New Patient Information

Name: D ate:
Address: Email:
City : ST: Zip:
Home Phone: Work Phone:

Date of Birth: M arital Status: S M D W Social Security No.:
Occupation: Employer:

In case of emergency, please contact:

Name: Phone:

Referring Physician: Phone:

Accident Information D ate of Accident: Time of Accident:

Were you the: “ Driver “ FrontPassenger “ Rear Passenger “ Pedestrian

Please describ e the accidentin yourown words:

Make and model of the vehicle you were in:

Were you wearing a seat belt? “ Yes “ No If so, whattype? “ Shoulder * Lap

Was th e vehicle equipped with airbags? “ Yes “ No If yes, did they inflate properly? “ Yes “ No
Did your vehicle have a headrest? “ Yes “ No If yes, what po sition wasitin? “ Low “ Mid “ High
Did your carimpact anothercar? “ Yes “ No Did yourcarimpact astru cture? “ Yes “ No

Did any part of your body strike anything in the vehicle? *“ No “ Yes

Was the impactfrom the: “ Front * Rear “ Left “ Right “ Other

Atthetime ofimpact, where were you looking?

Were both hands on the steering wheel? “ Yes “ No If not, which hand was on thewheel? “ L * R
Was your footon the brake? * Yes “ No If yes, which footwason the brake? “ L * R

“ “

Were you: Surprised by the impact Braced for the impact

What speed were you traveling? What speed was the othercartraveling:

Driving conditio ns: Dry “ Wet “ Icy “ Other

Client Condition

“

Were you unconscious immediately aftert he accident? Yes “ No

Please describ e how you feltim mediately after the accident:




Treatment

How to rate your symptoms on a pain scale of

10: The painisinten se, constant, greatly restri  cts
activities, and it is impossibleto go more than5
minu tes wit hout awareness of the pain.

9: The painisinten se, constant, greatly restri  cts
activities, butitis possible toforget aboutthe pain
for up to 15 minute s at a time.

8: The pain is signi ficant, moderately in tense at times,
but not constant. Most activiti es are affected, and
you think aboutitonce ortwice an hour.

7: The pain is signi ficant at times, but never  inten se
and not constant. Most activiti es are affected, and
you think aboutitonce ortwice an hour.

6: The painis moderate, yet too frequent to igno re.
Some activiti es are affected. Hours can go by without
being aware of t he pain.

1to10:

5:

Did you go to th e hospital (urgentcare)? “ Yes “ No Were X-raystaken? “ Yes “ No MRI?“ Yes “ No
When did you go? “ Immediately after th e accident “ Thenextday “ 2or more days after
Diagnosis

Treatment received

Symptom s and/o r Injuries

Have you been ableto work since theinjury “ Yes No

Has thisinjury influenced your work performance? “ Yes “ No Ifyes, how?

If you have had any of the following symptom s since your injury, please check the appropriate box:

“ Aching “ Difficulty eliminating “ Fatigue “ Radiating Sensation “ Stress

“ Blurred vision “ Discomfort “ Headaches “ Sharp pain “ Swelling

“ Breathing diffic ulty “ Disorientation “lrrit ability “ Shooting pain “ Tenderness
“ Burning sensation “ Dizziness “ Muscle spasms “ Sleep diffic ulty “ Throbbing
“ Coughing “ Dull pain “ Nausea “ Sneezing “ Tightness
“ Cracking noises “ Ear buzzing “ Numbness “ Soreness “ Tingling

“ Cramping “ Ear ringing “ Popping sounds “ Stiffness “ Weakness
“ Difficulty arising

Symptoms are in the:

“ Head “ Jaw “ Neck “ Wrists “ Hands g

“ Hips “ Thighs “ Legs “ Ankles “ Feet

“ Chest “ Shoulders *“ Buttocks “ Abdom en

“ Back:“ Upper “ Middle “ Lower

Symptom s are worsened by:

“ Driving Exercise “ Lifting “ Bending

“ Cold “ Work “ Standing “ Sitting

“ Twisting “ Walking “ Daily activity

“ Other

Symptom s are eased by:

“ Lying down “ Resting “ Hot packs “ Cold packs

“ Medication “ Massage “ Stretching “ Activity >

“ Other Using the scale below, mark the affected

areas with the appro priate numbers.

The pain is moderate, yet too freque  ntto ignor e. Almost
no activiti es are affected. Hours can go by wit hout being
aware of t he pain.

The painis little more than a nuis ance, and you go
thro ugh y our whole day freq uently aware, but not really
affected by it.

The pain is little  more than a nuisance, your  awareness of
the pain may be a bsent for a whole day at atime, and you
are neve r affected by it.

At it's worst, the painis best describ ed as uncomfort able.
Days can go by without bei ng aware of it.
At it's worst, the painis best describ ed as uncomfort able.

Your symptoms do not recur m ore freq uently thanonce a
week.



Medical History
YES NO
“ “ Are you wearing any medical devices? “ Contacts “ Dentures “ Hearingaid “ Other
“ “ Do you currently have any of the following: “ Insect bites “ Poison Ivy, Oak or Sumac
“ Skin disorders: * Rash “ Fungus “ Eczema “ Psoriasis “ Infection * Other
“ Allergies - “ Oils * Nuts “ Skin careingredients “ Other
“ “ Are you under the care of a physician for any reason? Please explain
“ “ Are you taking any medications:? If yes, when was your last do se?
“ “ Any recent/c urrentillnesses?® Infectious “ Viral * Bacterial “ Other
“ “ Have you ever been diagnosed with any oft he fol lowing conditions?
“ Arthriti s T ype and locatio n(s)
“ High blood pressure “ Low blood pre ssure “ Aneurysm “ Embolism “ Other
“ Heart disease
“ Diabetes- “ Typel “ Typell “ Other
“ Cancer- Type and location(s)
“ Spinal condition- “ Scoliosis “ Osteoporosis “ Spondylolisthesis “ Other
“ Other medical condition(s)
Date(s) of di agnosis of an y of t he above conditions
“ “ Have you ever had surgery? Affected area(s) of th e body Mo/ Yr
“ “ Do you have any needs that require sp ecial attention?
“ “ Do you have any questions before we get started ?
Other:
For women only:
YES NO Menstrual: * Pain/ Cramping “ lIrregularity “ Other
“ “ Are you now pregnant? What trimester? Any problems?

General Understanding

I und erstand that medical massage therapy and other related healthcare services from this office is not in any

way to be used instead of or in place of consulting a phy sician for diagnosis and t reatment of any phy sical

symptoms, butto be used in conjunction with oron the advice, referralor prescription of my physician(s).
Please initial.

CANCELLATION POLICY

Your scheduled appointm ents are reserved exclusively for you. Slainte Medical Massage takes pride in ke eping

allyour appointments as scheduled. Please call as soon as you know you cannot m ake an appointment. All

cancellations made after 5pmt he business day before will be billed for the time reserved or charged to your

account. Your courtesy and cooperation in enabling the best possible care forallof our p atients is appreciated.
Please initial.

By my signature, | verify that all information provided on the previous three pages istrue and correct to the
best of my knowledge. | promise to keep my healthcare providers updated on any changesin my health and
residence. |l authorize paymentof insurance benefits billed for services rendered by this office to be paid
directly to this office for said services. | authorize this office to release any informationin its possession
requ ested by my insurance company to pro cess claims.

Patient (or Guardian) Signature: Date:
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