South Florida Injury Centers, Inc.
1700 SE Hillmoor Drive, Suite 502
Port St. Lucie, FL 34952

Date: __ / /

PLEASE PRINT AND WRITE N/A IF ANYTHING DOES NOT APPLY.

Name: Age:  DateofBirth: __/ /  Male O Female
Address: City: State: ____ Zip Code:
Cell#(__) Carrier: Email:

Occupation: Marital Status: 1 Married U Single UWidowed
Social Security #: - - Emergency Contact:

Phone tt: ()

PRESENT COMPLAINT

Describe your problem:

Have you been treated for this condition? YES UINO

(If YES, give DOCTOR’S NAME):

Were you taken to the hospital? AYES UINO

(If YES, provide NAME OF HOSPITAL):

Have you missed any work? LYES LINO (If YES, provide DATES):

MEDICAL HISTORY

4 pPoLIO U DIABETES U RHEUMATISM U MULTIPLE SCLEROSIS
U ANEMIA UHEPATITIS U CONCUSSION U DIGESTIVE DISORDER
U ASTHMA U ARTHRITIS U CONVULSIONS U NEURITIS

U CANCER U DIZZINESS U NERVOUSNESS U EPILEPSY

U BACKACHES U NUMBNESS U SINUS TROUBLE U HEART TROUBLE

U HIGH BLOOD PRESSURE U OTHER:

Have you had any surgeries? OYES UNO (If YES, list dates of SURGERY):




Do you drink alcohol?  YES UNO
Do you smoke cigarettes? AYES UNO
Do you exercise? AYES UNO (If YES, describe):

Do you have a family history of heart disease, diabetes or cancer? A YES UNO

If so, who? :

Have you had any prior Motor Vehicle Accidents? YES UNO If yes, when?

Please describe injuries and treatment for the prior accident (including surgeries, injections
etc...):

Have you had any prior illnesses/injury not related to an auto accident? YES UNO

Please describe:

Were you treated by a physician for any condition in the last 12 months? LYES LINO

(If YES, describe condition):

Date of last physical exam: /__/ Date of last menstrual period: [/
Are you pregnant? LYES UNO

Name of Physician Phone #:

Allergic to any medication? O YES LNO (If YES, what kind?):

Taking any medications? YES UINO (If YES, what kind?):

Q) AUTO ACCIDENT- PLEASE COMPLETE THE FOLLOWING QUESTIONS:

Date of Accident: /] Did you report the accident to insurance company? YES
UNO

What kinds of vehicles were involved? QTruck UCar USUV UMotorcycle dBus Tractor Trailer

UBicycle JOTHER

Were you a: dDriver OPassenger (front) OBack Passenger (L) (M) (R) U Pedestrian
Was your vehicle moving when the accident occurred? QYES UINO

Did your vehicle hit other vehicles? YES UNO Where?




Did the other vehicle hit your vehicle? QYES UNO Where?

Was the accident reported to the police department? OYES UNO

Were traffic citations issued? YES LNO If YES, to whom?

Were airbags deployed? OYES UNO

Was your car towed from the scene? UYES UNO

Was your car declared totaled? LYES UNO

Did you lose consciousness? QYES LINO

Did EMS (Emergency Medical Services) arrive at the scene? LYES UINO
Where you transported to the hospital by EMS? UOYES UNO

If YES, what facility you transported to?

Were you seen by another Physician (including hospital or urgent care) for this condition?

UYES UNO If YES, who?

Describe the accident including causes and surrounding/circumstances (weather, visibility,
speed, traffic pattern):

I attest that the above report is the truth to the best of my knowledge.

Signature: Date__ / /




Pain Diagram

Please mark the area of injury or discomfort on the chart below, using the appropriate

symbols:

Numbness Pins & Needles Burning Aching Stabbing
______ 00000 ANANNANA XXXX ®R®®®
______ 00000 ANANNA XXXX ®R®®®
______ 00000 ANNNA XXXX ®R®®®

RErad ¥,

AAEREELE Ko x ke ow ko

Please use the space below to describe your condition further if needed:

Date: Signature:




Review of Systems Name: Date: / /
General COONONE
UUnexplained Weight Loss UFever UTrouble Sleeping OWeakness 0 Unexplained Weight Gain QChills
URecent cold or flu UFatigue

Skin CINONE
URashes Qitching QColor Changes  OLumps QDryness OHair & Nail Changes

Head CINONE
UHeadache UHead injury/Trauma UBumps or areas of tenderness

Eyes CINONE
QVisual Problems UBlurry Vision UDouble Vision ~ OWear glasses/Contacts OFlashing Lights  QSpecks or spots in vision ~ Pain
UGlaucoma Ultching URedness

Ears CINONE
UDecreased Hearing UEarache/pain URinging in ears (tinnitus)  QFluid Discharge from ear(s)

Nose CINONE
QStuffiness Qitching UNosebleeds QFluid Discharge OHay Fever QSinus Pa



