
AUTO ACCIDENT INTAKE FORM 

Last First Middle Birthdate _I 

Address City State Zip_ 

Phone Number (cell)_ (home)_ Today's Date 

Email Occupation Employer 

Spouse's Name_ Spouse's Phone Number 
Who may we thank for referring you to our officc? 

Who is your primary care physician? Phone Number_ 

Date of last physical/exam: 

Date of accident_ Time of accident_ Daylight Dawn Dusk Dark am pm 

Dwet ory Saow e other Road conditions at the time of accident 

Was this accident on the job? OYes No If yes, were you in a company vehicle? Yes No 

Where were you seated in the vehicle? Driver Passenger Rear-seat Other 

Were you aware of the approaching collision prior to impact or were you surprised? Aware Surprised 

Did you lose consciousness upon impact? Yes No 

Did you experience a flash of light or an "explosion' in your head? OYes No 
Did the police come to the scene of the accident?LYes No If yes, was there a report written? Yes No 

Were you wearing a seatbelt? OYes No Ifyes, did you receive any injury or bruising from the seatbelt? Yes No 

Did your head hit the headrest during the accident? Yes No 
Was the position of the headrest altered? Yes No 

Was the seat adjustment altered by the accident? Yes No 

Was the seat broken by the accident? UYes No 

Did the airbag deploy?YesNo If yes, did it strike you?Yes No 

DownRight 

If yes, where? 

OLeft Which way was your head pointing at the time of impact? UStraight 

DLeft Which way was your body pointing at the time of impact?StraightRight 
Where were your hands? One on the wheel Both on the wheel Other 

Were you wearing a hat or glasses at the time of impact? Yes No If yes, were they still on ater impact? UYes UNo 

Did you go to the hospital? Yes ONo Ilyes, when? Lmmediately hours later days later 

Which hospital? 

How did you get to the hospital?. How long did you stay at the hospital? 



What did the hospital do for your injuries? (collars, splints, x-rays, medication, surgery, etc.) 

What areas were x-rayed?. What was their diagnosis? 

What did they recommend for follow-up care? 

Was any other doctor consulted after your accident? Yes |No If yes, plecase complete information below: 

Dr. Specialty: Date first seen: 

Type of treatment:_ Treatment frequency:_ 

Are you still receiving treatment?. 

YOUR VEHICLE 

Please list the year, make, and model of the car you were in: Year Make Model 

Was your car stopped at the time Fimpact? Yes No 
If yes, was the driver's foot on the brake? Yes ONo If no, estimate the speed of the vehicle you were in: mph 

If your vehicle was moving at the time of impact, was it: slowing down Gaining speed Steady speed 
OTHER VEHICLE 

Please list the year, make, and model of the other car: Year Make Model 

Was the other vehicle moving at the time of impact? Yes No 
If yes, what was the approximate sped of the vehicle:_ mph 

At the time of impact, the other car was: Slowing down Gaining speedSteady speed 

AUTOMOBILE INSURANCE INFORMATION 

Driver of the automobile you were in: 

Name of their auto insurance: 

Policy #: Claim # 

Auto insurance phone number: Name of insurance adjuster: 

Driver of the other automobile: 

Name of their auto insurance: 

Policy #: Claim #: 

Auto insurance phone number:. Name of insurance adjuster: 

Have you retained an attorney? Yes No 
If yes, what is their name and phone number?. 



LIFESTYLE INFORMATION 

Do you smoke? Yes No Ifyes, how many packs per week? 

Do you consume alcohol? Yes No If yes, how many drinks per week? 

Do you consume caffeine? Yes ONo If yes, how many drinks per day? 

Do you exercise? Yes ONo If yes, how many times per week?. What type? 

Do you have a high stress level? Yes No If yes, please list reasons:, 

Please list any medications, vitamins, or supplements you are currently taking: 

Name: Frequency:- Dosage: What is this for? 

Name: Frequency: Dosage: What is this for? 

Name: Frequency:_ Dosage: What is this for? 

Name Frequency: Dosage: What is this for? 

OCCUPATIONAL INFORMATION 

Job involves: Sitting Standa Lifting How long?. How much? Ibs. 

Bending Twisting Turningg Stooping 

Physical activity at work: Sedentary Light, manual labor Manual labor Intense, manual labor 

Have you missed any time from work due to the accident? Yes No Ifyes, how many days? 

Dates of work missed:_ 

Are your work activities restricted because of the accident? Yes No If yes, please explain: 

Do any of your work activities aggravate your current complaints? Yes No If yes, please explain: . 



CURRENT COMPLAINTS 

Circle any of the symptoms below you have noticcd since thc accident: 

Numbness/Tingling Vision Problems Headaches/Migraines 
Neck Pain Urinary Problems 

Sleeping Problems 

Paralysis 

Loss of Smell 
Upper Back Pain 
Mid Back Pain 

Iritability 
Digestive Problems 

Low Back Pain Joint Pain/Stifness Tension 

Fainting 
Pins/Needles Feeling 
Upset Stomach 

Difficulty Swallowing 

Shoulder Pain Menstrual Problems 

Depression 
Buzzing in Ears 
Arm/Leg Pain 
Jaw Pain/Clicking 

Dizziness 

Pinched Nerve 
Loss of Sleep 
Loss of Balance 
Chest Pain Sciatica 
Sensitivity to Light Sinus Pain 

Fatigue 
Loss of Memory 

Fever Sore Muscles 

Nervousness Head Feels Too Heavy 
Cold Hands/Feet Other: 

At the time of the accident, did you become or experience any of the following? 

O Disoriented Confused 

D Dizzy D Nauseated 

O Blurred Vision Lightheaded 
O Loss of Balance Ringing/Buzzing in Ears 

Do you still have any of these symptoms? UYes No If yes, which ones? 

SPECIFIC AREAS OF COMPLAINT 

1) Body Part: 

Date symptom first appeared: 

How often do you experience these symptoms? 

Constant 100% Frequent 75% Intermittent 50% Occasional 25% Rare 10% 
What makes these symptoms increase? 

What makes these symptoms decrease? 

Dull Aching Burning Throbbing Numbness Types of pain? Sharp 

Other: 
Please rate the intensity of your symptoms (0 being no pain, 10 being extreme) 

0 1 2 3 4 5 6 7 o8 9 10 

If the pain radiates, where does it radiate to?, 



Date sy ntm tist appeamt 

tlw ottN add yon eNTienee these synptoms? 

Constant 100% Froqnent 75 Intermittent 50% Oecasional 25%Rare 10% 
What makes these sy mptoms inereaNe 

What makes these sy mptoms deenease? 

sharp Aching Burning Throbbing Numbne s of ain 

Oother 
ase rate the intensity of yur synmptoms (0 being no pain, 10 being extreme) 

1 3 6 7 8 9 10 

It the rain radiates, whene does it radiate to? 

3)Bady Part: 
Date sy rmptom first appearod: 

How often do vou experience these symptoms? 

LConstant 100% UFrequent 75% UIntermittent 50%Occasional 25% Rare 10% 

What makas thase symptoms increase?_ 

Whar makes these symptoms decrease? 

Types of pein? Sharp Dull Aching Burning Throbbing Numbness 
Other 

Piease rare the intensiry of your symptoms (0 being no pain, 10 being extreme) 

2 1 2 3 4 5 6 7 8 9 10 

fhe pain radiates, where does it radiate to? 

Ortber body parts affected- Very important to be thorough and list everything. (shoulders, knees, head, wrists, etc.)? 

Ary other additional information: 

T hereby ceify that the tatements and answers given on this form are accurate to the best of knowledge and understand it is my 
responsibility to inform this office of any changes in my health. I agree to allow this office to examine me for further evaluation. 

Patient Signature Date 



Pesta Chiropractic 

Michael J. Pesta, D.C. 

MEDICAL REPORTS & DOCTOR'S LIEN 

I do hereby authorize PESTA CHIROPRACTIC (Dr. Michael Pesta) to furnish you, my 
attorney/insurance carrier, with a full report of the examination, diagnosis, treatment, 
prognosis, etec., of myself in regards to the accident in which I was involved. 

I hereby irrevocably authorize and direct you, my attorney/insurance carrier, to pay 
directly to said doctor sums as may be due and owing him for medical services rendered 
me by reason of the accident and to withhold such sums from any settlement, judgment or 
verdict as may be paid to you, my attorney/insurance carrier, 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 services rendered me and that this agreement is made solely 
for said doctor's additional protection and in consideration of his awaiting payment. I 
further understand that such payment is not contingent on any settlement, judgment or 
verdict by which I may eventually recover said fec. 

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 will require me to make 
payments on a current basis. I waive the Statue of Limitations regarding my Doctor's 
right to recover. 

Print Name 

DATE: 
Signature of Patient 

The undersigned, being attorney/insurance adjuster 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, judgments or verdict as may be necessary to adequately protect said 
doctor named above. 

DATE 
Signature of Attorney 

Please date, sign, and return one copy to: 

Dr. Michael Pesta 
PESTA FAMILY CHIROPRACTIC 

6881 S Holly Circle Suite 204 
Centennial CO 80112 

303-489-1349 drmikepesta@yahoo.com 



Informed Consent to Chiropractic Treatment 
The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in 
order to move your joints. You may feel a "click" or "pop", such as the noise when a knuckle is 
"cracked', and you may feel movement of the joint. Various ancillary procedures, such as hot or cold 
packs, electric muscle stimulation, therapeutic ultrasound or dry hydrotherapy may also be used. 

Possible Risks: As with any health care procedure, complications are possible following a 
chiropractic manipulation. Complications could include fractures of bone, muscular strain, 
ligamentous sprain, dislocations of joints, or injury to intervertebral discs, nerves or spinal cord. 
Cerebrovascular injury or stroke could occur upon severe injury to arteries of the neck. A minority of 
patients may notice stiffness or soreness after the first few days of treatment. The ancillary 
procedures could produce skin irritation, burns or minor complications. 

Probability of risks occurring: The risks of complications due to chiropractic treatment have been 
described as "rare", about as often as complications are seen from the taking of a single aspirin 
tablet. The risk of cerebrovascular injury or stroke, has been estimated at one in one million to one in 
twenty million, and can be even further reduced by screening procedures. The probability of adverse 
reaction due to ancillary procedures is also considered "rare". 

Other treatment options which could be considered may include the following: 

Over-the-counter analgesics. The risks of these medications include irritation to stomach, 
liver and kidneys, and other side effects in a significant number of cases. 

Medical care, typically ant-inflammatory drugs, tranquilizers, and analgesics. Risks of these 
drugs include a multitude of undesirable side effects and patient dependence in a significant 
number of cases. 

care adds risk of exposure to virulent Hospitalization in conjunction with medio 
communicable disease in a significant number of cases. 

.Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as 
well as an extended convalescent period in a significant number of cases. 

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and 
other degenerative changes. These changes can further reduce skeletal mobility, and induce chronic 
pain cycles. It is quite probable that delay of treatment will complicate the condition and make future 
rehabilitation more difficult. 

Unusual risks: I have had the following unusual risks of my case explained to me. 

T have read the explanation above of chiropractic treatment. I have had the opportunity to have any 
questions answered to my satisfaction. I have fully evaluated the risks and benefits of undergoing 
treatment. I have freely decided to undergo the recommended treatment, and herby give my full 
consent to treatment. 

Patient Printed Name Patient Signature Date 

Witness Printed Name Witness Signature Date 


