PERSCONAL lN:JURY QUESTIONNAIRE

| Phone( )

Zip

" Name .
| City State

Address
SIS #

Sex

| Bithdate

Age
Employers Address

Employers Nams
Policy #

Your Auto Jnsura; ce Co.

Name on Policy other than self)

" Responsible Pafies Name (person who caused accident)

Policy #

s Auta Insurance Co.

Responsible Pa

ATTORNEY
Phone( )

Zip

Name
City State

Address

Were there anywihesses? { )Yes { }No Names

NATURE OF ACCIDENT:
Time of Day

4. Date of Acciden
briver { ) Passenger ( ) FrontSeat ( ) Back seat

2 Wersyou: ()}
Were you wearing seat belts?

5. Number of people in your vehicle?
re you headed? ( ) Noth ( ) East ( ) South () West

In (City)

2. What direction we

on (nams of stedt
5. What direction wa the other vehicle headed in? () North () East () South ( YWest -

Were you struckffom: () Behind () Front () LeftSide ¢ ) Right Side

Approximate Sp i cfyour.car .mph - Othercar mph
Were you knocked unconscious? { ) Yes { ) No ifyes, for howlong?__
Were the police notified?  ( ) Yes { )} No [fyes, was a police report done?  ( yYes ( ) No

. In your own wordd, please describe the accident:

If yes please describe in detail:

Did you have any ﬁghysiml complaints BEFORE THE ACCIDENT? { ) Yes ( ) No

jease describe hom you felt physically (ie. Neck pain, dizziness, leg pain etc.)

During the accidept:

immediately afier the accident;

[ ater that day:



13. What are your PRESENT compiaints and sy_mpfoms? a

14. Do youj“lavs any congenital (from birth) factors which relate to this prablem? ( ) Yes ( )} No  Ifyes, please describe:

-

15. Do you heve any previous ilinesses which relate to this case? { ) Yes ( ) No Ifyes, Please describe:

16. Have you ever been involved in an sccident before? ( ) Yes ( ) No  [fyes, please describe:

17. Where ware you taken after the accident?

18. Have youf

heen treated by-another doctor since the sccident? ( ) Yes { ) No  Ifyes, please list doctors name and address:

What type pftreatment did you receive?

19. Since the Injury occurred, are your symptoms: () Improving () GetiingWorse () Same

20. CHECK SYFMTOMS YOU HAVE NOTICED SINCE ACCIDENT:
[ ] Hepdache [ )Iritabiliy [ INumbnessinToes [ ]Face Flushed [ ]Fest Cold
[ ]NegkPain [ ]ChestPain [ ‘]Shoriness of Breath [ ] Buzzing In Ears ] 1Hands Coid
[ ] Netk Stiff [ ]Dizziness [ ]Fatigue [ ]iossof Balance [ ]Siomach Upset
[ ] Slegping Problems [ ]Head Seems to Heavy [ ]Depression [ ]Fainting [ 1Constipation
[ ]BakPain [ ]Pins & NeedlesIn Amis [ ] Light Bothers Eyes [ .1loss of Smell [ }Cold Swesis
[ ]Newpusness [ 1Pins & Needlesin Legs [ ] Loss of Memory [ Jlossof Taste [ 1Fever
[ ]Tendion [ INumbnessinFingers [ ]Ears Ring [ ]Diarrhea [1

Symptorns offier than above

N
. 21. Have you lostiime from work as a result of this accident? -

() Yes { ) No Hyes, please compleie this question.

b. Type of employment:

c. Present salary:

d. Are you bein‘:g compensated for time lost fromwork? () Yes ( ) No  If yes, please state type of compensation you are

receiving: _

i

22. Do you notice any activity restrictions 2s a resutofthisinjury? ( ) Yes ( ) No [Myes, please describe, in detail:

3 Other Pertinent information:




