
 

Bode Chiropractic Accident & Wellness 

13694 W. Hillsborough Ave. Tampa, FL 33635 

 

Initial Patient Questionnaire 

Date: ______________  HT:________  WT:________   SSN:__________________  Sex:    M   /   F 

Name: _______________________________________________   DOB: ______________     Age:______ 

Address: _______________________________________   City:_______________  State: _____  Zip:_________ 

Phone:  Home:______________________    Cell: ______________________    Work: ______________________ 

Marital Status: ______   Occupation: ________________________   Employer: ___________________________ 

Emergency Contact: _______________________  Relation: ________________   Phone: _________________ 

Your Email: __________________________________________________________________________________ 

Primary Care Physician: ____________________________________________  Phone: _____________________ 
 

History of Condition 
What problem(s) are you having that bring you to our office? Please list. 

1.)__________________________________________________________________  Date of Onset: ________________ 

2.)__________________________________________________________________  Date of Onset: ________________ 

3.)__________________________________________________________________  Date of Onset: ________________ 

4.)__________________________________________________________________  Date of Onset: ________________ 

Current Medications: ________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Current Allergies: ____________________________________________________________________________________ 

In general, what would you say your overall health is right now?  (circle)     Excellent     Very Good     Good     Fair     Poor 
 

Please check any of the following that you have been diagnosed with or have experienced: 

     ___ Diabetes   ___ Asthma  ___ Depression  ___ Mumps  ___ Arthritis/Osteoporosis 

     ___ Heart Disease  ___ Tuberculosis  ___ Mental Disorder ___ Measles  ___ Stroke 

     ___ High Blood Pressure ___ Herpes  ___ Liver Problems ___ Chicken Pox ___ Polio 

     ___ Blood Clots  ___ HIV/AIDS  ___ Vascular Disease ___ Epilepsy/Seizures ___ Cancer  

     ___ Alcohol/Drug abuse ___ Smoking  ___ Bursitis  ___ Head Concussion  ___ Headaches/Migraines 

    ___ Other (please explain): __________________________________________________________________________________ 

List any surgeries you have had: _______________________________________________________________________ 

List any hospitalizations you have had: __________________________________________________________________ 

List any previous injuries/accidents you have had. Please list dates and treatment if any: __________________________ 

__________________________________________________________________________________________________ 

Do you have a family history of chronic illness? If so, please describe: _________________________________________ 

__________________________________________________________________________________________________ 
 

Please rate your pain as of today: 
 

 

 

 

 

 

I certify to the best of my knowledge, the above information is complete and accurate. I agree to notify this practitioner 
immediately whenever I have changes in my health condition. I understand that my chiropractor may need to contact my 
physician if my condition needs to be co-managed. Therefore I give authorization to my chiropractor to contact my    
physician if necessary. 

Patient Signature: ____________________________________  Date: ________________ 

-          - 
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Bode Chiropractic Accident & Wellness 

13694 W. Hillsborough Ave. Tampa, FL 33635 

 

History of Accident  

Patient Name: ________________________        DOB:____________               

 

Date of Accident: __________________   Time of Accident: ________ AM/PM  

Where were you seated? __________________________________ 

Make/Model of vehicle you were occupying: ____________________________________________________ 

Location were the accident occurred: __________________________________________________________  

Approximately how fast were you traveling when the accident occurred? __________ MPH 

Make/Model of other vehicle(s) involved: _______________________________________________________ 

In your own words, briefly describe the accident: _________________________________________________ 

_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________ 

At the time of the accident, which direction were you facing? (Forward, turned, etc.) ____________________  

Were you surprised by the accident? Y / N   Were you wearing a seatbelt? Y / N   

Did the airbags deploy?  Y / N   Were you rendered unconscious? Y / N   

Were the police notified? Y / N   Was a report filed? Y / N   With whom? ________________________ 

How did you feel immediately following the accident? _____________________________________________ 

Is the pain:  ____ Getting better ____ No improvement ____ Getting worse 

Did you go to the hospital? Y / N   Where? __________________________   How? ___________________ 

Were X-rays/CT/MRI performed? Y / N    Which? ________________________________________  

Were you prescribed medication? Y / N   What? _______________________________________________ 

Have you seen another doctor for this injury? Y / N   Who? ___________________________________ 

Have you been able to work since the accident? Y / N   Why? ____________________________________ 

What could you do before the accident that you are now unable to do? ______________________________ 

_________________________________________________________________________________________ 

Do you have an attorney? Y / N   Who? _____________________________________________________ 

 

 

Patient Signature: ___________________________________                        Today’s Date:____________ 

 

 



General Symptoms:  
Nervousness    Irritability   Fatigue    
Depression   Loss of Sleep    Tension    PMS 
 
Head: 
Headache   1) Mild   2) Moderate  3) Severe    
 Scale of 1-10: _____ 
 How often? ______ times per ______ 
 1) Constant   2) Intermittent   3) Throbbing 
Located: 1) Back of Head   2) Memory loss   3) Temples    
 4) Right Side   5) Left Side   6) Behind the eyes 
With: 1) Lightheadedness   2) Memory loss    
 3) Fainting   4) Blurred vision   5) Double vision     
 6) Sensitivity to light  7) Loss of balance    
 8) Hearing loss   9) Ringing in the ears  
 
Neck:  
Pain: 1) Left side   2) Right side    3) Both 
 Level: 1) Mild   2) Moderate   3) Severe 
 Scale of 1-10: ______ 
 
Shoulders: 
Pain in joint   1) Left   2) Right   3) Both 
Pain across shoulder   1) Left   2) Right   3) Both 
Limited movement   1) Left   2) Right   3) Both 
Tension   1) Left   2) Right   3) Both 
 
Arms: 
Pain above elbow   1) Left   2) Right   3) Both 
Pain in elbow   1) Left   2) Right   3) Both 
Pain in forearm   1) Left   2) Right   3) Both 
Pins & Needles (Upper Arm)   1) Left   2) Right   3) Both 
Pins & Needles (Forearm)   1) Left   2) Right   3) Both 
Numbness in upper arm   1) Left   2) Right   3) Both 
Numbness in forearm   1) Left   2) Right   3) Both 
 
Hands: 
Pain in wrist   1) Left   2) Right   3) Both 
Pain in hand   1) Left   2) Right   3) Both 
Pins & needles   1) Left   2) Right   3) Both 
Numbness   1) Left   2) Right   3) Both 

SYMPTOM SURVEY  
Please circle all that apply   

Mid Back: 
Pain   1) Left   2) Right   3) Both    
Level: (Scale of 1-10) ______ 
Type: Sharp/stabbing or dull ache 
Muscle spasms   1) Left   2) Right   3) Both 
 
Chest:  
Deep chest pain   1) Left   2) Right   3) Both 
Pain around ribs   1) Left   2) Right   3) Both 
Shortness of breath 
Irregular heartbeat 
 
Abdomen: 
Pain:   1)Mild   2)Moderate   3)Severe 
Nervous stomach   Nausea   Gas    
Constipation   Diarrhea   Heartburn 
Indigestion   Loss of appetite 
 
Low Back:  
Upper lumbar: 1) Left   2) Right   3) Both 
Lower lumbar: 1) Left   2) Right   3) Both 
Sacroilliac: 1) Left   2) Right   3) Both 
Muscle Spasms: 1) Left   2) Right   3) Both 
Pain: 1) Mild   2) Moderate   3) Severe 
 Level: (Scale of 1-10) ______ 
 
Hips and Legs: 
Pain in buttocks 1) Left   2) Right   3) Both 
Pain in hip joint 1) Left   2) Right   3) Both 
Pain down leg 1) Left   2) Right   3) Both 
 Radiating to 1) Knee   2) Calf   3) Foot 
Numbness in leg 1) Left   2) Right   3) Both 
Pins and needles 1) Left   2) Right   3) Both 
Knee pain 1) Left   2) Right   3) Both 
Leg cramps 1) Left   2) Right   3) Both 
Pain 1) Mild   2) Moderate   3) Severe 
 Level: (Scale of 1-10) ______ 
 
Feet:  
Ankle pain: 1) Left   2) Right   3) Both 
Swollen ankles: 1) Left   2) Right   3) Both 
Foot pain: 1) Left   2) Right   3) Both 
Numbness: 1) Left   2) Right   3) Both 
 

Other symptoms that you have: ______________________________________________________________ 
Are all of the symptoms directly caused by the accident:  YES NO 
 
_____________________________________________ 
Patient Signature  



Review of Systems 

Please check YES or NO to ALL below. 

Constitutional 

YES           NO  

       Excessive daytime sleepiness 
         Fatigue 
         Fevers 
         Low Energy 
         Trouble getting to sleep  
         Trouble staying asleep 
         Weight gain 
         Weight loss 
 

Eyes 

YES           NO  

       Blurred vision 
         Double vision 
         Loss of vision 
 

Ears, Nose, Mouth and Throat 

YES           NO  

       Loss of sense of smell 
         Hearing loss 
         Ringing in your ears 
 

Cardiovascular and Respiratory  

YES           NO  

       Chest Pain 
         Palpitations 
         Shortness of breath 
 

Gastrointestinal 

YES           NO  

       Constipation 
         Diarrhea 
         Heartburn 
         Nausea 
         Vomiting  
 

Bladder & Sexual Function (Genitourinary)  

YES           NO  

       Discomfort or burning 
         Loss of bladder control 
         Loss or desire for sex 
         Menopause (women) 
         Trouble with erection (men) 
         Urgency to urinate 
 

Skin 

YES           NO  

       Change in hair or nails 
         Change in skin color 
         Itching 
         Rash 
 

 
 
 

Neurological 

YES           NO  

       Confusion 
         Falling down 
         Headaches 
         Incoordination 
         Involuntary movements or jerking  
         Lightheaded or dizzy 
         Loss of consciousness/fainting/passing out 
         Numbness 
         Seizure or convulsion 
         Spinning or vertigo  
         Tingling 
         Tremor 
         Trouble speaking 
         Trouble walking  
         Weakness 
         Trouble swallowing 
 

Musculosketal 

YES           NO  

       Back pain 
         Double vision 
         Loss of vision 
 

Memory, Thinking, Mood, Psychiatric 

YES           NO  

       Anxiety 
         Depressed mood 
         Hallucinations (seeing or hearing things) 
         Memory loss 
 

Hematologic (blood) and lymphatic  

YES           NO  

       Anemia 
         Easy bruising or bleeding 
         Slow to heal after cuts 
 

Allergic and Immune 

YES           NO  

       Allergic reaction to medicine or x-ray dye 
          

Smoking, Alcohol and Drugs 

YES           NO  

       Do you use tobacco products?  
         How much?   __________ per __________  
         Do you drink alcohol?  
         How much?   __________ per __________  
         Do you use any drugs for recreation?  
         How much?   __________ per __________  

 

 

 

 

 

 
 ______________________________________________  _____________________________________________ 

Signature of patient    Date   Signature of person completing form      Date 
(if not patient)  

 



ASSIGNMENT OF BENEFITS, 

LIENS AND DIRECT PAYMENT AUTHORIZATION 

 

MEDICAL PROVIDER: _________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

 

 

INSURANCE COMPANY: __________________________________________ 

 

 

For and in consideration of the above-mentioned provider agreeing to pursue my insurance provider for payment of benefits due me 

and not requiring prepayment for services, I hereby irrevocably assign to the aforementioned medical provider (the “Provider”) any 

Personal Injury Protection benefits I may have in accordance with Florida Statute 621.736(3). This includes any benefits from my 

insurance company or any other entity that may be responsible fro expenses incurred, and I authorize the ‘Provider’ to prosecute said 

action and collect legal expenses as they see fit. THIS DOCUMENT CONSTITUTES AN ASSIGNEMNT OF BENEFITS.  I hereby 

further give a lien to the ‘Provider’ against any and all insurance benefits named herein, and any and all proceeds of any settlement, 

judgement or verdict which may be paid to me as a result of the injuries or illness for which I have been treated by the ‘Provider’. 

This is to act as an irrevocable assignment of my rights and benefits to the extent of the services provided. I agree to cooperate with 

the ‘Provider’ and any attorney that the ‘Provider’ chooses, and to do all things reasonable to effect payment of the bills by the insur-

ance company to the ‘Provider’ including, but not limited to, disclosing patient’s medical condition and treatment. This assignment is 

not intended to assign any other causes of action that may belong to the undersigned patient. I agree to pay any applicable deductible 

or co-payment not covered by the PIP insurance coverage. I understand that this is a benefit and convenience to me in that the provid-

er will pursue collection against the insurance company in my behalf. I hereby instruct and direct my insurance company to pay my 

benefits by check made payable to and mailed to the ‘Provider’ at the address listed above. If my current policy prohibits direct pay-

ments to doctors, then I hereby instruct and direct my insurance company to make the check payable to me and mail it to the 

‘Provider’ at the address listed above. If this ‘Provider’ is providing medical care related to an auto accident, ‘Provider’ is charging a 

reasonable fee for necessary care related to the accident and these bills should be paid to the full extent of the benefits available under 

my policy of insurance. If any portion of any charge for these services is either reduced or denied in whole or in part, both the provid-

er and the insured request that my insurance company hold the escrowed funds for ‘Provider’, until such time as all escrowed hinds 

are paid to ‘Provider’, or ‘Provider’ instructs my insurance company that ‘Provider’ is no longer making any claim to the escrowed 

funds. Furthermore, I hereby give the ‘Provider’ limited power of attorney to endorse/sign my name on any and all checks for pay-

ment to the ‘Provider’. This agreement is intended to serve as an assignment of the patient’s rights and benefits under his/her afore-

mentioned insurance policy  in favor of the ‘Provider. If any language within this agreement has the effect of invalidating this assign-

ment, that language shall be deemed void and the assignment shall remain in full force and effect. A photocopy of this assignment 

shall be considered as effective and valid as the original.  

 

 

————————————————   ———————————————- 

 

————————————————   ———————————————- 

Patient Signature      Date 

Witness Signature     Date 

Garrett S. Bode, DC, PA 

13694 W. Hillsborough Ave. 

Tampa, FL 33635 

Ph: 813-891-1600 


















