
KAKLEAS
CHIROPRACTIC INC

ACHIROPRACTIC AND
PHYSICAL THERAPY CENTER

PERSONAI. INJURY QUESTIONNAIRE

EMAiL 
'FULL NAI,TE TEL #

ADDRESS
AGE

CITY ZTP
BIRTHDATE

spoUSErffire
Employer
TeI #

Bnpl,oyer AddFess
Occupation

YOUR AUTO INSURA}ICE XNE'ORMATTON:

Nane of Insured Po1icy #Insurance Conpany TeL #
Address city_ ZTP-AmountrurreunL or ..$eqrcar paymenu,, Adjuster
PLEASE GrvE us A coPY or fficn or yffi

sExW -Z--BIRTHDATE

AUTO INSURANCE OF

Name of Insured

THE OTHER PARTY INVOTVED:

Policy #
Tel #

-city-

Insurance Conpany
Address ZLP

Relationship to you

Ad j ust,eE

YOUR HEALTH INSURAI{CE TNFORMATION:

Narne of Insured
Insurance Conpany
croup or pl,an #

ATTORNEY

Attorney
Address

ACCIDENT iWTONUEUON INin detail:

Insured SS#pieese a;- b "ffi"$8tk"

zip

your own words pJ.ease describe the accident

INFORMATION (IF APPI,ICABLE) :

Nane Tel #rc

Date of Accident_/_/ Time of Day am/pm



Page 2

Wereyou: ( )Driver ( )Passenger ( ) Front Seat ( ) Back Seat

How many passengers were in your car with you?:

WasthereapoliceReport?: ( ) YES ( )NO

CIMCK SYMPTOMS YOU IiAVE NOTICED SINCE ACCIDENT:

o Headactre o hritability o numbnessin Toes o Facellushed

(j N"* nui" (i Cnest fain ( ) Shortaess Breattr ( ) buzzinq_in.ears

iiNeck Stitr i j oir"ittes. i ) rutigue O Loss of Balance

ii ste"pine koblems ij Heao seams heavy ( ) oepression ( ) Faintin-g

g Back pain i j ei"r & Needles iti *to 0 tight bott ett eytt O Loss of smell

( ) Novousness ii pi"t & Needles in legs ( ) I.ois of memory ( ) !g* of taste

O Tension i jttumt^ess in fingos () Earsringing O Dianhea

( ) Feet Cold
( ) Ilands Cold
( ) Stomach UPset
( ) Constipation
( ) Cold Sweats
( ) Fever
( ) othu

Symptoms other than above:

Did you receive any other medicaV Chiropratic care directly affer the accident: ( ) YES ( ) NO

If yes, please describe:

Please describe your PRESENT symptoms and complaints:

Since the car accident, have your symptoms:
( ) Improved ( ) Stayed the same ( ) Gotten Worse

Do vou notice restrictions in any other area of your life as a result of this accident?:

Have you lost any time from work as a result of this accident?:

Did you have any physical complaints before the accident?:

o YES

o YES

oNo

( )No
Please Describe:

Other pertinent information:

Signed:

Legal guardian (if aPPlicable)

Date:

Date:


