
txill-.~~ Automobile Accident Description 
---~---,Please answer the questions below. Ifyou do not know the answer to any of the questions, do not answer that question. 

1. Vourvehlcletype 2. Your position In vehicle 3. What was your vehicle doing at the time of the accident? 

Cl car Cl Station W8IJOO 
o Van Cl Pickup Truck 
ClLarge Truck o Bus 

Cl Driver Cl Front Passenger 
o Left Rear Passenger 
Cl RIght Rear Passenger 

Cl Stopped at Intersection 
o Maklng a right tum 
Cl Proceeding along 
0It1er 

Cl Stopped In trafIic Cl Stopped at light 
o Making a left tum Cl Parking 
Cl Slowing down l:IAccelerating 

0It1er Other 

Did your body strike the inside ofyour vehicle? VesO 0 No Check off your .ymptom. rlght after and a few days following: 
If yes, desaibe: _ o Headache 0 DIzzIness 0 Mid back pain 0 Cold hands 

Old you lose consciousness during the InJury? Ve.O Cl No Cl Neck pain Cl Nausea Cl Low back pain Cl Cold feet 
If yes, forhowlong? _ o Neck stiffnes 0 Confusion 0 Nervousness Cl D1arrt1ea 
Your vehicle's estimated damage? _ Cl Fainting Cl Fatigue Cl Loss of taste Cl Depression 
Damage to their vehicle: Cl MId Cl Moderate 0 Totaled Cl Ringing In ears Cl Tension Cl Toe numbness Cl AnxIous 

Did police show up at the scene? Ye.O 0 No o Loss ofsmell Olrrilabllity 0 Constipation 0 Chest Pain 

Wasanaccidentreportfilledout? VesOO No o Pain behind eyes 0 Shortness of breath 0 Sleeping problems 
~: 

4.Tlme/SpeedlDamage 

TIme ofaccldent 
YOlEvehide's 
speed: mph 
Their vehicle's 
speed: mph 

Damage to your vehicle 
o Mild o Moderate 

o Totaled 

7. Body Po.ItIon, etc. 

Old you see the accident coming: 
Were you braced for the Impact? 

Did you have a seat belt on? 

5. Details of Accident 

Visibility at time of accident 
o Poor o Fair o Good 

Who hitwholwhat? 
o Vou hit other vehicle 

o Other vehicle hit you 

You hlt•••(obJect) 

Ve.OONo 
Ve.ClClNo 
Ve.OONo 

Did you have a shoulder hamess on? VesOONo 

8. Additional accident information 

1'0..._"'...-__......"""-"-...........""'-""..._"'.,,",..
 

9. Durlng the accident 10. Afterthe accident: 

6. Road conditions 

Road conditionsattlmeofaccident 
Cllcy DWet o Sandy DDar1c: Cl Clean and dry 

Pointof Impact 
o Head-Dn Cl Left Frent Cl Right Front 

o Read-End [J Left Rear o Right Rear 

Doe. your vehicle have headre.t.? VesCl Cl No 

What was the position ofyour headrelJt atthe time ofthelmpact? 
o Even with top of head Cl Even with bottom of head Cl Middle of neck 

Whatwa. the direction ofyour head atthetlme ofthelmpact? 
o Facing straight forward 0 Turned to the right 

o Tumed 10 the left 

. . ---.-_. _.. - ._-_.... --_ ..-- ....._-_." . 

o fbne First visit date: ~--.J_ 

X-raysdone? Ve.O[JNo 

o Drove self 
CurrenUytreatlng? Ve.O 0 No 

Body parts Xof'a)'ed? 
What lab wor1<?
 
The X-rays revealed:
 First visit date: _1_1_ 

Medications:
 Currently treating: Vesl:ll:l No
 

._...

Where did you go after the accident? Fill In any other doctor(.) .een prior to your first vl.1t to thl. office 
OWor1c: o HospItal ER o Private Doctor 1. Dr. 

Howdid you getthere? Specialty: 
Cl Somebody else CJAmbuIance o Police Types of treatrnenls received: 

Were X-ray. done? YesOO r-b Waalab wo~ done?YesOO r-b How many treatments~? _ 

Did treatments benefit you? VesO 0 No 
Last visit date: _1_1-
2. Dr. 

Treatments: 0 CeMcaI Cola' o lee Other: Types oftreatrnents received: 

How many treatments received? _ 
Follow-up InsInJcIIons: Old treatments benefit you? Ve.O 0 No 

Last visit date: ~--.J_ 
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