NAME: ___________________________________
DATE: ____________________________________



AUTO RELATED CRASH





Date & Time of Crash: ______________________________


Were you the:	    □Driver	□Front Passenger					□Rear Passenger


If a traffic violation was issued, to whom was it issued?


__________________________________________________


Number of people in crash vehicle? __________________


Did the police come to the crash site?	□Yes  □No 


Was a police report filed?			□Yes  □No


Were there any witnesses?			□Yes  □No


Were you wearing your seat-belt?		□Yes  □No


Was the vehicle equipped with airbags?	□Yes  □No


If yes, did it/they inflate?			□Yes  □No


What did your vehicle impact?□Another vehicle  □Other


If other, explain: __________________________________________________


Did any part of your body strike anything in the vehicle? 


□Yes  □No   If yes, describe: _________________________


__________________________________________________


Make & Model of vehicle you were occupying?


__________________________________________________


Location/Street of crash site? ________________________ __________________________________________________


In which direction were you headed?    □N  □S  □E  □W


What was the approximate speed of your vehicle?______


Did the impact to your vehicle come from the:


□Front	□Rear	□Right Side	□Left Side


During impact, were you facing:  □Right  □Left □Forward


Were you:	□Aware  OR	□Surprised by the impact?


If crash vehicle made impact with another vehicle, what was the Make and Model of other vehicle: __________________________________________________


Direction other vehicle was headed?    □N  □S  □E  □W


Speed of other vehicle? _______________________________





In your words, please describe the crash:


__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





AFTER INJURY





Did the accident render you unconscious?	□Yes  □No


If yes, for how long? ________________________________


Please describe how you felt immediately after the crash? ____________________________________________


____________________________________________________________________________________________________


Did your symptoms begin:	□Immediately			□Later that day	□Other  If other, when? ____________________________________________________________________________________________________








Have you gone to a Hospital or seen any other Doctor due to this crash? 				    □Yes  □No


When did you go? □Immediately □Next Day □2 days plus


Did you go by:	□Ambulance  OR  □Private Transportation


Name of Hospital and/or Attending doctor:


____________________________________________________________________________________________________


Was he/she a:     □D.C.  □M.D.  □D.O.  □D.D.S.  □Other


Describe treatment received: ________________________ 


__________________________________________________


__________________________________________________


Were X-ray's taken?				    □Yes  □No


Was medication prescribed?			    □Yes  □No


Have you been able to work since this injury? □Yes  □No


Are your work activities restricted?		    □Yes  □No





Indicate symptoms that are a result of this accident?


□Dizziness			□Jaw Problems


□Memory Loss		□Arm/Shoulder Pain


□Headache(s)			□Numb Hands/Fingers


□Blurred Vision		□Chest Pain


□Buzzing in Ear		□Shortness of Breath


□Ears Ringing			□Upset Stomach


□Difficulty Sleeping		□Nausea


□Irritability			□Back Pain


□Fatigue			□Low Back Pain


□Tension			□Back Stiffness


□Neck Pain			□Leg Pain


□Neck Stiffness		□Numb Feet/Toes


Other: ____________________________________________





Is your condition getting worse? 		    □Yes  □No


Is the pain:	□Constant	OR	□Comes & Goes





Indicate your degree of comfort while performing the following activities:


		    Comfortable      Uncomfortable    Painful


Lying on Back	    	□		□	            □


Lying on Side		□		□	            □


Lying on Stomach	□		□	            □


Sitting			□		□	            □


Standing		□		□	            □


Stretching		□		□	            □


Walking			□		□	            □


Running		□		□	            □


Sports			□		□	            □


Working		□		□	            □


Lifting			□		□	            □


Bending		□		□	            □


Kneeling		□		□	            □


Pulling			□		□	            □


Reaching		□		□	            □


Other:__________________________________________________





Have you retained an attorney:	□Yes  □No


If yes, whom:______________________________________


Phone #:__________________________________________








