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ACCIDENT HISTORY QUESTIONNAIRE 

 

PERSONAL INJURY PATIENT HISTORY 
 

Name: _____________________________________________________________ Date: ________________ 

 

1. Date of Accident: _______________________ 2. Time of Accident: ____________________AM/PM 

3. Who was the driver of the vehicle: ______________________________________________________ 

4. Where were you seated in the vehicle? ___________________________________________________ 

5. Who owns the vehicle? _______________________________________________________________ 

6. Year & Model of your vehicle: _________________________________________________________ 

7. What was the approximate dollar damage done to your vehicle? ______________________________ 

8. ______________________ 

9.    

_______________ 

 10. Where was the vehicle struck? 

    

  In your own words, please describe the accident: __________________________________________ 

  _________________________________________________________________________________ 

  _________________________________________________________________________________ 

 11. - -  

  - -collision 

 12. At the time of the accident, recall what parts of your head or body hit what parts on the inside  

  of your vehicle: _____________________________________________________________________ 

 13.  

 14.  

 15.  

 16. Were shou  

 17. Does your vehicle  

 18. If yes, what was the position of the headrests compared to your head before the accident? 

   bottom of head 

   with top of head 

   middle of neck 

 19. Was your vehicle  

 20.  

 21. If yes, how fast would you estimate you were traveling?  _________ mph 

 22. How fast would you estimate the other care was going?  _________ mph 

 23. Head/Body position at the time of impact: 
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   forward   ___________ 

  

 24. As a result of the accident you were:    

   

 25. How was the should  

 yes        no 

 y no 

 28. If no, what parts couldn’t you move and why? ________________________________________ 

       ______________________________________________________________________________ 

 29. Were you able to get out of the vehicle and walk unaided?   

 30. If no, why not? _________________________________________________________________ 

 31. Did you receive  ________________________ 

 32. Did you receive  

 33. Please describe how you felt: 

            Immediately after the accident: ____________________________________________________ 

            Later that day: _________________________________________________________________ 

            The next day: __________________________________________________________________ 

 34. Check the symptoms apparent since the accident: 

        

               

     Sleeping Problems   

       

    atigue    

              

        

         

        

     ain    

        

 ______________________________________________________________________________

 ______________________________________________________________________________

 ______________________________________________________________________________

35. Occupation: ___________________________________________________________________ 

36. Employer: ____________________________________________________________________ 

37. Have you missed time from work?    

38. If yes, full time off work: ___________________________ to ___________________________  

39. If yes, part time of work: ___________________________ to ___________________________ 

40. Did you seek medical help immediately after the acciden  

41.  

  

 _____________________________________________________________________________ 

42. Doctor first seen:  Name: _________________________________________________________ 

43. First visit date: ________________________________ 
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45. Were x-  

46. Did you r  

47. If yes, what kind of treatment did you receive? ______________________________________ 

_______________________________________________________________________________   

48. What improvements did you experience from the treatment? ____________________________ 

_______________________________________________________________________________ 

49. Date of last treatment:  _______________________________ 

50. Second doctor seen:  Name: ______________________________________________________ 

51. First visit date: ________________________________ 

 

53. Were x-  

 

55. If yes, what kind of treatment did you receive? ______________________________________ 

_______________________________________________________________________________   

56. What improvements did you experience from the treatment? ____________________________ 

_______________________________________________________________________________ 

57. Date of last treatment:  _______________________________ 

 

59. If yes, who?  ___________________________________________________________________ 

 Address: ______________________________________________________________________ 

 City: __________________________________ State: ______ Zip: _______________________ 

 Telephone: ______________________________ Email: ________________________________ 

60. Illustrate below how the accident happened: 

 

 

 

 

 

 

 

 

 

 

 

 61. Past Medical History:  Place an (X) if it applies and describe. 

   

   

  Describe: _____________________________________________________________________ 

  _____________________________________________________________________________ 

  _____________________________________________________________________________ 

  _____________________________________________________________________________ 

  _____________________________________________________________________________ 
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 62. Family History:  Place an (X) if any family member has had any of the following:    

       

        

         

        

     

  

 64. Number of children: __________________  How many are living at home: ________________ 

 65.  

 66. Medications, describe: ___________________________________________________________ 

  ______________________________________________________________________________ 

  ______________________________________________________________________________ 

 67. Disease, describe: _______________________________________________________________ 

  ______________________________________________________________________________ 

  ______________________________________________________________________________ 

 68. Other, describe: ________________________________________________________________ 

  ______________________________________________________________________________ 

 

 

 Subjective Pain Level  

 On a scale of 0-10 place an (X) in 

 Your current pain level: 

 

 No Pain   

  

 Low Pain 

   

 Moderate Pain 

        

 Intense Pain 

        

 Emergency 

  

 

Mark the areas on your body where you feel 

the described sensations below.  Use the appropriate symbol for each area.  Include all regions that 

are affected.  

  

X NUMBNESS  + BURNING  O PINS & NEEDLES    = STABBING 
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SYSTEMS REVIEW 

 
Place a (X) next to the symptoms you are experiencing 

 

Genito-Urinary System 

       ion 

     

 

Gastro-Intestinal System 

         

        

Vomiting food         

         

         

 

 

Nervous System 

         

          

       orgetfulness 

 

 

Cardio-Vascular System 

         

       

        

     icose veins    

 

Eye, Ear, Nose and Throat System 
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Activities of Daily Living Assessment 

 
Directions: This questionnaire has been designed to give the doctor information as to how your pain 

has affected your ability to manage in everyday life.  Please check one item in each section which 

most closely applies to you. 

 

Section 1 Pain Intensity 

 

, but I manage without taking painkillers. 

from pain. 

e relief from pain. 

 

 

 

Section 2 Personal Care (washing, dressing, etc.) 

 

 

 

, but manage most of my personal care. 

I need help every day in most aspects of self care. 

 

 

Section 3 Lifting 

 

 

om lifting heavy weights off the floor, but I can manage if they are    

conveniently positioned (on table). 

conveniently positioned. 

I lift only very light weights. 

 

 

Section 4 Walking 

 

 

 

ing more than ¼ mile. 
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Section 5 Sitting 

 

. 

 

 

 

 

 

Section 6 Standing 

thout extra pain. 

 

Pain prevents me from standing for more than one hour. 

 

 

in prevents me from standing at all. 

 

Section 7 Sleeping 

 

 

 

n 4 hours sleep. 

 

 

 

Section 8 Sex Life 

 

 

 nearly normal, but is very painful. 

 

 

 

 

Section 9 Social Life 

 

 life is normal, but increases the degree of pain. 

(dancing, etc.) 

 

Pain has restricted my social life to my home. 
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Section 10 Traveling 

 

 

 

me to the journeys of less than one hour. 

 

 

 

 

_______________________________________________ _________________________ 

Patient Signature       Date 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


