DeMasi Chiropractic and Wellness Personal injury Questionnaire
Name___________________________________________________ Phone:_____________________________
Address:_____________________________________________________________________________________
City:___________________ State:_________ Zip:___________ Age:___________ Birthdate:________________
Your Ins. Co.______________________________ Policy #_______________________
Agent’s Name and Number:_____________________________________________________________________
Name on Policy (if other than self): _______________________________ Policy #:________________________
Responsible Party’s Name:______________________________________________________________________
Address:_____________________________________________________________________________________
Policy Holder’s Name:________________________________________ Policy #:__________________________
ATTORNEY
Name:_____________________________________________ Phone:___________________________________
Address:_____________________________________________________________________________________
City:____________________________________ State:_________ Zip:___________
NATURE OF ACCIDENT
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Date of the accident_____________.
Where were you employed at the time of the accident? _______________________________.
What were your employment duties? Clerical/Lift Lifting/ Heavy Lifting.
Were you the Driver/Passenger?
Make Model and Year of the car you were in:_____________________________________.
Was the car Moving/Stopped?
What was the estimated speed of your car at impact? ____________.
What part of your car was hit?__________________________________.
What was the make and model of the bullet car? ________________________
What was the estimated speed of bullet car?________.
What size was the bullet car compared to your car? Half/Same/Double.
What was the visibility Clear/Raining/Snowing and road conditions, Wet/Dry/Under Construction?
Were you braced for impact? Y/N.
Did you have your seatbelt on Y/N?
Did you suffer bruising from the seatbelt Y/N?
What position was the head rest? Even with top of head / Even with bottom of head / Even with neck.
Where were your hands positioned on steering wheel? __________________________.
Did you lose consciousness Y/N?
Did the air bags deploy Y/N?
Did the seat break Y/N?
Were any objects thrown around in the vehicle? __________________________.
Did any part of your body strike the inside of the car?______________________________.
Where the brakes applied Y/N?
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Did the police arrive Y/N?
Did anyone receive a ticket or citation Y/N?
Did EMT arrive on scene Y/N?
Did the EMT take you to the hospital Y/N?
What aid did you use after the collision ? _____________________.
What aid are you using now? ________________________.
How did your vehicle leave the scene? Towed/Driven.
How did the other vehicle leave the scene? Towed/Driven.
Estimated damage to your vehicle $________________.

HEALTH HISTORY
Are you currently taking any medications?______________________________________________________________.
List any prior surgeries and approximate dates.__________________________________________________________
Have you had any prior treatment Y/N? If so, please explain_______________________________________________.
Have you experienced any prior collisions Y/N? If so, please explain_________________________________________.
CHIEF COMPLAINT
Please complete a section for each area that is in pain
1.____________________________. How often are you experiencing this pain 0/25/50/75/100 % of the day? On a scale of 0 (no
pain) to 10 (worst pain), how would you rate your pain when it is at its worst ______, and at its best ______. When did the pain
begin, Prior to the collision/immediately after the collision/hours after/the next day? Is the pain currently getting
Better/Worse/Same? Are there any specific actions or positions that INCREASE the pain?
___________________________________. Are there any specific actions or positions that DECREASE the pain?
___________________________________. What type of pain are you experiencing? Dull/Achey/Sharp/Stabbing/Numbness. Do
you have any numbness or tingling in your arms/hands/legs/feet? If so, explain____________________________________. What
time of the day is the pain at its worst? Morning/Noon/Afternoon/After Work/ Before Bed.
2. ____________________________. How often are you experiencing this pain 0/25/50/75/100 % of the day? On a scale of 0 (no
pain) to 10 (worst pain), how would you rate your pain when it is at its worst ______, and at its best ______. When did the pain
begin, Prior to the collision/immediately after the collision/hours after/the next day? Is the pain currently getting
Better/Worse/Same? Are there any specific actions or positions that INCREASE the pain?
___________________________________. Are there any specific actions or positions that DECREASE the pain?
___________________________________. What type of pain are you experiencing? Dull/Achey/Sharp/Stabbing/Numbness. Do
you have any numbness or tingling in your arms/hands/legs/feet? If so, explain____________________________________. What
time of the day is the pain at its worst? Morning/Noon/Afternoon/After Work/ Before Bed.
3.____________________________. How often are you experiencing this pain 0/25/50/75/100 % of the day? On a scale of 0 (no
pain) to 10 (worst pain), how would you rate your pain when it is at its worst ______, and at its best ______. When did the pain
begin, Prior to the collision/immediately after the collision/hours after/the next day? Is the pain currently getting
Better/Worse/Same? Are there any specific actions or positions that INCREASE the pain?
___________________________________. Are there any specific actions or positions that DECREASE the pain?
___________________________________. What type of pain are you experiencing? Dull/Achy/Sharp/Stabbing/Numbness. Do
you have any numbness or tingling in your arms/hands/legs/feet? If so, explain____________________________________. What
time of the day is the pain at its worst? Morning/Noon/Afternoon/After Work/ Before Bed.

NOTICE OF DOCTOR’S LIEN
Patient:_________________________________
Date of Accident:_________________________
I do hereby authorize __________________________________________________________________ to furnish you, my attorney,
with a full report of his/her examination, diagnosis, treatment, prognosis., etc. f myself in regard to the accident in which I was
recently involved.

I hereby authorize and direct you, my attorney, to pay directly to said doctor such sums as may be due and owing him for medical
service rendered me both by reason of this accident and by reason of any other bills that are due his office and to withhold such
sums from any settlement, judgment or verdict as may be necessary to adequately protect and fully compensate said doctor. And I
hereby further give a Lien on my case to said doctor against any and all proceeds of my settlement, judgment or verdict which may
be paid to you, my attorney, or myself, as the result of the injuries for which I have been treated or injuries in connection therewith.
I fully understand that I am directly and fully responsible to said doctor for all medical bills submitted by him for service rendered me
and that his agreement is made solely for said doctor’s additional protection and in consideration of his awaiting payment. And I
further understand that such payment is not contingent on any settlement, judgment or verdict by which I may eventually recover
said fee.
I agree to promptly notify said doctor of any change or addition of attorney(s) used by me in connection with this accident, and I
instruct my attorney to do the same and to promptly deliver a copy of this lien to any such substituted or added attorney(s).
Please acknowledge this letter by signing below and returning to the doctor’s office. I have been advised that if my attorney does
not wish to cooperate in protecting the doctor’s interest, the doctor will not await payment but may declare the entire balance due
and payable.

Dated________________________

_____________________________________________
Patient’s Signature

The undersigned being attorney of record for the above patient does hereby agree to observe all the terms of the above and agrees
to withhold such sums from any settlement, judgment, or verdict, as may be necessary to adequately protect and fully compensate
said doctor abovenamed. Attorney further agrees that in the event this lien is litigated that the prevailing party will be awarded
attorney fees and costs.
Dated________________________

_____________________________________________
Attorney’s Signature

Please date, sign and return one copy to doctor’s office. Also keep one copy for your records.
Doctor:____________________________________
Address:___________________________________
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