TRIKINETIC MASSAGE THERAPY    #302 - 1750 E. 10th Ave, Vancouver, BC  V5N 5K4  604-879-9400
Motor Vehicle Accident Injury Information
Name:
 ___________________________________________        Date: _______________________

Please provide the following information so that we may better understand your situation:

Date & Time of the accident: __________________________________________________________

1) Location of accident: ________________________________________________________________

2) Were you: Driver [ ] Passenger [ ] Pedestrian [ ] Cyclist [ ] (if either pedestrian or cyclist skip to #17 )        

3) What kind and year were the vehicles involved? __________________________________________

4) What speed was the speed of your vehicle? ___________  The other vehicle/s: __________________

5) What part of your vehicle was impacted? (i.e.: front driver corner, rear passenger corner, full front)

__________________________________________________________________________________

6) Did your vehicle hit any other object / vehicle? Y [ ]   N [ ]  What was hit? _____________________

7) What was the damage to the vehicle/s?  _________________________________________________

8) Prior to impact where were your feet & legs?  ____________________________________________

9) Prior to impact where were your arms & hands? __________________________________________

10) Prior to impact in which direction were you looking? (i.e.. Ahead, in the side mirror, in the rear mirror, at passenger, left, right, etc.)______________________________________________________

11) Were you wearing a seatbelt? Y [ ]   N [ ]   if yes,  shoulder and lap belt [ ]  lap belt only [ ]

12) Did you anticipate the impact? Y [ ]   N [ ]

If so, what did you do? _________________________________________________________

13) Did you hit anything inside the car? Y [ ]   N [ ] (i.e.: steering wheel, dash, window, door)

If yes, what did you hit? ________________________________________________________

14) Was there an airbag? Y [ ]   N [ ]
 Did it release? Y [ ]   N [ ]

15) Was the headrest positioned appropriately for your head height? Y [ ]   N [ ]

16) How was your seat positioned at the time of the impact? ___________________________________

17) Was an ambulance called to the scene of the accident? Y [ ]   N [ ]

18) What injuries did you sustain? ________________________________________________________

19) Were you hospitalized? Y [ ]   N [ ]    if yes, which hospital________________________________

20) Did you have any X-rays taken? Y [ ]   N [ ]  if yes, of what?  _______________________________

21) Is this accident now under litigation? Y [ ]   N [ ] if yes, what is the Lawyer’s name? __________________________________________________________________________________

22) Have you been involved in previous car accidents?  Y [ ]   N [ ]  If so, when?___________________

Symptoms  
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Please check off any symptoms that apply to you in relation to this Motor Vehicle Accident:






      Before   After



       Before  After

Tingling/numbness down the arm/leg

[  ]    [  ]

Jaw pain/clicking
[  ]    [  ]

Stiffness




[  ]    [  ]

Ringing in ears
[  ]    [  ]

Difficulty swallowing



[  ]    [  ]

Balance disturbances  [  ]    [  ]

Throat irritation/clearing/cough

[  ]    [  ]

Depression

[  ]    [  ]

Dizziness




[  ]    [  ]

Fatigue


[  ]    [  ]

Confusion




[  ]    [  ]

Anger


[  ]   [  ]

Memory loss




[  ]    [  ]

Trembling

[  ]   [  ]

Forgetfulness




[  ]    [  ]

Crying


[  ]    [  ]

Lack of concentration



[  ]    [  ]

Digestive problems
[  ]    [  ]

Vision disturbances



[  ]    [  ]

Weight gain / loss
[  ]    [  ]

Headaches




[  ]    [  ]

Describe the location / frequency / duration of your headaches: _________________________________  ____________________________________________________________________________________
Describe where & when you feel pain: ____________________________________________________

___________________________________________________________________________________

When did your symptoms first appear? ____________________________________________________

Lifestyle Information:

What aggravates the symptoms?  ________________________________________________________

What is your activity level now compared to before the accident?  ______________________________

Has the accident affected your driving?  How?  _____________________________________________

Has the accident affected the relationships in your life?  Yes ___  No  ___


If yes, please explain:  ___________________________________________________________

Work schedule:  Prior to the accident: ______________(hours / week)  After: _____________________

List household chores / hobbies affected:  __________________________________________________

Women: has the accident affected your menstrual cycle?  Yes____  No  ____

Are you using any medical devices?  (ie. TENS, cervical pillow, braces/supports)  _________________

Are you taking any medication? Yes  ____  No  ____  If yes, please list:  _________________________

Can you find a comfortable sleeping position?  Yes  ____  No  ____

Is your sleep interrupted? Yes  ____  No  ____
Are you rested upon waking?  Yes  ____  No  ____

Do you have pain upon waking?  Yes  ____  No  ____

Is there anything else you would like us to know?  ___________________________________________

____________________________________________________________________________________

________________________________________

Signature

