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PATIENT NAME: _____________________________________________________________________ DATE: _____________ 

Where did the auto accident occur? ____________________________________________ Date of accident: _______________ 

Please describe in your own words what happened during the accident. 
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________ 

DESCRIBE VEHICLE YOU WERE IN DURING THE ACCIDENT 

Vehicle type:                                     

Vehicle size:     -size            -size        Heavy    

What was your position in the vehicle?         Driver                 Passenger               Other: _____________________ 

If passenger, where were you seated?       

Speed of your vehicle:  Moving moderately    

                                    Moving slowly 

Why was the vehicle slowed/stopped?                    

Collision Type:        

                                 

 

DESCRIBE THE OTHER VEHICLE INVOLVED IN THE ACCIDENT 

Vehicle type:                                     

Vehicle size:     -size            -size        Heavy    

 

CONDITIONS AT TIME OF ACCIDENT 

Time of day:     Full daylight             Dusk               Night 

Road Conditions:       Dry            Damp             Wet            Snow-covered            Ice-covered            Patchy Ice/snow 

Visibility:          Excellent           Good           Fair          Poor 

Visibility compromised by:       Brightness          Darkness            Rain           Snow         Fog           Traffic 

 

DESCRIBE THE MOMENT OF IMPACT 

Were you:       Restraints: (check all that apply) 

    

     

   

Was your foot on the brake pedal?         by impact  

Was the air bag deployed?                            

What position was YOUR headrest in?                                 
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Position of your HEAD:    -ahead                  Rotated to the right 

Was your head thrown?                                                             

o the left then right                                                      

 

Position of your BODY:     Straight                  Rotated to the right 

Was your body thrown?                                                             

                                                     To the right then left               

Outside the vehicle          

 

Damage to vehicle YOU were in incurred:  

Citations:                    

 
WHAT PART OF THE VEHICLE DID YOUR BODY STRIKE AGAINST? 

 
HEAD       TORSO 

                                      
       w 
        

        
        

      
        

 

LEFT ARM      RIGHT ARM 

                                      
        
        

       sole 
        

      
        

 

LEFT LEG      RIGHT LEG 

                                      
        
        

        
        

    ew mirror  
        

  

AT THE TIME OF ACCIDENT 

Did you lose consciousness?      Yes      No                                                       Were you able to walk unaided?      Yes      No 

Immediately after the accident, did you feel?     Dizzy       Dazed        Weak        Nervous        Disoriented         Nauseated 

Did you feel any numbness or tingling?     Yes     No    If yes, describe where: _____________________________________ 

Where did you go?  Drove home                       

                    

Hospital Name: ______________________________________________Date of hospital visit: ____/____/______ 

Were you admitted to the Hospital?     Yes      No 
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If you went to the hospital, what areas were x-rayed? 
   Shoulder    Hip   
   Arm     Thigh   

  Elbow     Knee   
  Wrist     Calf   

   Hand     Ankle   
                  Fingers     Foot   

  Buttock     Toes ft  
    

 
 
In what areas did you IMMEDIATELY feel pain? 

   Shoulder    Hip   
   Arm     Thigh   

  Elbow     Knee   
  Wrist   Right  Calf   

   Hand     Ankle   
                  Fingers     Foot   

  Buttock     Toes   
   

 
 
In what areas (if any) did you experience lacerations (cuts)? 

   Shoulder    Hip   
   Arm     Thigh   

  Elbow     Knee   
  Wrist     Calf   

   Hand     Ankle  ght 
                  Fingers     Foot   

  Buttock     Toes   
   

 

AFTER THE ACCIDENT 

On the next day, did your discomfort (circle one):          increase         remain the same          decrease    

Where did you experience pain on the day FOLLOWING the accident? 

   Shoulder    Hip   
   Arm     Thigh   

  Elbow     Knee   
  Wrist   Right  Calf   

   Hand     Ankle   
                  Fingers     Foot   

  Buttock     Toes   
    

 

Did your major complaint exist before the accident?     Yes     No 

As result of the accident, did you have to take time off from work or school?     Yes     No 

If yes, please list dates missed: _______________________________________________________________________________ 

 

Do you have an attorney?     Yes     No 

Attorney Name: __________________________________________________Phone Number: ___________________________  
Attorney Address: _________________________________________________________________________________________                                          

Insurance Company Name: _____________________________Phone Number: ______________ Claim #: ______________      

Claims Address: ______________________________________________________Contact Person: ______________________ 

 

PATIENT/PARENT GUARDIAN SIGNATURE: _________________________________________ DATE: ______________ 


