
Patient Name Date

AUTO ACCIDENT INFORMA TION

Date andtime of accident:

Were you the: 0 Driver 0 FrontPassenger 0 Rear passenger

Makeand modelof the vehicleyou wereoccupying?

If a trafficviolationwas issued,to whomwas it issued?

Numberof people in accidentvehicle?

Did the policecometo the accidentsite? 0 Yes 0 No

Was a police reportfiled? 0 Yes 0 No

Werethere any witnesses? 0 Yes 0 No

Were you wearinga seat belt? 0 Yes 0 No

Was this vehicleequippedwith airbags?0 Yes 0 No

If yes,did it! they inflate? 0 Yes 0 No

In relationto the baseof your skull,wherewas the headrest? 0 Above 0 Below 0 At b~seof skull

What did your vehicle impact? 0 Anothervehicle 0 Other

If other,explain:

Did any part of your bodystrike anythingin the vehicle? 0 Yes 0 No

If yes, pleasedescribe:

Makeand modelof the othervehicle(s)involved?

Nameof the locationlstreeton whichyou were traveling?

In whichdirectionwere you headed? 0 NOS 0 E 0 W

Whatwas the approx.speedof your vehicle?

Did the impactto your vehiclecome fromthe: 0 Front 0 Rear 0 RightSide 0 Left Side 0 Other

Duringimpact,were you facing: 0 Right 0 Left 0 Forward

Were you 0 awareor 0 surprisedby the impact?

If accidentvehicle madeimpactwith anothervehicle...

Directionothervehiclewas headed? 0 NOS 0 E 0 W

o a.m. 0 p.m.

Approximate Speed of the other vehicle?

In your words, please describe the accident:
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After Injury

Didaccidentrenderyou unconscious? 0 Yes 0 No

If yes, for how long?

Pleasedescribehowyou felt immediatelyafter the accident:

Haveyou gone to a hospitalor seenany other Doctor? 0 Yes 0 No

Whendid you go? 0 Just after accident 0 The nextday 0 2 days plus

Howdid you get there? 0 Ambulance 0 Privatetransportation

Nameof hospitaland! or attendingdoctor:

Was he!shea: 0 D.C. 0 M.D 0 D.O 0 D.D.S

Date

Describe any treatment you received:

Were X-Rays taken? 0 Yes 0 No

Was medicationprescribed? 0 Yes 0 No

Haveyou beenable to work sincethis injury? 0 Yes 0 No

Are your work activitiesrestrictedas a resultof this injury? 0 Yes 0 No

Indicatethe symptomsthat are a resultof this accident:

o Dizziness 0 DifficultySleeping 0 Jaw problems

o Memoryloss 0 Irritability 0 Arms! shoulderpain

o Headache(s) 0 Fatigue 0 Numbhands!

o Blurredvision 0 Tension fingers

o Buzzingin ear 0 Neckpain 0 Chestpain

o Ears ringing 0 Neckstiff 0 Shortnessof breath

o Stomachupset

o Other

Is your conditiongettingworse? 0 Yes 0 No 0 Constant 0 Comesand goes
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o Nausea

o Backpain

o Lowerback pain

o Backstiffness

o Leg pain

o Numbfeet! toes
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Indicate your degree of comfort while performing the following activities:

Comfortable Uncomfortable Painful

Lyingon back....................................

Lyingon side....................................

Lyingon stomach ...

Sitting ..

Standing. . .. . . . . .. . . . . .. . .. . . . . .. . .. . . . . .. . . ... . . . . .

Stretching .
Lovemaking ...

Walking .......... o
o

Running 0

o
o
o
o
o
o

Sports ...

Working.. .. . .. . . . . .. . . .. .. .. . . .. .. . . .. . . . . .. . .. . .. . .

Lifting .. .....

Bending. . . . . .. . .. . . . . .. . .. . . . . .. . .. . .. .. . . . . . .. . ....

Kneeling ....

Pulling ...

Reaching ...........

Haveyou retainedan attorney: 0 Yes 0 No

If yes, whom?

His! Her phone#:

o
o
o
o
o
o
o

o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o

o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o

Recovery

How many hours are in your normal workday?

Please indicate on your daily job duties and any activities, which you are occasionally asked to perform.

o Other
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o Standing o Driving o Operatingequipment

o Sitting o Twisting o Work with armsabove

o Walking o Crawling head

o Lifting o Bending o Typing

o Stooping
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What positions can you work in with minimum physical effort and for how long?

o N/A

Priorto the injurywereyou capableof workingon an equal basiswith othersyourage? 0 Yes 0 No 0 N/A

Do you work with otherswho can helpyou with any heavy lifting? 0 Yes 0 No 0 N/A

While in recovery,is there any light dutywork you could request? 0 Yes 0 No 0 N/A

o We invite you to discuss with us any questions regarding our services. The best services are based on a friendly, mutual
understanding between provider and patient.

o Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been
made with the business manager. If account is not paid within 90 days of the date of service and no financial
arrangements have been made, you will be responsible for legal fees, collection agency fees, interest charges and any
other expenses incurred in collecting your account.

o I authorize the staff to perform any necessary services needed during diagnosis and treatment. I also authorize the
provider to release any information required to process insurance claims.

o I understand the above information and guarantee this form was completed correctly to the best of my knowledge and
understand it is my responsibility to inform this office of any changes to the information I have provided.

Signature Date___I 1_-

o Adult patient 0 Parentor Guardian 0 Spouse
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