: oa.m.op.m.
Please describe the accident in your own words:

,

Were you the: oDriver oFront Passenger How many people were
ORear Passenger OPedestrian in the accident vehicle?

Accident Site
Road/Street Name:

City/State:

Nearest intersection with road/street:

Driving Conditions: ODry OWet Ofcy
oOther:

Which direction were you headed?

Speed you were travelling?

Vehicle
Make and model of vehicle you were in:

Were you wearing a seatbelt? DYes oNo
If yes, which type? OLap OShoulder
Did the vehicle have airbags? OYes oNo
If yes, did they inflate properly? DYes oNo
Did your seat have a headrest? DYes oNo
If yes, what was the position of the headrest?

oLow oMidposition oHigh

Other Vehicle
Make and model of the other vehicle:

Which direction was the other vehicle headed?
Speed other vehicle was travelling:

Impact
Did your car impact another car?
Did your car impact a structure?
If yes, explain:

DYes DNo
DYes ONo

Did any part of your body strike anything in the vehicle?
DYes oNo

If yes, explain:
Was the impact from:

OFront ORear DLeft DRight
OOther _

At the time of impact, were you:
OLooking up DLooking to the right
Looking to the left Dlooking down

OLooking straight ahead

Were both hands on the steering wheel? DYes ONo
If no, which hand was on the wheel? ORight Oleft

Was your foot on the brake?
If yes, which foot was on the brake?

DYes oNo
oRight 0 Left

Were you: oSurprised by the impact
OBraced for impact

Police
Did the police come to the accident site? DYes ONo
Were there any witnesses? DYes oNo
Was a police report filed? DYes ONo
Was a traffic violation issued? DYes ONo

---·---·---------·-----------------CONFIDENTIAl-------------.,.-------------------------
120 Capcom Ave Ste 104 - Wake Forest, NC 27587 - office (919) 570·9097 - fax (919) 570-9094
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