
Shippy  Chi roprac t ic  –  Accident  Repor t  
 

Name ______________________________________________SS# ________-________-__________ 
Address ________________________________City ____________State ______Zip ______________ 
Cell Phone(_____)_____-______Home Phone(____)_____-_______Work Phone(____)_____-______ 
Sex _______Birth Date _____/_____/_______Age _____Email _______________________________ 
Date of Accident _______________________Time _________ Place __________________________ 
Describe how accident / injury happened _________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
Describe symptoms since accident / injury ________________________________________________ 
___________________________________________________________________________________ 
Did you have any of these symptoms prior to the accident /injury?  Yes  No 
If yes, please explain _________________________________________________________________ 
Have you lost any time from work due to your injuries?   Yes  No 
If yes, please explain _________________________________________________________________ 
Have you been examined or treated for injuries?  Yes  No   If yes, please fill out next 2 lines. 
Doctor or Hospital _______________________Dates seen___________________________________ 
Treatments given_____________________________________________________________________ 

Check all symptoms you have noticed at any time since the accident / injury. 
  Headache   Irritability   Pins & Needles in arms   Feet Cold   Loss of Balance 
  Neck Pain   Chest Pain   Pins & Needles in legs   Hands Cold   Fainting 
  Neck Stiffness   Loss of Taste   Numbness in fingers   Light bothers eyes   Loss of Smell 
  Sleeping Problems   Diarrhea   Numbness in toes   Loss of Memory   Stomach Upset 
  Back Pain   Fever   Shortness of breath   Ears Ring   Constipation 
  Nervousness   Dizziness   Fatigue   Face Flushed   Cold Sweats 
  Tension   Head seem heavy   Depression   Buzzing in ears   Other __________ 

 

Please fill out only the following sections which apply to you and sign at the bottom. 
 
 
Name of Employer _________________________________________Emp. Phone# _____________________ 
Emp.Address_______________________________________________________________________________ 
Attorney’s Name __________________________________________Atty. Phone# ______________________ 
 
 
Your Auto Insurance Co. ____________________________________Ins. Phone# _______________________ 
Adjusters Name ___________________________________________Policy# __________________________ 
Other Party’s Auto Ins. Co. __________________________________Phone# ___________________________ 
Adjusters Name ___________________________________________Policy# __________________________ 
Your Health Ins. Co. _______________________________________Policy# ___________________________ 
Attorney’s Name __________________________________________Atty. Phone# ______________________ 
 
 
Your Health Ins. Co. _______________________________________Policy# ___________________________ 
Attorney’s Name __________________________________________Atty. Phone# ______________________ 
 
 

 W O R K E R S  C O M P E N S A T I O N  

 A U T O M O B I L E  A C C I D E N T  

L I A B I L I T Y  C L A I M  

I understand the above information to be accurate and true to the best of my knowledge. 

Patient Signature _____________________________________ Date ___________________ 
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