Date of Accident:

1. Your vehicle typs

Automobile Accident Description

Please anawerthe questions below.  |fyou oo not know the snswer o any of the questions, do not answer that question

2. Your position in vehicle

3_What was your vehicle doing at the time of the accident?

W car O Station Wagon
Wvan U Pickup Truek
ULamge Truck  WBus
Crher

D pivver O Front Passenger

O swopped atintersecticn Ustopped ntratic [ Stopped at light

O Left Rear Passenger 0 making a right tum O making a ket tum O Parking
LJ Right Rear Passenger OProcesding along O siowingdown  [lAccslerating
Ot Other

4, Time/Spesd/Damags

5. Details of Accident

6. Road conditions

Tirme of accident_
Your vehice's
speed; ___mph
Thes vehicle's
speed .
Damage (o your vehicle
i M Moderate
0 Toted

mph

Visibility attime of accident
U Pox WFar U Good

Who hit who/what?
L You hit other vehide

1 Other vehicle hit you
You hit..(ohject)

Road conditions attime of accident

Dy QWet O Sandy QU Dak O Cleanand dry
Point of impact

I Head-On dLeft Fron! L Right Front
I Read-Erd O Lef Rear O Right Rear

7. Body Posilion, ete.

Diel you see the accident coming
Were yau braced for fhe impact?
Diel youl have a s2al balt on?

Diel you have a shoulder harmess on?

yes O No
Yes[10l No
Yos U No
Yealdll No

Daes your vehicle have headrests? Yes O Na

What was the position of your headrest at the time of the impact?
U Even with lop of head [ Even with bottom of head [ Middle of neck
What was the direction of your head at the time of the Impact?

I Facing straight forward W Tumed to the right D Tumed 1o 1he left

Did driver side ai’ bags depioy? YesJ U Ho Did passenger side airbags deploy? YesCIU Mo Did side arbags deploy? Yes O No

8. Did you lose time from work?
in the case of amolar vehicle accident, enter any additonal infomation here that is not covered by the above check offs

9, During the accident:

10, After the accident:

Diel your body strike the inside of your vehicle?  Yes[ (I Na

It yes, descnbe: e

Dii you lose consciousness durng the inury?  Yest L No

It yies, for how lng?

¥our vahicle's estimated damage?

Damage to thelr vehicle: Mkl O Moderate U Toaled
Did police show up & the suene? Yesld o
Was an accident raport filled out? YesdNe

Checkoffyour symptoms right aftar and afew days following:

U Headache U Dizzinesa L Mid hack pain [ Cold hands
I Nexck painy D Nausea U Lowback pain L Cold feat
o Meck giitfnes L Confusion U Mervousness U Diarhea
L Fainting U Fatigua (O Lossoftaste [ Depression

' Ringing in edrs T Tension O Toe numbness LI Amgous

U Loss ot simell  Llimiatdity U Constipaton [ Chest Pan
U Pain behind eyes O Shortness of breath [ Seeping problemsa
Others:

11. Emergency RoomT

1Z. Treatmant History:

O Hore L Work
Howdidyou gotthere?
U Drove et Ll Somebody else

Booy paris X-rayed?

Where did you go after the accident?
O HospialER U Private Doctor

ambatance L Police

Were X-rays done? YeslUINo Waslabworkdone? Yesl o

What fab work

The X-rays revestsd:

Medcatons:

Treatments: ) Cervical Collar W bee Other:

Follow-Up insfructors:

Fill in any other doctor(s) seen prior to your first visit to this offics

1.Dr_ Fisiwsddate, /|
Spacialy ¥-riays dane? YasldldNo
Types of freatments recaived:

How many treatments recefved? ___ Curenily reating? Yes L No
Did reatmants beneft you? Yes U Na

Lastvisidater _ f /

1 Dr. Firstvisitdate: 1 [/
Types of reaiments received:

How misny Irestments receivesd? ___ Cumently reating: Yesld Ho

Did treatments benefityou?  Yes O No
Lastvisit date: it




