Revive Massage Therapy
Motor Vehicle Accident Injury Report
Name:_____________________________________ Date:_________________________Birth Date:_____________________________________
Address:_______________________________________ City:_______________________ Postal Code:_________________________________
Telephone (home)______________________________________ (work/cell)____________________________________________________
BC Health #____________________________________________ Occupation:_____________________________________________________
Dr’s Name:______________________________________________Chiropractor:___________________________________________________
Who referred you to the clinic?_____________________________________ICBC claim #______________________________________
Date & Time of accident:___________________________________________ ICBC Adjustor:____________________________________
Have you received massage therapy before? Yes/No  If yes, where?___________________________________________________
List any previous injuries, illness, or surgeries (describe and date):___________________________________________________
______________________________________________________________________________________________________________________________
List any previous MVA’s, their date, and injuries sustained_____________________________________________________________
_______________________________________________________________________________________________________________________________
List any medications you take:___________________________________________________________________________________________
What is the medication for?______________________________________________________________________________________________
Have you consulted any health professionals since the accident?  (  )Doctor  (  )Physiotherapist  (  )Naturopath
(  )Chiropractor  (  )Massage Therapist  (  )Acupuncturist  (  )Other____________________________________________________
Briefly describe the accident/injury:_____________________________________________________________________________________
_____________________________________________________________________________________________________________________________
Were you: driving, passenger (front seat), passenger (back seat), pedestrian? (Circle)
If you were driving, did you have your foot on the : gas, brake, clutch, floor, can’t remember? (Circle)
Was your body: facing forward, turned left, turned right, looking over right shoulder, looking over left shoulder, looking in the side mirrors, looking in rear mirror? (Circle)
Were you holding the steering wheel? Yes/No   	With which hands? Right    Left    Both
Were you struck from behind, the front, left side, right side:______________________________________________________________
Did you see/hear the vehicle before impact? Yes/No _______________________________________________________________________
Did you impact anything inside the vehicle during the accident? Yes/No ______________________________________________
Did your vehicle hit anything else as a result of the initial accident? Yes/No ___________________________________________
Did your vehicle have airbags? Yes/No	Did they deploy? Yes/No
Can you estimate the speed of the vehicles involved? Yours____________________________Other_____________________________
Amount of damage to the vehicles involved? Yours_____________________________Other__________________________________
Was an ambulance called to assist? Yes/No______________________________________________________________________________
Did you lose consciousness as a result of the accident? ________________________________________________________________
Did you receive treatment at the scene? Yes/No_____________________________________________________________________________
Were you hospitalized? Yes/No   If yes, for how long?___________________________________________________________________
Since the accident, what are your primary complaints?_______________________________________________________________
_______________________________________________________________________________________________________________________________
When did the symptoms first appear?___________________________________________________________________________________
Since the accident, are your symptoms: improving, getting worse, staying the same? (Circle)
Does the pain/sensation radiate to other places in your body? Yes/No  If yes, where?___________________________________
_______________________________________________________________________________________________________________________________
Did you have X-rays taken? Yes/No  If yes, of what?____________________________________________________________________
Are the symptoms constant or intermittent?______________________________________________________________________________
Does anything relieve the pain?___________________________________________________________________________________________
Does anything aggravate the pain?________________________________________________________________________________________
Has it affected your daily activites/work?_____________________________________________________________________OVER
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