Accident History

Name: __. Age: Date of 8irth:
omale o female

Dateof Accident: __ Hour: CJAMCIPm

Location:

ACCIDENT HISTORY [ Auto injury[OWork Injury[J0ther injury

Please describe the accident in detail:

(Example: Which direction were you heading and what rcad were you on?)

What kind of car were youin? (year, make, model)

What kind of car hit you? _ (vear, make, model)
What is the property damége to your vehicle?IMildIModerate—Severe

If you have had an estimate or your car repaired how much was it?

Were there any other passengers in the vehicle? If so who:

Did anyone witness the accident?1Yes[Ino
Did you report the Injury to your employer?—es[no
Were you: o Driver 0 Passenger[CIFront seat[18ack seat[1Pedeszrian
Were you struck from:[18ehind[JFrontrLeft side[CIRight side[CVehicle Stopped
Did you see the accident coming?Clyes1no

What direction were you headed:

Name of street ybu were on:

Did your vehicle strike another vehicie ?JYes no
chi their vehicle strike your vehicle? Jyes [Ino

Did the drive-r‘of your vehicle geta ticket:[Jyes[1no
Did the driver of the other vehicle?yesCIno

Were you wearing your seat belt?Jyes[Ino

What position was vour headrest at the time of impact? 1high COmedium [iower



Were the police notified?CIyescino
Did you require huspiulizaﬁan for these injuries?’yesCIno

Have you been treated by a family doctor or E.R since the accident?JyesCino Please give the
name and address of the treating doctor:

What type of treatment did you receive?

GENERAL SYMPTOM Are your symptoms: better[Jsame[Jgetting worse

Please describe your symptoms in detail:

Do you notice any activity restrictions as a result of this injury? o yes o no If yes please describe
in detail:

Check symptoms vou have noticed since the accident:Headache[INeck painCINeck stiff —Back pain

CNervousness [JTensionpBleeping problems[ODizzinessirritabilityCJChest pain COHead seems heavy
JPins & needles in armsPins & needles in legsCONumbness in fingersCINumbness in toes[ ;
Depression JFatigue[Fhortness of breath[Lights bother eyes [JLoss of memory[Ringing in ears[]
Face flushed.oss of memory Fainting ClLoss of smell[JLoss of taste[IDiarrhea 1 Feet cold CJHands
coldStomach upset[JConstipationTold sweats[JFever™d

Other
GENERAL INFORMATION Have you lost any days from work as a result of this accident?Tyes[ho
Type of employment? Dates missed?

Your insurance company name and address:

Insurance company of the person responsible for your injuries:

Have you been contacted by an insurance adjuster or company representative regarding this claim?CyesCno
Do you have an attorney that has advised you In this case?Iyesno

Attorney Name:

Attorney address:

:ﬁttﬂmﬂ‘{ telephone:

Date Patients Signature
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