Auto Accident History Questionnaire

Patient name: ______________________________________   Date: ____________________________

 Patient Name:_____________________________________________  Date: _____________________________

 Date of Accident​​​___________________________________     Time of Accident ___________________(am/pm)
Approximate Address of Accident:_______________________________________________________________
Were you:     Driver     or      Passenger __ Front __Rear Driver’s side __Rear Passenger’s side   __Pedestrian
Vehicle driven by: _________________________Number of people in vehicle with you: ___________________
Your Vehicle:
Auto
Truck
 Van    
Pick Up     
Other:______________________________________


      Year/Make/Model: 











What was your vehicle doing at time of impact:     Stopped     Slowing down    Speeding up   braking_______mph
What was the approximate damage to the car you were in?   Minor    Moderate   Severe  Amount $__________
Other Vehicle:
Auto 
Truck
 Van      Pick Up 
    Other: __________________________________________

 
    Year/Make/Model:___________________________________________________________________________
What was other vehicle doing at time of impact:    Stopped     Slowing down    Speeding up   braking _____mph
Visibility at time of accident:    Poor     Fair     Good        Time of day:  Daylight         Dawn
Dusk   Dark 

Road condition at time of accident: 
Dry
Wet
Rainy
Snow
Ice

How accident occurred:      Struck by another vehicle      Struck another vehicle     Struck a stationary object

Other:________________________________________________________________________________________
Where was your vehicle hit: 
Front
       Rear             Pass. Side            Dr. Side           Pass. Front          Dr. Front        Pass. Rear       Dr. Rear
Other vehicle contact area: 
Front
       Rear             Pass. Side            Dr. Side           Pass. Front          Dr. Front         Pass. Rear      Dr. Rear

Were you aware that the accident was about to happen?  Yes     No

Were you wearing a shoulder harness?
Yes     No    Don’t know

Were you wearing a seatbelt:     Yes        No    Don’t know

Does the vehicle have headrests?
   Yes     No    Don’t know           Did you brace for impact?     Yes
No
If yes, what was the position of those headrests compared to your head before the accident?
Top of headrest even with bottom of head
      Top of headrest even with top of head
    Top of headrest even with middle of neck

Was the headrest position altered by the crash?
Yes
No
Don’t know                                                                                  

What was your head and body position at the time of impact?                                                                                                                                         Head turned:
Right
Left
Looking back
Straight ahead     Body rotated:
Right
Left                                                                                                           
Were your hands on the wheel?

One hand on wheel
Two hands on wheel
Was your seat broken or otherwise altered by the crash?      Yes     No       Don’t know
Did the airbag deploy?    Yes   No
                      If  yes, were you struck?
Yes    No
  
 Body parts struck:_____________________________________________________________________________
What occurred at the moment of impact? (Circle as many as apply)    

Body tensed for impact
Neck whipped forward and back
Spine torque and twisted
Thrown over seat
 

Thrown from side to side        Thrown from vehicle
      Pinned in vehicle
   Cut and bruised



Other:_______________________________________________________________________________________              
Did you strike your: (Circle as many as apply)
A) Head
Hit:               Dashboard         Windshield        Steering Wheel       Door       Head Rest       Unknown Object
B) Shoulder Hit:        Dashboard
     Windshield
  Steering Wheel        Door       Head Rest
 Unknown Object
C) Arm Hit:               Dashboard
     Windshield
  Steering Wheel
      Door       Head Rest
 Unknown Object
D) Elbow Hit:
       Dashboard
     Windshield
  Steering Wheel
      Door       Head Rest
 Unknown Object
E)  L / R  Wrist Hit:  Dashboard
     Windshield
  Steering Wheel
      Door
       Head Rest
 Unknown Object
F)  L / R  Hip Hit:      Dashboard
     Windshield
  Steering Wheel
      Door       Head Rest
 Unknown Object
G)  L / R Knee Hit:    Dashboard        Windshield
  Steering Wheel
      Door
       Head Rest 
 Unknown Object
H)  L / R Ankle Hit:   Dashboard
     Windshield 
  Steering Wheel
      Door       Head Rest
Unknown Object
Were you rendered unconscious? 
Yes
No
Don’t Know
Were you able to move all of your body parts?
Yes
No
If no, explain: _______________________ __________________________________________________________________________________________________________________________________________________________________________________________
Were you able to get out of the car unaided?
Yes 
No
If no, explain ________________________
_____________________________________________________________________________________________
Did you bleed or get cuts and bruises?
Yes
No
Location? __________________________________



Were there any flying objects in the car?
Yes
No
Were you hit?
Yes 
No

Describe_____________________________________________________________________________________
In your own words please describe the accident: ___________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
INDICATE ON APPROPRIATE DIAGRAM HOW THE ACCIDENT HAPPENED:






Please describe how you felt:

A. During the accident: _________________________________________________________________
B. Immediately after the accident:_________________________________________________________
C. Later that day:_______________________________________________________________________

D. The next day: _______________________________________________________________________

E. Did you receive medical attention at the scene of the accident?
Yes
No


If yes, what was done? ___________________________________________________________________
Were you taken by ambulance to the hospital?
Yes
No
If yes, where? ________________________

What was done? ________________________________________________________________________

What was the diagnosis given? _____________________________________________________________

Please list prescribed medications: __________________________________________________________
Where did you go immediately after the accident?
Hospital/Doctor

Resumed activities







Home


this office
Hospital or Doctors office:
yes
No

Where? ___________________________________
Were you examined?
Yes
No      Were you x-rayed? 
    Yes     No      What area? ___________________
What treatment was given? ______________________________________________________________________
Please list medications: _________________________________________________________________________
Did you return to the doctor’s office?
Yes
No
If yes, please list dates: _______________________
Second Doctor/ Clinic: ______________________________________
Date of first visit: ____________________
Were you examined?
Yes
No
If yes, explain: ____________________________________________
Please list medications: _________________________________________________________________________
Did you return to the doctor’s office?
Yes
No
If yes, please list dates: ______________________
CHECK YOUR SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT:

___ Headache


___ Dizziness


___ Light bothers eyes

___ Cold sweats


___ Cold feet


___ Cold hands
___ Neck pain


___ Head heavy


___ Loss of memory

 
___ Neck stiffness

___Pins/ needles in arms

___ Ears ring


 

___ Sleeping problems

___ Pins/ needles in legs

___ Face flush




___ Numbness in fingers

___ Buzzing in ears

___Constipation


___ Loss of taste


___ Upset stomach

___ Loss of balance
___ Mid back pain

___ Nervousness


___ Diarrhea



___ Low back pain

___ Numbness in toes

___ Shortness of breath

___ Tension

 
___ Fever


___ Loss of smell
___ Fainting


___ Vomit


___ Depression


___ Irritability


___ Fatigue


___ Chest pain


Symptoms other than above: _____________________________________________________________________
_____________________________________________________________________________________________
Have you lost any time from work as a result of this accident?
Yes 
No

A. Last day worked: ____________________________________________________________________
B. Type of employment: ________________________________________________________________
C. Are you being compensated for time from lost work?
         Yes 
No

Did you have any physical complaints before the accident? 
Yes 
 No
If yes, please describe: _____________________________________________________________________________________________
_____________________________________________________________________________________________

Have you ever been involved in an accident before?
Yes
 No
 If yes, Please describe: _________
_____________________________________________________________________________________________

_____________________________________________________________________________________________
Insurance Information

Name of YOUR Auto Insurance Company (P.I.P): __________________________________________________
Claim #: ______________________________________________________________________________________
Insurance Adjustor’s Name: _________________________________ Phone: ______________________________
Name of at fault Auto Insurance Company: _______________________________________________________
Claim#: ______________________________________________________________________________________

Insurance Adjustor’s Name:__________________________________ Phone: ______________________________
Attorney Information
Name of your attorney: __________________________________________________________________________
Phone #:  _____________________________________________________________________________________
Other Information: ____________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
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