| Today'sDate: [ [ Fi

Name

‘| Date & Time of Accident: Qam. Op.m.
Was your accident directly related to your work?

| Briefly describe the events that occurred just before and

QdYes O No |

WoRK. RCLATED ACCDENT :

~ If yes, please describe:

Date & Time of Accident:
Were you the: [ADriver Front Passenger JRear Passenger
If a traffic viclation was issued, to whom was it issued?

If yes, did itvthey inflate? . ... . ......_ .. O Yes
In relation to the base of your skull, where was the
headrest? ... ..

.tf other, explain: ____ e
Did any part of your budy strike anything in the vehicle?1 Yes 1) No

i during your accident:

5 ,i Give the address where accident occurred: (if other than

g; employer's address)

Was anyone else present during your accident?

O Yes [ZINO_

| Did you report your accident to your employer?
| What recommendations did your employer make just

after your accident?

Has this type of accident happened to you before?
DYes QO No
To the best of your knowledge, has this accident occurred [
| in your workplace before? ............. QYes QNo ||
I In general;
Is your job physically stressful? ... ..., dYes QNo r.
G Is your job mentally stressful?. . ........ OYes ONo |
%“f‘[ Is your workplace noisy? .............. QYes QNo
L Have you changed jﬂbs in the last ',rear‘? ':l Yes O No

e i

O Yes O No f;

s

P mﬁ‘f'

Make & model of the vehicle you were occupying?

Mame of the location/street on which you were traveling?

Did the impact to your vehicle come from the:
O Front O Rear O Right Side O Left Side 0 Other

Were you [J aware or O surprised by the impact?
If accident vehicle made impact with ancther vehicle...
Make and model of that other vehicla?

Dwectmn other vehicle was headed" N a5 e aw
Speed of the other vehicle?

In your words, please describe the accident:

PLE.&.‘JL L.-{.H ‘TINL!F LﬂN BA kf k..

Number of people in accident vehicle? e SR
Did the police come to the accident site? . \J Yes U No
Was a police reportfiled? . ............. dYes OMNo
Were there any witnesses? ... ....... ... OYes UMNo
Were you wearing your seat belt? ....... QYes O MNo
Was this vehicle equipped with airbags? . .OYes ONo |

.. Above O Below 0 Atbase of skull [
| What did your vehicle impact? J Another vehicle O Other

In whmh direction were you headed? L..IN as QdEe ...!W

| What was the approx. speed of your vehicle?

During impact, were you facing: JRight OLeft JForward |

b

I
|

m—
s




AFTER. INJLU |’

!_d Did accident render you unconscious? . . ... J Yes d No |

If yes, for how long?
ni Please describe how you felt immediately after the accident:

| Have -,rau guné-tu a Hospital or seen any other ﬂoctar‘?tl Yes Q Mo
| When did you go? (3 Just after accident (1 The next day 1 2 days plus |89
How did you get there? (1 Ambulance or (1 Private iransportation | % &

| Name of Hospital and/or Attending doctor:

Was he/she a: JD.C. QM.D. OD.O. QDDS.
Describe any treatment you received:

o

Were Xeraystaken? (..ol 1 Yes O No
Was medication prescribed? . ...... ... ... 0 Yes O No

Have you been able to work since this injury?0 Yes O Mo &
ﬁ Are your work activities restricted as a result of this injury? | &

dYes dNo |
+| Indicate ¥ the symptoms that are a result of this accident:

e

o| D Dizziness QO Ditficulty sleeping ) Jaw problems OiMausea
| OMemory loss Ol Ieritability O AmsShovider pain - CIBack pain
| OHeadachels) QFatigue [JNwmb Hands/Fingers [ Lower back pain
| DBlumed vision (ITension Chest pain CiBack stiffness
LBuzzing mear (INeck pain JShonness ol breath TLeg pain ]
| DEarsringing  IMeck stff I Stomach upsel UINumb FeetToes [

E._

| What positions can you work in with minimum physical

5

F?J;C&’\/E.FZY

To evaluate the effect that continuing work will have |
on your recovery please complete the following:
How many hours are in your normal work day? _
Please indicate @'your daily job duties and any aclivities
which you are occasionally asked to perform.

(1 Standing O Driving [ Operating equipment _
Q Sitting Q Twisting 0 Work with arms above head | g
(1 Walking O Crawling 2 Typing -5'*,

1 Lifting (1 Bending [ Stooping ﬁ
GiOther

effort and for how long? _ - ~ LIN/A
Prior to the injury were you capable of working on an
equal basis with others your age?. . UYes QONo UN/A
Do you work with others who can help you with any

HEEWATINGT v v s mmssnasi OYes UNo ON/A
While in recovery, is there any light duty work you could
dYes dNo

request? . LIMN/A

2nd Insurance Source or Auto Insurance

#l QOther _ SEEUE f :
| Is your condition getting worse? N Type of Insurance: S —- —- r
| U Y¥es O No O Constant OComes & goes |~ | Co. Name: N o - 4
*| Indicate your degree of comfort while performing the | ) §
following activities: [¥..|Address: — —
. Comforiable  Uncomfortable Painful | |phones#: R . B, *.-!J
iLyingonback ......... L Q....... Q | \ ) -
| Lying on side ......... a.. = O 0 ! [Insured’s Name:_ - - | 4
Lying on stomach . ... .. o Q....... . | Policy #: Claim # e .
| Sitting ....... ........ [ 0....... o . e
gl SR ok it han n I 5 T Q Insured's SS #:_ Ex! boB._ /7 { @ ﬁ
| Stralehing . saiisnsvisy 0. e - : . 4 &
Lovemaking .......... B THAE Q Insured's Employer. = — g g
Walking ............. Binasmna B R T 1 | Agent's Name: _ - ) - il -
RUARING e i OFiswvniviin 5 0 — T m—
| BPOME | onimmmnas = R Q _fé__ pane o, WAL m —— ﬁta i‘?w _
Y Waorking ............. Q. ‘:' ------- J If any of your medical or account information has changed.-! =
| Iéln!;:lll'ir:j?ng T j """"" j ' : :: X please inform our front desk persennel. | Iﬁ
Ll L e e R | p P | i
Kneeling ............. . . o, a | Please remember you are ultimately responsible for your u
B PUIING. v sonseinssssimss = [, = U =) SRCOUIM. i
"I Reaching ............ R O....... Q O S Ei
| Haw tained t - Ay aOmN s T - .
| ave you retamned an atlorneay: es 0 Fﬂ OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ORLY l LB
|If yes, whom: o . _Fl— B . [y
| | G
| His/Her Phone #: o R e . R o
TR e R e F ' -
£ S
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