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AUTOMOBILE ACCIDENT DESCRIPTION

PLEASE ANSWER THE FOLLOWING QUESTIONS. SKIP THE QUESTION IF YOU DO NOT KNOW THE ANSWER.

w

Noo o a A

. DATE OF ACCIDENT:

. AT WHAT TIME OF DAY DID YOUR ACCIDENT TAKE PLACE? AM / PM

ROAD CONDITIONS AT THE TIME OF THE ACCIDENT WERE:

CHECK ONE: ___lcy, WET, ___SANDY, ___ CLEANAND DRY, OTHER

VISIBILITY WAS: GooD, GOOD BUT IT WAS DARK OUT, FAIR, POOR

TOTAL NUMBER OF VEHICLES INVOLVED

YOUR VEHICLE (#1) YEAR MAKE MODEL

OTHER VEHICLE (#2) YEAR MAKE MODEL

(IF APPLICABLE)

8

9

. OTHER VEHICLE(#3) YEAR MAKE MODEL

. OTHER VEHICLE(#4) YEAR MAKE MODEL

10. WHERE WERE YOU SEATED IN THE VEHICLE?

1

1. WHO ELSE WAS IN YOUR VEHICLE AND WHERE WERE THEY SEATED?

12. DESCRIBE WHAT HAPPENED:

13. WHAT WAS YOUR VEHICLE’S SPEED? MPH

14. WHAT WAS YOUR VEHICLE'S POINT OF IMPACT?

15. DAMAGE TO YOUR VEHICLE WAS: (CIRCLE ONE) NONE MILD MODERATE TOTALED
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16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

WHAT WAS THE OTHER VEHICLE’'S SPEED? MPH

WHAT WAS THE OTHER VEHICLE'S POINT OF IMPACT?

DAMAGE TO THE OTHER VEHICLE WAS: (CIRCLE ONE) NONE MILD MODERATE

DID POLICE RESPOND TO THE SCENE? No, YES

WAS ANY DRIVER GIVEN A CITATION OR ARRESTED? NoO, YES

IF YES, WHO:

TOTALED

WAS AN ACCIDENT REPORT FILLED OUT? ___ NO, YES

DID AN AMBULANCE COME? NoO, YES

DID YOU RECEIVE MEDICAL ATTENTION AT THE SCENE? No, YES

WHERE DID YOU GO RIGHT AFTER THE ACCIDENT?

How DID YOU GET THERE?

WERE ANY OF THE VEHICLES TOWED FROM THE SCENE? (EXPLAIN)

- PATIENT INFORMATION

1. DID YOU SEE THE ACCIDENT COMING? No,
. DID YOU HEAR THE SCREECHING OF TIRES PRIOR TO THE IMPACT? NoO,

2
3. WERE YOU BRACED FOR THE IMPACT? ___ NO, YES
4

YES,

YES, YES, BUT | DIDN'T HAVE TIME TO REACT

| DON'T REMEMBER

. WAS YOUR FOOT ON THE BRAKE AT THE TIME OF IMPACT? No, YES, N/A

IF YES, WAS IT KNOCKED OFF OF THE BRAKE? No,

YES, | DON'T REMEMBER

5. DOES YOUR CAR HAVE A MANUAL TRANSMISSION? ___ NO, YES, N/A — 1 WASN'T THE DRIVER

IF YES, WAS YOUR LEFT FOOT PRESSING THE CLUTCH AT THE TIME OF IMPACT?

__ _No, ___YEs, __|DONTREMEMBER

WAS YOU FOOT KNOCKED OFF OF THE CLUTCH? ___NO, ___ YES, ___|IDON'TREMEMBER
DID YOUR VEHICLE STALL? ___ NO, ___YES, ___|IDON'TREMEMBER

6. IF YOU WERE HIT FROM BEHIND, WAS YOUR VEHICLE PUSHED FORWARD? ___ NO, _  YES
IF YES, HOW FAR?

7. WERE YOU WEARING A SEATBELT? ___ NO, __ YES

IF YES, WHAT TYPE? ___ JUSTALAPBELT, ___ LAPBELT WITH SHOULDER STRAP
8. DID THE AIRBAGS DEPLOY? ___NO, ___YES, __N/A
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9. DOES YOUR VEHICLE SEAT HAVE A HEAD RESTRAINT? NoO, YES

IF SO, WHAT WAS THE POSITION OF THE HEADREST AT THE TIME OF IMPACT? (CHECK ALL THAT APPLY)

EVEN WITH THE TOP OF YOUR HEAD EVEN WITH THE BOTTOM OF YOUR HEAD
EVEN WITH THE MIDDLE OF YOUR NECK ALL THE WAY UP
ALL THE WAY DOWN | DON'T REMEMBER

10. MY SEAT WAS (CHECK ONE):
___ ALLTHE WAY FORWARD ___ ALLTHEWAYBACK ___ INTHEMIDDLE ___ | DON'T REMEMBER
11. MY SEATBACK WAS (CHECK ONE):
___ UPRIGHT ___ LAIDBACKPARTIALLY ___ LAIDBACKFULLY ___ |IDON'T REMEMBER
12. WHAT DIRECTION WAS YOUR HEAD FACING AT THE TIME OF THE IMPACT?
__ TURNED TOTHELEFT _ _ TURNED TOTHERIGHT __ FACING FORWARD _ [DON'T REMEMBER
13. DID YOUR BODY STRIKE THE INSIDE OF THE VEHICLE? ___ NO, YES

IF YES, DESCRIBE:

14. DID YOU LOSE CONSCIOUSNESS DURING THE ACCIDENT? No, ___ YES(HOW LONG )

15. CHECK OFF ANY OF THE FOLLOWING THAT APPLY TO YOUR CRASH:
___ MY HAT OR GLASSES WERE KNOCKED OFF OF MY HEAD
MY DRINK SPILLED
CHANGE WAS KNOCKED OUT OF AN ASHTRAY OR CUPHOLDER ONTO THE FLOOR
MY PURSE OR PERSONAL BELONGINGS FELL OFF OF THE SEAT
MY DASHBOARD/WINDSHIELD MOUNTED NAVIGATION DEVICE FELL OUT OF ITS HOLDER

MY SEATBACK FAILED / MY SEAT BROKE

- SYMPTOMS

CHECK OFF ANY SYMPTOMS THAT YOU HAD RIGHT AFTER THE ACCIDENT OR WITHIN A FEW DAYS AFTER.

__ NECKPAIN ___ HEADACHE __ Low BACK PAIN __ DizziNEss
___ NECK STIFFNESS ____ CONFUSION ___FAINTING ___ Mip BACK PAIN
___FaTiIGUE ___TENSION ___RINGING IN THE EARS ____ CONSTIPATION
___ DIARRHEA ___ CoLb HANDS __ CoLDFEET ___ DEPRESSION
NAUSEA ___ NERVOUSNESS ___ ANXIOUSNESS ___ CHEST PAIN
LOSS OF SMELL ___ IRRITABILITY ____ LoOss OF TASTE ____ SLEEPING PROBLEMS
SCIATICA ___ ToE NUMBNESS __ EYEPAIN ___ PROBLEMS BREATHING
OTHER:
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- PRIMARY TREATMENT HISTORY
1. | WENT/WAS TAKEN TO THE HOSPITAL. ___ NO, YES

HoOsPITAL NAME:

2. DATE YOU WERE SEEN:

. HOw DID YOU GET THERE:

3
4. WERE X-RAYSDONE? __ NO, __ YES ~IF YES, OF WHAT?
5

. WHAT DID THE X-RAYS REVEAL?

6. WAS A CAT sCAN OR MRI DONE? NO, __ YES ~IF YES, OF WHAT?
WAS ANY LAB WORK DONE (BLOOD/URINE)? _ NO, _ YES -IF YES, WHAT?
7. WERE YOU GIVEN MEDICATIONS WHILE YOU WERE THERE? NoO, YES

~IF YES, LIST NAMES / DOSAGES?

8. WERE YOU GIVEN A PRESCRIPTION(S)? _ NO, YES

~IF YES, LIST NAMES / DOSAGES?

WHAT WERE YOUR FOLLOW UP INSTRUCTIONS?

- OTHER TREATMENT HISTORY
1. HOSPITAL / DOCTOR NAME:

2. DATE YOU WERE SEEN:

3. WERE X-RAYS DONE? ___NO, ___ YES ~IF YES, OF WHAT?

4. WHAT DID THE X-RAYS REVEAL?

5. WAS ANY LABWORK DONE? ___ NO, ___YES -IF YES, WHAT?

6. WERE YOU GIVEN MEDICATIONS OR PRESCRIPTIONS? ___ NO, YES

- IF YES, LIST NAMES / DOSAGES?

7. TYPE OF TREATMENT RECEIVED:

8. DID THE TREATMENTS HELP? YES, NO — IF NO EXPLAIN

9. ARE YOU STILL TREATING THERE? NoO, YES

10. FOLLOW UP INSTRUCTIONS:
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