
 
 
 
 

NOTICE:   If you were injured on the job, you must REPORT THE INJURY to your employer.   
Failure to do so will result in denial of any payment.  In the event that your workers’ 
compensation insurance will not cover, you are responsible for your bill.  Thank you. 
 
 
Patient Information:   
Today’s Date______________________ 
Name___________________________________________  Date of Birth_________________ 
Address_______________________  City______________ State_____  Zip________________ 
Home Phone______________  Work Phone_______________  Cell Phone_________________ 
Height_____’ _____”   Weight________lbs   Marital Status_____________________________ 
If minor, name of parent or guardian_______________________________________________ 
 
Employer Information: 
Employer Name_____________________________  Address___________________________ 
Name of person you reported the injury to:__________________________________________ 
Is this person your supervisor? Yes/No   If no, supervisor’s name_________________________ 
Please explain how the accident happened:__________________________________________ 
_____________________________________________________________________________ 
Date of injury_____________________ Time____________  AM or PM 
Did you feel pain immediately at the time of injury? Yes/No  If yes, where?_________________ 
_____________________________________________________________________________ 
If no, please state when you began to have pain and where._____________________________ 
_____________________________________________________________________________ 
Did you return to work following the injury?  Yes/No 
Briefly describe the events that happened just before and during your accident_____________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
When you reported the injury to your supervisor, were you instructed to see a particular 
doctor? Yes/No  If yes, whom did you see?___________________________________________ 
Was medication prescribed? Yes/No  If yes what kind?__________________________________ 



What kind of treatment did you receive?____________________________________________ 
How much time have you lost from work as a result of this injury?________________________ 
To the best of your knowledge, has this accident happened in your workplace before? Yes/No 
Have you ever been injured before? Yes/No if yes, please indicate when, where, and how: 
_____________________________________________________________________________ 
Since this injury, are your symptoms improving/ getting worse/ or the same? 
How did you hear about our office?________________________________________________ 
 
POST INJURY INFORMATION: 
 
Indicate the symptoms that are a result of this accident: 
Dizziness ___     Difficulty Sleeping___    Jaw Problems___   Nausea___ 
Memory Loss___   Arm/Shoulder Pain___   Irritability___   Back Pain___  
Headaches___   Numb Hands/Fingers___   Fatigue___   Low Back Pain___ 
Blurred Vision___   Tension___   Chest Pain___   Back Stiffness___   
Buzzing In Ear___   Neck Pain___   Short Breath___   Leg Pain___ 
Ears Ringing___   Neck Stiff___   Stomach Upset___   Numb Feet/Toes___ 
Other________________________________________________________________________ 
 
Is your condition affecting your Work, Sleep, Daily Routine? 
 
Please rate your pain on the pain scale below. 
 

 
 

 
Please indicate your degree of difficulty (on a scale of 1-5, 1 being comfortable, 3 being 
uncomfortable, and 5 being painful) in performing the following activities: 
 
___Lying on Back             ___Lying on Side       ___Lying on stomach     ___Sitting 
___Standing                      ___Stretching                                                       ___Walking 
___Running                       ___Sports                  ___ Working                     ___Lifting 
___Bending                       ___Kneeling              ___Pulling                         ___Reaching 



 
 

On the diagram above, please show WHERE you are experiencing ALL  of your present 
complaints using the following letters 
 
A: ache                                        B: burning pain                                  K: cramping 
D: dull pain                                 R: throbbing pain                              N: numbness 
T: tingling                                    S: sharp or stabbing pain                 U: nonspecific pain 
RP: radiating pain                     H: hot                                                    C: cold 
 
 
AUTHORIZATION AND RELEASE: 
I authorize payment of insurance benefits directly to Lyons Health, LLC Chiropractic & Wellness 
Associates.  I authorize the doctor to release all information necessary to communicate with 
personal physicians and other healthcare providers and payors and to secure the payment of 
benefits.  I understand that I am responsible for all costs of chiropractic care, regardless of 
insurance coverage.  I also understand that if I suspend or terminate my schedule of care as 
determined by Lyons Health, LLC any fees for services will be immediately due and payable.   
 
I understand and agree to allow Lyons Health, LLC to use my patient health information for the 
purpose of treatment, payment, healthcare operations, and coordination of care.  Further 
details of our (HIPPA NOTICE) privacy policy are available.  
 
Patient /Guardian Signature______________________________   Date __________________ 
 



 
 
 


