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Automobile Accident Questionnaire

	Last Name
	
	First Name
	
	Today’s Date
	

	Please explain in detail how the accident happened

	LOCATION
(city, streets)
	
	Date & Time
	
	During work?
	Yes □     No □

	Type of car you were in?
(year, model ,maker)
	
	Type of car that hit you?

(year, model, maker)
	

	Your position in the car
	Driver □              Right Front Seat □        Right Back Seat □       Left Back Seat □            Other…….

	Which side of your car was impacted?
	
	Your body position upon impact
	

	Did your body position shift during impact?
	

	Did you wear seat belt? Yes □  No □
	Did the air-bag inflate?  Yes □   No □

	Did you feel pain immediately after the accident?

Yes □   No □
	Did you loose consciousness? Yes □   No □

	Did you get out of the car by yourself or did you have help?
  Yes □  No □
	Hospitalized?     
     Yes □   No □

	If hospitalized, how long?
	
	Name of the hospital:
	

	Diagnostic and exams  performed at the hospital:

1. X-rays

2. MRI

3. Cat Scan

4. Blood test

5. Does not know
	List area of injuries by order of importance (start with most painful)
1. ……….

2. ……….

3. ……….

4. ……….

	List the name of the Doctors you have seen related to accident:

-

-

-
	List the medication prescribed related to accident:

-

-

-

	Do you have any Open Wound  Scars or Visible Bruises and where:

	Have you had an accident prior to this one?

Yes □   No □
	Have you had any complains before in the same areas?
Yes □   No □

	Did you go back to work after the accident?

Yes □   No □
	Are your activities restricted as a result of this accident?
Yes □   No □

	Since the injury are your symptoms?           Improving □              Worse □               Same □


	Are you currently working?        Yes □   No □
	Do you have any work restrictions?     Yes □   No □

	Check symptoms that you have noticed since the accident:


	· Headaches

· Neck pain

· Stiff neck

· Pain in the shoulder

· Pain in arm or hands
	· Numbness in fingers or hand

· Mid back pain

· Lower back pain

· Pain in the thigh

· Pain in the knee

· Pain in the foot
	· Numbness in toes Dizziness

· Fainting

· Buzzing, ringing ears

· Stomach upset

· Cold sweats
	· Sleeping problems 

· Difficulties  breathing

· Loss of balance

· Constipation

· Fever

· Chest pain

	Factors that lessen the pain are:
	
	Factors that worsen the pain are:
	

	Describe the accident the best you can:

When, where, how, speed of your car, estimated speed of other cars, injury sustained by you and/or others etc

	………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………...
Please draw a schematic representation of the accident and the movement of your car during accident.


	INSURANCE INFORMATION:

	What is the name of your Car insurance company?
	Did you report your accident to your insurance company?
Yes □   No □

	Did you receive a claim number? 
Yes □   No
	Did you get a ticket following your accident?    
 Yes □   No □


Patient’s Signature:……………………………………..
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