Alternative Health Clinic


Patient #_________________
             (Circle) Dr. D;  Dr. S;  Dr. A
Patient’s Name: ______________________________________ Today’s Date: ____________


Mechanism of Injury Form
Date of Injury: ______________________________ Hour of Injury: __________________ AM / PM
Employer _________________________________
  

Please describe how the injury/onset happened: ___________________________________________

__________________________________________________________________________________

__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
Please describe your condition during and after the injury/onset: _______________________________

__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
Immediately following the incident, how did you feel? (Circle all that apply)     Dizzy / Dazed / Weak / Upset / Disoriented / Nervous / Nauseous / Other: _______________________________________
Did you go to the hospital?     Yes / No     If “YES”, when? ___________________________________

If “YES”, how did you get there?     Ambulance / Police Car / Private Transportation
Were you admitted?     Yes / No     If “YES”, how long? ______________________________________

Name of Hospital? __________________________________ Attended by Dr. ___________________

What treatment given? (Circle all that apply)     None / X-rays / Pain Medication / Stitches / 
Muscle Relaxants / Bandaged / Cervical Collar / Physical Therapy / Instructed Regarding Concussion / Instructed Regarding Sprains & Strains / Instructed to Call an Orthopedist / 
Instructed to Call a Private Physician / Referred to This Office / Other: ___________________

What other doctor have you seen as a result of this injury? ___________________________________

Do you have difficulty in excessive:     Standing / Walking / Riding / Bending / Twisting
Do you have difficulty in excessive lifting:     Light / Moderate / Heavy / Repetitive
Symptoms other than above: __________________________________________________________
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