
Date: ______ _ 

Automobile Accident History 
Patient# 

Last ___________ First _________ Middle Initial Birth Date _____ Age __ 

Address _________________ City __________ ST ___ Zip ______ _ 

Phone (H) (W) _________ __ (C) _________ _ 

Email May we send you our online newsletter? Dyes nno 

Occupation ___ _____________ Employer ____________________ _ 

Spouse's Name _________ Business/Employer _________ Spouse Phone: _______ _ 

Who is your primary care physician? _______________ Address: ______________ _ 

Phone: _________ Date of last physical/exam? With Whom? ___________ _ 

Date of Accident: _ _______ Time of Accident: _____ am / pm □Daylight □Dawn □Dusk □Dark 

Road conditions at the time of the accident: □Wet □Dry □Snow Dice □Other _________________ _ 

Was the accident on the job? □Yes □No Where you in a company vehicle? □Yes □No 

Where were you seated in the vehicle? □Driver □Passenger □Rear-seat □Other _ ________________ _ 

Were you aware of the approaching collision prior to impact, or did it catch you by surprise? □Aware □Surprise 

Did you lose consciousness upon impact? □Yes □No Did you experience a flash of light or explosion in your head? □Yes □No 

Did the police come to the accident scene? □Yes □No Is there a police report? □Yes □No 

Did you go to the hospital? □Yes □No When? □ Immediately O_hours later O_days later Which hospital? _______ _ 

How did you get to the hospital? ______________ How long did you stay in the hospital? ______ _ 

What did the hospital do for your injuries? (collars, splints, x-rays, medication etc.) __________________ _ 

What areas were x-rayed? ______________ What was their diagnosis? ---'-----------

What did they recommend for follow-up care? ____________________________ _ 

Was any other doctor consulted after your accident? □Yes □No If yes, please complete information below. 

Dr. _____________ Specialty? ___________ Date first seen: _______ _ 

.Type of treatment: ___________ Treatment frequency: ______ How long did you treat? __ _ 

Dr. Specialty? Date first seen: _______ _ 

Type of treatment: Treatment frequency: How long did you treat? __ _ 

Were you wearing a seatbelt? □Yes □No If yes, did you receive any injury or bruise from the seat belt? □Yes □No 

Did your head hit the head rest during the accident? □Yes □No If adjustable, was the position of the head rest altered? □Yes □No 

Was the seat adjustment altered by the accident? □Yes □No Was the seat broken by the accident? □Yes □No 

Did the air-bag deploy? □Yes □No If yes, did it strike you? □Yes □No If yes, where? _______________ _ 

Which way was your head pointing at the point of impact? □Straight □Right Left Body? □Straight □Right □Left 

Where were your hands? □One on the wheel □Both on the wheel Not Applicable 

Were you wearing a hat or glasses at the time of impact? □Yes □No If so, were they still on after the accident? □Yes □No 









Family Chiropractic and Wellness
Kristie Pszczola, D.C.
104 Mirramont Lake Dr.
Woodstock, GA  30189

Thank you for choosing Family Chiropractic and Wellness as your healthcare provider.  We are
 committed to providing you with the highest quality healthcare.  We ask that you read and sign
 this form to acknowledge your understanding of our patient financial policies.

Patient Financial Responsibilities:
The patient (or patient's guardian, if minor) is ultimately responsible for the payment for
treatment and care.

We will bill your insurance for you, however the patient is required to provide the most 
correct and updated information regarding insurance.

Patients are responsible for payment of copays, coinsurance, deductibles and all other
procedures or treatment not covered or approved by their insurance plan.

Copays are due at the time of service.

Coinsurance, deductibles and non-covered items are due 30 days from receipt of billing.

PRINT PATIENT NAME:___________________________________

PATIENT SIGNATURE:____________________________________ DATE:__________________

PARENT OR GUARDIAN must sign if patient is under 18 years of age

SIGNATURE:____________________________________________ DATE:__________________

PATIENT FINANCIAL RESPONSIBILITY FORM





Dr. Kristie Pszczola 

104 Mirramont Lake Dr. 

Woodstock, GA 30189 

770-517-5610

I, _________________________ give my permission for Kristie Pszczola, P.C.  to text/email me for the 
purpose of appointment reminders and special events. 

_______________________________    ___________________________ 

Signature           Date 
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