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     Elite Chiropractic Accident Report 
 
Patient Name: _______________________________________  Date: ____________ 
Date of Auto Accident ______________  
Have you been a patient here before?  YES  NO    
In the auto accident, were you the:  Driver  Passenger  Pedestrian   
If you are a passenger please locate your position in the vehicle:  

 Front Seat   Back Seat Passenger side    Back Seat Driver Side 
Were you aware of the impending crash?   YES     NO  
Was the car that you were in:     Stopped   Moving 
Where did the car that you were in first sustain impact? 

 Front-end impact  RIGHT side front   RIGHT side rear       Multiple impacts 
 Rear-end impact  LEFT side front      LEFT side rear       Don’t remember 

Were you wearing a seat belt?   YES     NO       
Did the air bag deploy?   YES     NO      
Upon impact which way was your head turned?  

 To Left  To Right  Straight Ahead   Looking Down  Don’t Remember 
Were your hands on the steering wheel?   Left hand  Right hand    Both hands 
Did you strike any portion of your body?  YES  NO 
If yes, which portion of your body did you strike?  
  Head  Knee  Arms  Hands   Shoulders  Other _____________  
What objects did you strike? 

 Steering Wheel  Dash Board   Rearview Mirror  Center Console   Air Bag 
 Side Window  Windshield   Headrest   Side Door     Other__________ 

After the accident were you?  
 Dazed  Unconscious   Cut   Bruised   Abrasions/Scrapes  

Did you experience?  
 Immediate Pain   Gradual Pain   Rapid Heart Rate   High Blood Pressure   Rapid Breathing 

Were any of the listed symptoms present before the accident?  YES  NO    
If YES, please describe? ________________________________________________________ 
Did you go to the Emergency Room, Urgent Care or Doctor?  YES    NO     When ___________ 
If YES, where? ______________________ 
How did you get there?     Ambulance  Drove myself   Friend/Relative   
What procedures were done in the Emergency Room/Urgent Care? 

 Examination  Stitches    X-rays   Collar   Muscle Relaxers   
 Pain Pills   Brace  Other______________   

Did you stay the night in the Emergency Room/Urgent Care?  YES     NO    
Have you seen any other Physicians for this problem?   YES      NO  
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Are you taking any medications?   YES  NO 
Are you pregnant?   YES     NO   If yes, Due Date _____________ 
Do you have a pacemaker or any metal in your body?   YES      NO 
 

 
 

 
Review & Consent  
 I have read the above information and certify it to be true and correct to the best of my knowledge, and hereby authorize this office of chiropractic to provide 
me with Chiropractic care, in accordance with this state’s statutes. I understand that it is my responsibility to bring to the attention of the providing physician ANY new 
information regarding my health and well-being or any changes in health status that would be pertinent to my case management.  
As with any healthcare procedure, there are certain complications which may arise during chiropractic manipulation and therapy.  Some patients will feel some stiffness 
and soreness following the first few days of treatment.  The doctor will make every reasonable effort during the examination to screen for contraindications to care; 
however, if you have a condition that would otherwise not come to our attention, it is your responsibility to inform us.   
 
 

Patient Signature ____________________________________________________________________  Date_____________           

Parent or Guardian Signature __________________________________________________________ Date_____________ 

HEAD & NECK 
 Neck pain   Headaches  Nausea   Loss of balance  Poor concentration  

 Neck stiffness  Dizziness   Irritable  Ringing in ears  Head seems heavy       

 Neck spasms  Depression  Fatigue  Sleeping problems  Visual problems 

 Hand pain   Numbness/tingling hand   Memory problems  

 Arm pain   Numbness/tingling arm    Eyes sensitive to light   

 Shoulder pain  Numbness/tingling shoulder  Grinding sensation in neck  

    

        
 

MID BACK & CHEST 
 Mid back pain   Shortness of breath  

 Mid back stiffness   Sneezing increases pain  

 Mid back spasms   Breathing increases pain  

 Rib/Side pain   Coughing increases pain 

 Chest pain    

 
LOW BACK & LEGS 

 Low back pain   Hip pain   Numbness/tingling in hip 

 Low back stiffness   Thigh pain    Numbness/tingling in thigh 

 Low back spasms   Lower leg pain   Numbness/tingling in lower leg 

 Foot/ankle pain  Numbness/tingling in foot/ankle 

 

CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT 



To: _____________________________

_____________________________

_____________________________

MEDICAL AUTHORIZATION

I hereby consent and request that my chiropractic physicians, at Hooper-Thurston Elite Chiropractic of
Wilson, North Carolina, be permitted to examine and obtain copies of all hospital and medical records of every
sort and kind, interview all doctors and other attendants, and all employees and former employees regarding all
matters relating to examination, diagnosis, care and treatment of myself. This authorization also includes all
information from x-ray films to which you have access.

I understand that I may revoke this Authorization at any time except to the extent that action has been
taken in reliance on it. If I revoke this authorization, I must do so in writing. The process for revoking this
authorization is to notify our facility in writing that you wish to revoke this authorization.

I have been informed and understand that information disclosed pursuant to this Authorization may be
subject to redisclosure by a recipient of such information. It is possible that once disclosed, the privacy of the
information will no longer be protected under federal medical privacy law.

I have read or have had read to me the above authorization and understand it. My signature ensures that
I am the patient named or the patient’s legally authorized representative.

I authorize the use of a copy (including an electronic or faxed copy) of this form.

This authorization expires automatically upon one year after date signed. 

This ________________ day of _________________, _______.

________________________________________
Patient or Guardian Signature

Patient’s Name: ______________________

Address:____________________________

___________________________________

Birth Date:__________________________

Records from: _______________________

To: _____________________________

_____________________________

_____________________________

MEDICAL AUTHORIZATION

I hereby consent and request that my chiropractic physicians, at Hooper-Thurston Elite Chiropractic of
Wilson, North Carolina, be permitted to examine and obtain copies of all hospital and medical records of every
sort and kind, interview all doctors and other attendants, and all employees and former employees regarding all
matters relating to examination, diagnosis, care and treatment of myself.  This authorization also includes all
information from x-ray films to which you have access.

I understand that I may revoke this Authorization at any time except to the extent that action has been
taken in reliance on it.  If I revoke this authorization, I must do so in writing.  The process for revoking this
authorization is to notify our facility in writing that you wish to revoke this authorization.

I have been informed and understand that information disclosed pursuant to this Authorization may be
subject to redisclosure by a recipient of such information.  It is possible that once disclosed, the privacy of the
information will no longer be protected under federal medical privacy law.

I have read or have had read to me the above authorization and understand it.  My signature ensures that
I am the patient named or the patient’s legally authorized representative.

I authorize the use of a copy (including an electronic or faxed copy) of this form.

This authorization expires automatically upon one year after date signed.  

This ________________ day of _________________, _______.

________________________________________
Patient or Guardian Signature

Patient’s Name: ______________________

Address:____________________________

___________________________________

Birth Date:__________________________

Records from: _______________________

X
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