
PERSONAL INFORMATION 

NAME: _________________________________   DATE OF BIRTH: _________________  DATE OF INJURY: _________________ 

ADDRESS:_____________________________________________    CITY: ____________________      ZIP CODE: _____________ 

CELL/HOME PHONE: _________________________________            EMAIL: _______________________________________          

EMERGENCY CONTACT.: _______________________________  PHONE: _____________________________________ 

INSURANCE/ATTORNEY INFORMATION 

YOUR AUTO INSURANCE CO.: __________________________________________________________________________ 

POLICY #: _____________________________________ CLAIM #: _____________________________________ 

NAME OF ADJUSTER AND PHONE #: ____________________________________________________________ 

3RD PARTY INSURANCE CO.: ____________________________________________________________________________ 

POLICY #: _____________________________________ CLAIM #: ______________________________________ 

NAME OF ADJUSTER AND PHONE #: _____________________________________________________________ 

HAVE YOU RETAINED AN ATTORNEY? □ YES □ NO  IF YES, NAME OF ATTORNEY: _________________________________

EMPLOYMENT

NAME/ADDRESS: ________________________________________________________________________________________________

ACCIDENT & MEDICAL CARE INFORMATION 

WAS POLICE NOTIFIED? □ YES □ NO 

YOU WERE STRUCK FROM □ BEHIND □ FRONT □ LEFT SIDE □ RIGHT SIDE

YOU WERE □ DRIVER □ PASSENGER □ FRONT SEAT □ BACK SEAT 

WHICH HOSPITAL WERE YOU TAKEN TO? _____________________________________________________________________________ 

DID YOU SEEK OTHER MEDICAL CARE? □ YES □ NO IIF YES, DOCTOR’S NAME & NUMBER: __________________________________

PATIENT SIGNATURE: _____________________________________ DATE: _______________________________________ 
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I patient name 

Mark the following conditions that are currently a cause of significant concern for you.

General 

□ consistent fainting

□ loss of weight 

□ weight gain 

Gastro-Intesti na I 

□ constipation

□ liver problems

□ rectal bleeding

Eye/Ear/Nose/Throat 

□ asthma 

□ ear noises 

□ nasal obstruction

□ sore throat

Respiratory 

□ chest pain 

Muscles/ Joints/Bones 

□ backache 

□ spinal curvature

cardio-Vascular 

□ ankle swelling

□ poor circulation 

Skin or Allergies 

□ 

□ 

Women 

D 

bruise easily 

sensitive skin 

cramps 

Fi i PREGNANCY.', .

□ chills 

□ fatigue 

□ neuralgia 

□ diarrhea 

□ nausea 

□ vomiting 

□ crossed eyes

□ enlarged thyroid

□ nose bleeds

□ tonsillitis

□ chronic cough

□ foot problems

□ swollen joints

□ high blood pressure

□ rapid heart

D dryness 

□ excessive flow

' WOMEN ONLY 

□ convulsions □ depression

□ fever □ headache 

□ night sweats □ wheezing 

□ gall bladder problems □ hemorrhoids

□ stomach pain □ poor appetite

□ vomiting blood

□ deafness □ earache 

□ frequent colds □ hay fever 

□ pain in eyes □ poor vision 

□ difficulty breathing □ spitting blood

□ pain bet shoulders □ painful tailbone

□ tremors □ twitching

□ low blood pressure □ heart trouble

□ slow heart □ strokes

□ eczema □ hives 

□ hot flashes □ irregular cycle 

□ diuiness 

□ loss of sleep

□ nervousness

□ jaundice 

□ poor digestion 

□ ear discharge

□ hoarseness

□ sinusitis

□ spitting phlegm

□ stiff neck 

□ weakness

□ pain over heart

□ itching 

□ painful periods

X-rays are contra-indicated during pregnancy. This clinic does not knowingly x-ray women who are or may be pregnant regardless
of stage or trimester of pregnancy. If there is a chance that you may be pregnant let the doctor or assistant know right now.

Are you pregnant? Dyes □ no On what date did your last period begin? 

Mark the following situations as they pertain to you. 

tubal ligation 

less than 10 days since 
the start of my last period 

□ yes □ no complete or partial
hysterectomy 

O yes D no taking birth control pills 

I understand and agree to the following: 
• A h1storv. consultation, examination, and x-ravs are conducted for

01agnost1c and 1nformat1onal purposes and I am requesting these services 
• It is my respons1b1llty to complete the clinic's forms accurately 

• It is my responsibility to notify the doctor if any of my information has changed or 

requires updating 
• Original x-rays are the clinic's property and copies of the original film(s) and 

report(s) will be released to me upon written request 

Dyes D no 

O yes Ono 

patient or guardian signature 

date 
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partner had a vasectomy Dyes D no 

#227004 



Doctor of Chiropractic 

Atousa Bahadori, D.C. 

Print Patient Name: ___________________ 

Signature of Patient: ___________________ 

Date Signed: __________________ 

INFORMED CONSENT TO CHIROPRACTIC ADJUSTMENT AND CARE 

I hereby request and consent to the performance of chiropractic adjustment and other chiropractic 
procedures, including various modes of physical therapy and diagnostic x-ray, on me or patient 
named below and/or other licensed doctors of chiropractic who now or in the future treat me. 
While employed by working or associate with or serving as a backup for the doctor of chiropractic 
named below including those working at the clinic or office listed below or any other office or clinic. 

I have had an opportunity to discuss with the doctor of chiropractic named below and or with other 
office or clinic personnel the nature and purpose of chiropractic adjustments and other procedures. 

I understand and am informed that as in the practice of chiropractic there are some risks to 
treatment including, but not limited to fractures, disc injuries, strokes, dislocations and sprains. I do 
not expect the doctor to be able to anticipate and explain all risks and complications and I wish to 
rely on the doctor to exercise judgment during the course of procedure which the doctor feels at the 
time, based upon the fact then known, is in my best interest. 

I have read or have had it read to me, the above consent. I have also had an opportunity to ask 
questions about its content, and by signing below I agree to the above-named procedures. I intend 
this consent form to cover the entire course of treatment for my preset condition and for any future 
condition and any further condition(s) for which I seek. 

Phone 469.782.1888 Fax 469.782.1889 www.injuryclinicdallas.com  4601 Old Shepard Pl Ste 405 Plano, TX 75093 

Phone 972.644.5555 Fax 972.744.0078 www.injuryclinicdallas.com 905 Custer Road, Richardson, TX 75080 



Authorization for Release of Records 

TO:___________________________________________________________________________ 

PATIENT NAME:_________________________________________________________________ 

SOCIAL SECURITY NUMBER: _______________________________________________________ 

DATE OF BIRTH:_________________________________________________________________ 

SIGNATURE OF PATIENT/PARENT/GUARDIAN: ________________________________________ 

I authorize you, your agent or legal representative to release and disclose as requested all that 
medical information, including but not limited to records pertaining to examination, treatment, 
consultation, billing records, x-ray, CTs, MRIs and report, history, laboratory findings, 
admissions and discharge report, treatment records, diagnosis and prognosis records, nurse 
and doctor’s notes, and any other non-medical information in my file.  

Sincerely, 

Atousa Bahadori, DC 

Phone 469.782.1888 Fax 469.782.1889 www.injuryclinicdallas.com  4601 Old Shepard Pl Ste 405 Plano, TX 75093 

Phone 972.644.5555 Fax 972.744.0078 www.injuryclinicdallas.com 905 Custer Road, Richardson, TX 75080 




