Automobile Accident Questionnaire

Please answer all questions completely

i)
Dear Patient: Tiis information is consirfered confidential. We need Ihis information because we care enough towant o *m‘:{ m: voce atm‘:’:a::
heip us delevnrine if chiropeactic can help you. If vre do nol sincerely believe your corulition will respond S?GslaclOU'Y- el o “;:pnzo ou. .
In nrder o us 1o ndersiand your condition properly, please be 0s neal and accurale as possible while compleling this form. Thank you.

Marital Dale of Home
Ne:no Sex Slalus Birth Phone
Address City State Zip
m‘“"". Who refersed you to our office?
(indicale {i child, student, housewilo, unsmipioyed. retired)
Social Busir ess Company
Sec. 8 Phone Nae Locallon
Spouse’s Spouse’s Spouse’s
FirstName ___________ Soc. Soc.® Employer Location

Flcase explain in detail how your accident happened

insurance Co. Policy No. Claim No.
Driver of c:ther vehicle (if any)
Insurance
Name Company Policy No.
Driver of vehicle in which you were injured (il applicable)
Insurance
Name Company Policy No.
Name of your insurance adjustor
Have you relained an attorney? O Yes O No
i so, his name and address
You were heading O North D East O South O Wesl on (street or hfghwaY)
Other vehicle was headed 0O North O East O South O West on (street or highway)

Waere police nolifled? O Yes O No

Were you knocked unconscious? O Yes O No i so, lor how long?
You wese siruck from 0O Behind O Front O Lell side i1 Right side ‘
Youwsre O Driver O Passenger O Froniseat O Backseat O Usingseatbeits O Other proictive devices

What were the tilme axd dale of present injury?
Where did you feel pain immedialely after the accident?
Where were you laken aller the accidem?

What trcatinent was given?
Was any other doctor consulled after your accident? O Yes O No

it s0, what was the doctor's name? O D.C., OMD., O0DO, ODDS.
What was the diagnosis?
Whal treetinent was given? -
How often did you see the doctor?

How long did you see the doctor?
Have you ever had any complaints in the involved area before? 0O Yes O No

If so, what were the complainis? O N
Belore the Injury were you capable of working on an equal basis with others your age? O Yes o
Are your work aclivities restricted as a result of this accident? O Yes O No

Since this injury are your symptoms [ Improving? O Gelling worse? O Same?
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Briver of other vehicle (if any)

Insurance
Nama Company. Policy No
Driver of vehicle In which you were injured (if applicable)
Insurance
Name Company. Policy No. —
Name ol your insurance adjusior.
Have you retained an attorney? (I Yes 0 No
if so, his name and address.
You were heading D North (O East O Sauth O West on (street or highway)
Other vehicle was heading [ North O East 0O Soulh 0O Waest on (street or highway)

Were police notified? O Yes O No

Were you knocked unconscious? O Yes O No If so, for how long?
You were struck from 0 Behind O Fromt O Leftside O Right side

You were i Driver () Passenger 0] Front seal O Back seat (O Using seat belts [ Other proteclive devices

I

INDICA' S UN THIS DIAGRAM Suis AT HAPPENED ":ggge :

USE ONE OF THESE OUTLINES TO SKETCH THE SCENE BY ARROW
OF YOUR ACCIDENT, WRITING IN STREET OR HIGHWAY
NAMES OR NUMBERS. O

1. Numbor each vahicle and show direction of ravel

by aNoW. e T D Yo ——
2. Use sctid line to show path bofore accidonl ——eF >
dolted line efter sccident - - - - - L v
3. Show psdestian by: —O
4. Show (allroad by: eeescssssre
S. Show dislance and direction to landmarks;

identily landmarks by name or number,
8. Indicate norih by arrow, as: @

| undersiand and agree that health and accident policies are an arrangement between an insurance carrier and myself.
Furthermore, | understand that this Chiropractic Office will prepare any necessary reports and forms to assist me in
making <ollection from the insurance company and that anv amount authorized to be paid directly to this Chiropractic
Ollice wii Ye credited to my account on receipt. tHiowever, | clearly understand and agree that all services rendered me
are chas;ed dire-lly to me and that | am persanally responsible for payment. | also understand that if | suspend or
ltinale my care £ 'd ) 'eatment, any fees iur prolessional services rendered me will be immediately due and payable.

Patient's Signature:
Guardian or Spouse’s Signalure: Date

00 NOT WRITE BELOW THIS LINE

...........

Patient accepted? O Yes O No Doctor's Signaturo
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