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Automobile Accident Injury Report

Patient’s Full Name Date of Birth / /

Date Of Accident: / / Time Of Accident: : OAM OPM

PLEASE EXPLAIN HOW THE ACCIDENT HAPPENED INCLUDING CAUSE/S AND SURROUNDING CIRCUMSTANCES:

Type of vehicle were you in when involved in the accident? OCar OTruck OSUV OBus OMotorcycle OBicycle
What other type vehicle/s was/were involved? OCar OTruck OSUV OBus OMotorcycle OBicycle

Were you a: ODriver OPassenger [OPedestrian OCyclist

If a passenger, please indicate your location in car: OFront Passenger OBack-Drivers Side OBack-Passenger Side
Number of passengers in your vehicle: Were you “buckled up”? OYes ONo

Was your vehicle moving when the accident occurred? OYes [ONo If so, how fast?
Was the other vehicle moving when the accident occurred? OYes (ONo If so, how fast?
Did your vehicle hit other vehicle/s? OYes [ONo Where?
Did other vehicle/s hit your vehicle? OYes [ONo Where?
Impact to your vehicle was from: OBehind OFront ORight Side OLeft Side

Did your seat have a headrest: OYes ONo

Were you: OSurprised by the impact [OBraced for the impact

At the time of the impact were you looking: OOStraight ahead [To the left OTo the right OUp ODown
Did any part of your body strike anything in the vehicle: OYes CONo Explain?
Were the police notified: OYes [ONo Was a police report filed: OYes [ONo
Were traffic citations issued: OYes CONo If yes, to whom:

Your Health Following the Accident

Were you knocked unconscious: OYes ONo If yes, for how long:
Did your head strike the windshield or any object: OYes ONo Explain:
When did you feel pain: OImmediately COLater thatday CONextday OOther

Where did you feel pain after the accident:
Were you taken to the emergency room? Did you require post-accident hospitalization: OYes ONo
If yes, what treatment was given:
Have you seen any other doctor for injuries from this accident: OYes CONo Who?
What was done? Their diagnosis:
Are you still treating with this doctor? OYes [ONo

Were any of the following taken: OX-Rays OMRI OCT Scan OOther
Have you had complaints in the involved area before? OYes CONo
Have you had similar accidents or injuries before? OYes ONo
Are your activities restricted because of the accident: OYes [ONo
Since the accident, are your symptoms: OImproving OGetting Worse (OThe Same




Present Complaints Related to This Accident
Check all symptoms related to the accident and
rate the severity of each on a scale of 1 — 10 with 10 being the worst.

(OHeadache OPins/needles in arms/legs OAnxiety

(OHead seems too heavy ONumb in fingers/arms/legs __ OExtreme Fatigue
OHead/shoulders tired/heavy _ OChest pain Olnsomnia

OMental duliness OShortness of breath ONeuritis

OLoss of memory OEye strain OFace Flushed
OEquilibrium problems OPain behind eyes OFace Pale
ODizziness OEyes sensitive to light OExcess Perspiration
OFainting OEyes loss of focus ODigestive Disorders
OTremors ODouble vision ONausea/Vomiting
OPalpitation OEars buzzing/ringing ODiarrhea

ONeck pain OLoss oftaste OConstipation __
ONeck stiffness OLoss of smell ODepression

ONeck motion restricted OSinus trouble OSwelling

OUpper back pain/stifiness OExtreme nervousness ___ OFeet/Hands Cold
OLow back pain/stiffness OTension OFear of Driving/Riding

ODifficulty or OPain with: OStanding OWalking ORiding OBending OOther
OStiffness or OPain upon rising in: ONeck OMid back OLow back OOther

OPain radiating into OHead or neck OBase of skull ORight arm OLeft shoulder ORight shoulder
OLeft arm ORight arm OLeft hand ORight hand OLeft buttocks ORight buttocks Oleft hip ORight hip
OLeft leg ORightleg OLeft foot ORight foot OOther or Explain

ODifficulty in excessive lifting OLight OModerate OOHeavy CORepetitive
OSymptoms other than above:

Is there anything else that you would like to tell the doctor so that she may better understand you as a person
or your symptoms related to the accident?

REGARDING INSURANCE & PAYMENT FOR SERVCIES RENDERED:

| have reported this accident to my insurance company? OYes CONo

| have an attorney representing me in this case? OYes ONo

I will and | understand that | am required to pay all fees on the date that services are rendered. OYes CONo

I understand that this office does not bill any form of insurance nor operate on a lien from an attorney and that |
am responsible for payment of all services rendered, regardless of any insurance reimbursement that | may or
may not receive. (dYes ONo

I understand that this office does not bill any form of insurance and that | am responsible for
payment of all services rendered regardless of any insurance reimbursement that | may or may
not receive. OYes (ONo

Patient’s Signature: Today’s Date: / /




