
_________________________________________________________________________________

Auto Consultation History
Your Name:                                                                                                                                                      
       
Date of accident_____________________ Hour___________Am_______Pm________ 

Location_________________________________________________

What is the cost of the repairs to the vehicle you were in?___________________________ 

Were you______driver _______passenger _______ pedestrian.

What is the make___________________Year____________of the vehicle you were in?

Were you struck from______behind______front______right side_____left side_____auto was parked.

Did your car strike others involved?_____yes_____no   Or, did the other car strike yours?

_____yes_____no

List the extent of your injuries as you know them:_________________________________________

List other people in the car:_____________________________________________. 

Did you require post-accident hospital care?_____yes_____no   If yes, where?___________________

Have you lost time from work?_____yes_____no    If yes, dates missed from _________to_________

                                                                                                                                              
Your Main Complaint:                                                                                                                                       
  
Please circle the Quality of the complaint / pain:  dull  aching  shooting  burning  throbbing  deep 
nagging  other __________________

Grade Intensity / Severity (No complaint / pain)  0  1  2  3  4  5  6  7  8  9  10  (Worst possible pain / 
complaint imaginable)

What is the pattern of this problem?           Constant ___, Intermittent ___, Occasional ___ Cyclic ___

Do symptoms interfere with: _____work _____sleep _____  Hobbies _____ Daily Routine
    
Whom have you seen for this? _________________________________________________________

What did they do for your symptoms? ___________________________________________________
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How did you respond? _______________________________________________________________
  
Have you become discouraged about handling this problem?                                                            ______ 
                                                                  
When your problem is at its worst, how does it make you feel?                                                                    

Does handling this problem cause stress for you?                                                                                            

What do you do that makes this problem worse?                                                                                           

What gives you some temporary relief?                                                                                                           

Are you on any type of medication?                    , Please list all:                                                                    

                                                                                                                                                                          

  
Please check any health condition you may be experiencing, now or in the past. 

CERVICAL SPINE (NECK):____________________________________________________________ 
Postural distortions from subluxations, (causing Forward Head Syndrome), in your neck will weaken 
the nerves into your arms, hands and head affecting these parts of your body. Do you experience.. ? 
 Neck Pain  Pain into your shoulders/arms/hands ___L ___R
 Dizziness  Numbness/tingling in arms/hands ___L ___R  
   Visual disturbances  
   Sinusitis  Low Energy/Fatigue  Coldness in hands
   Weakness in grip  Thyroid conditions  TMJ/Pain/Clicking
   Headaches  Recurrent colds/Flu  Hearing problems 

THORACIC SPINE (UPPER BACK):_____________________________________ ________________
Postural distortions from subluxations (resulting from Forward Head Syndrome) in the upper back 
will weaken the nerves to the heart and lungs and affect these parts of your body. Do you 
experience…? 
 Heart Palpitations  Upper Back Pain  Asthma/Wheezing
 Heart Murmurs  Shortness Of Breath 
 Tachycardia  Pain On Deep Inhalation/Exhalation 
 Heart Attacks/Angina  Recurrent Lung Infections/Bronchitis     

THORACIC SPINE (MID BACK):________________________________________________________ 
Postural distortions from subluxations (resulting from Forward Head Syndrome) in the mid back will 
weaken the nerves into your ribs/chest and upper digestive tract, and affect these parts of your 
body. Do you experience ..? 
 Mid Back Pain  Nausea 
 Pain Into Your Ribs/Chest  Ulcers/Gastritis 
 Indigestion/Heartburn  Hypoglycemia 
 Reflux  Tired/Irritable after eating or when you haven't eaten for 
a while 

LUMBAR SPINE (LOW BACK):_________________________________________________________
Postural distortions from subluxations in the low back (resulting from Forward Head Syndrome) will 
weaken the nerves into your legs/feet and pelvic organs and affect these parts of your body. Do you 
experience ...? 
  Low back pain  Constipation / Diarrhea
 Numbness/tingling in your legs/feet ___L ___R   Recurrent bladder infections 
 Coldness in your legs/feet ___L ___R     Frequent/difficulty urinating 
 Muscle cramps in your legs/feet ___L ___R     Menstrual irregularities/cramping (females) 
  Pain into your hips/legs/feet  ___L ____R  Sexual dysfunction 
  Weakness/injuries in your hips/knees/ankles

Is there any other information you would like us to know?                                                                          
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On a scale of 1 to 10, with 10 being the highest, rate your commitment in helping us solve 

this problem:                              

SIGNATURE:                                                                  DATE: _____________________________ 
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