VEHICLE ACCIDENT INFORMATION

PATIENT INFORMATION

Fatient Mamea

Date of Accident

Please describe the accident in your own words;

Time af S&ccsdaent St o L am.

Date

Opm

[ Drivar

Wers you the:
Y [] Rear Passenger

[ Frant Passenger
[ Pedestrian

How many people were
in the accident vehicle? .

ACCIDENT SITE

IMPACT

Foad/Streal Mame
City/'Stala

Mearast infersection with road/slrest EE e
Driving conditions O Dry O Wat O ley O Other
Which direction wara you haaded¥

Speed you werg Travaling?

VEHICLE

klake and model of vahicle you wars in:
Oves [0 Mo
O Lap [ Shoubder
Was vehicle equipped with airtbags? [Yes [ MNo
If ves, did it'they inflate properdy? [O¥es [ Mo

Did your seat have a headrest? CO¥as Mo
If yves, what was the position of tha haadrest?
] Low [ Midposition 1 High

Were you wearing a saalbell?
If yes, what ype?

Did your car impacl another vehicle? [OYes [ Mo
Did your car impact a structure? OvYes [0 MNo
If yes, explain

Did any part of your body strike amything in the wahicle?

Oves OMe I yes, axplain =
Was impact from :
O Front [ Rear [ Left [ Aight [ Other_

At the time of impaci wers you:
[ Looking straight ahaad
O Laoking to the laft
[ Looking up

Ware both hands on the steering whesl? [I¥es [ MNo
If v, which hand was on the wheel? [] Right [ Left

[ Looking 1o the right
L] Looking down

Was your foot on the brake? Cves [OMo
If yes, which foot was on the brake? [ Right [] Left

Were your [ Surprised by impact [ Braced for impact

OTHER VEHICLE
1 npplaealis)

Make and model of other vahicle

YWhich direction was olhar vehicle hoaded?
Spead othar vehicls was lraveling

“POLICE
Did the police coma to the accidant sile? COYe: [ No
Wara thare any witnesses? CO¥es [OHNo
Was a police report filed? Oves OMo
Was a trafiic violation issuad? Ovez OMo

If yas, to whom?
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PATIENT CONDITION

Were you unconscious immediately after the accident? [IYes [ Mo If yes, for how long?
Please describe how you felt immediately after the accidant:

TREATMENT

Did you go to the hospital? []Yes [ Mo
When did you go? [ Immediately aftar accident [ Mext day [ 2 days or more after the accidant
How did you get to the hospital? O Ambulance [ Privale transportation
Mame of hospital Mame of doctor
Diagnosis
Treatment received o
X-rays takon i

SYMPTOMS/INJURIES
Have you been able to work since this injury? [ Yes [ No How many work days have you missed?

Prior fo the injury were you able to work on an equal basis with others your age? [JYes [ONo
i vou have had any of lhe Tollowing symptoms since your injury, please [ check:

O Armdshoulder pain [0 Feettoe numbness ] Meck pain
[0 Back pain O Handfinger numbness [ MNeck stiff
O Back stifiness [J Headaches [] shortnass of breath
[0 Chaest pain O Irritability O Skeep difficulty
O Dizziness [0 Jaw problems [J] Swomach upset
0 Ear buzzing O Leg pain O Tension
O Ear ringing 0 Memory loss [ Vision blurred
O Fatigue O Mausea
s this condition getting progressively worse? [ Yes LMo O Unkrnown {’ '_‘i I
Mark an X on the picture where you continue to have pain, numbness, ar tinghing. i B - :"'-.
Aale the severity of your pain on a scale from 1 (least pain) to 10 (severs pain) i oo i. I f i !
Type of pain: O Shemp 1 Chill [ Thrabbing [ Mumibrsess _-'("': "._11': ='a'l.- ’."1_'.
Oaching  [1Sheetig [ Buming [ Tingling L
OcGramps O Stitess [ Swaling [ Othe o o V]S

How aften do you have this pain? e

s it constant or doas it coma and go?

Does it interfere with your: CwWork [ Slesp O Draily Routine [] Recreation

Movements that are painful to perform: [ Sitting O Standing [] Walking
[J Bending [ Lying Down

To the bast of my knowbadga, e Stovs inkematnn b complata s come), | undenstand that s my responsbiity & inkim my dostor # L o my minos chilel, awar b 5
change in haak

Signatur ol Paliers, Parenl, Guarcian or Personal Repesastatie Cal=

Fepse prind name of Pafient, Parail, Casrcian or Personal Represenaiva ) Reladonskin 10 Palierd




