WeCare Medical Specialty Group

s &l S5

= gk =& Ak 1S AL
Todays Date Referral Doctor Attorney
Ol S: HEF ! SSN #:
Name DOB SSN
4 ogd oA Z2 dt: o JIE ollE vllE
Gender Male Female Marital Status Married Single Divorced
T Al El: = SHUYS:
Street Address City State Zip Code
& M3t Bs: HeEZ= Bl CHAl &3t BS:
Home Phone Mobile Phone Alternative Phone
Ol &
g HEH: o 2t &3t HS:
Emergency Contact Relat/onshlp Phone
S s &EH: o=t oIlEEE o2& o=
Current Employment Status Full Time Part Time Retired Student
o& HOIH o%3 oMY oXILR
Home Maker Unemployed  Disabled  Self-employeed
JHE =22 A DE=:
Most recent occupation Employer
At E R ANSIEEE: olg BE:
Date of Accident Auto Insurer Healthcare Insurer
INIINE=S oA XHE o&HE XE o UE X
Vehicle in accident Your vehicle Commercial Vehicle  Other vehicle
G2 LS HAORSULIIN? ooootl U2 SSAM AN/ SUIMN? ool oot
Did you lose consciousness? Y N Were you taken to ER? Y N
He gd, e ed? HEAHN? oFSXZ2 o guit2
If yes, which hospital? How? Ambulance Car
gelz €2 Y EEA_SLIMN? ool oot
Were you discharged on same day? Y N
Sa2 M0 F ZAY SR ASLIMN? ool ook
Did you go to hospital within a few days after accident? Y N
HL g3, I8 H? 1 Hl2
If yes, which hospital? When?

Page 1 of 4



WeCare Medical Specialty Group

ANDYAIHAEZ2: o28A o522 o2
In the accident you were:  Driver Passenger Walking

o LEH0l 28 oXAHEAHE EHD
Riding motorcycle Riding bicycle

G0l sHOIA2H, KL SOt H S SLIN? o M4 oFlE A
If you were passenger, where did you sit? Front Seat Back Seat

G2 M HES AZHUSLIN? colootl Nl HFSLID? ool oot

Were you wearing seatbelt? Y N Did airbag deploy? Y N
e LI 20| X™YSLMN? o oY mE=gui
Where is the car hit? Front Rear Said

FOIH HCIEOl XI”USULNMN?  oE20IH =& o4

Which side if the car is hit on side? Driver side Passenger side
AE: 21
Height Weight

SHHE IR LI ? oo oot DA AIH, 0L 20(?

Do you smoke? Y N If Yes, how much?

A2 =E8LIMN? ol oOtLl ZOdAIH, L0tLE XH==2

Do you consume alcohol? Y N If Yes, how often?

g2 HE L2010 JASLIIN? ol o OtL JALTEHE S =] £:

Do you have any allergies? Y N If Yes, please list.
SA2 HAHUE AP JAJUSLIN? ocolootl JUJSH A2 AA ojH IZE?
Have you had any prior accidents in the past? Y N If Yes, when and any treatment?

NSt AID = 8T 22 4B HAl= JMESS I iFAMR

(Please list CURRENT medical conditions and medical care provider after auto accident):

KSXEALLD HO0l WAL H2Y e et EAl= AAMESS I HFHME

(Please list PAST medical conditions and medical care provider before auto accident)

PEr=2 ATE I HFAHE

(Please list all SURGERIES and Year):
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U0l EXE EESY] SEHS JIM i=AR:
(Please list MEDICATIONS with dosage and frequency you are taking)

Front R

EAO NE 4= (00] E59 5 4)012345678910
Least pain Level (0 being the least amount of pain)

220 N8 +==F (00] S5 #4):012345678910
Worst Pain Lavel (0 being the least amount of pain)

A0 A2 NS0l Lol 2 XSS2 PALLIN? HE MES 2F

Back

!

fon

e
Il

J

Which of the following treatments have you had for your pain? Check all that apply

o 28 &S Hl (Motrin, Advil, Aspirin, Aleve, Tylenol)
Over the counter pain killer

o= oJt0|2 ZHE X = (Z 0Lt )
Surgery Chiropractic treatment (How long?)

o =cl XI= (Z0t4? ) nd= XS
Physical therapy (How long?) Acupuncture treatment

o &8 ES AU ZL FALF2AHZEU AL S)
Nerve blocks and injections (such as epidurals, facet injections, etc)

o TENS o2SA =Y o0l IIE /0|2t &&
TENS Botox Injection Biofeedback/Relaxation training
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o CIE
Others

CHSOl OIE SIS S0l YAIS S58 HAGHH BHELIN?
Which of the following make your pain feel Worse? Check all that apply

AOIUASMH oMUSH 2= oSFRUSM

Sitting Standing Walking Lying down
n %O BEM 0 FE S o Ot&ol SpSEER

Bending Forward Bending backward Morning hours Evening hours
o JIE, M| =8 EM o=cl = o &EU0A LU

Coughing, sneezing Damp weather Physical therapy Getting out of bed
o CHE:

Other

OS S AHlAEC] 4o NES L6t HSLIN? HE MRS 3.
Which of the following make your pain feel better? Check all that apply

ols ALErE A 3.

oAEdA S
Stress

HOIUSMH oMUASMH nZ S oFRAUSM

Sitting Standing Walking Lying down
n%O2 BEM 0 FHE S o Ot&ef o<

Bending Forward Bending backward Morning hours Evening hours
o2l o222 Xz o&<s o E8& o E23S8E oIS

Relaxation Physical therapy Acupuncture Heat Ice Pack Alcohol
o CHE:

Other
AFQI =
Signature Date

Page 4 of 4



