Perscnal Injury Questionnaire

Mama . Age Fhone [ )

Your Ing, Co. Falicy £ Agent's Name

Mame on Policy (If other than self) Policy #

Responsible Party's Name

Address City Stale Zip
Policy Holder's Name . Paolicy #

ATTORMNEY

Mama Phone { )

Address City Stale Zip
Were there any witnesses | ) Yes () Mo Mame(s)

NATURE OF ACCIDENT:

1. Date of Accident Timez of Day

2 Wereyou: ()} Driver { )Passenger | )FrontSeat | ) Back Seat

3. Mumber of people in your venicle? _—

4. What direction were you heading? ( JMorh ( JSouth { )East | ) West

on (nama of sireet) _
- What direction was Ihe olher vehicle heading? (  JMorth [ }South [ )East { ) West
on (namea of street) .
- Were you struck from; {  )Behind { JFromt { )LeftSide ( ) Right Side
. Approximate speed of your car mph. Speed of other car mph.
. Were police notified? {  )¥es { )Mo
. In your own words, please descrbe accident:

£h

008 -l O

DESCRIPTION OF INJURY:

1. Did you have a seat belton? [ )Yes | )Mo
2, Did you have a shoulder harmess on? | JYes | JNo
3. Did the seat have a headrast?  )Yes | )Mo How high was it adjusted?
4. Were you head, neck andior body jerked forcibly backward and forward? { I¥es ( }No
5. Were you head, neck and/or bedy jerked forcibly sice to side? [ JYes { )Mo
6. Which direction were you looking upon impact? { JLeft { JReght { ) Siraight
7. Did you strike your head? | JYes [ JMNe Where?{e.g. windshield, door)
8. Did you strixe your body?  { )Yes { Mo Where? (2.g. Steering wheel dazh)
9. D you strixa your knees? | )Yes [ )Mo Where? (e.g. dash, console)
10. Did you slrike your arms? | ) Yes [ )Mo Where? (e.g. door, dash)
1. Wera there any cuts, gashes, or bruises on your body? [ J¥es { JNo
Describe;

12. Did you lose your hat, glasses, contact lenses, or earings? [ ) Yes { )Mo
13. Were you unconscious?  { JYes [ )Mo Howlong?

14. Were you shaken or stunned? [ JNe (] Shghlly { ) Mogerately ( | Saverely
13, Were you able to get out of the car under your own power? | IYes { )Mo
16. Were either cars towed from the scene? [ jYes { JNa fyes:{ JYours { JOdher

17, Please describe how you felt:
a. IMMEDIATELY AFTER the accidenl:

b. LATER THAT DAY:

c. THE NEXT DAY

SYMPTOMS:
Check symploms yvour have experienced since accident:
) Headaches [ yHead seams oo hemny | )Dizziness 1 hLloss of memory
i b Medk pain {  bPins & nesdies in ams i Jimiaddiy { )Fainiing
[ bMeck st [ }Pins & needias in begs [ )Menrougngss i )Loss of balanco
[} Mid back pain [ }MumBnsss in Shpers i ) Depression i )Lossof smeil
[} low back pan [ }Humbaass if oo i JEars frg i pLoas of iaste
[ ) Cheasl pain [ )}Lights bether eyes [ ) Shoriness of Breath [ )} Fower
[ ) Famgue { ) Slesping Problems [ )Upsel slamach i }Wamiling

Sympioms other than above
Since thes injury occurred, arae your symploms:( ) Improving { ) Getling Worse [ ) Same




MEDICAL CARE:
If your have not recefved any medical care since the accident, skip this soction and sheck hers | }

1. Were you $een by paramedics at he aceident?  J¥es [ Y Mo

2. Did you go to the hospital or doctor following the accident? [ )Yes | (Mo Mame:

3. How did you get there? ([ ) Ambulanee | ) Car

4, Were you examingd? | JYes [ Mo Wasi therough? ( )Yes { )Mo

3. Wereyou xrayed? ( JYes [ )Mo [fyes, what areas of your body?

&, What aid the docters tell vou?

7. Did Inay give you any ireatment? | )Yes { )Mo If yes, please deserba:

8. Did they give you any medication? | )Yes { )Mo

9. What follow up advice?

10. Have you been treated by any other doctors smee the accident? () Yes | )Mo
if yas, please list the doclor's nams and address:

11. Have you received any olher medical care up to this point? | ) Medication | | Physical therapy
Please describa:

0 it help?

PAST MEDICAL HISTORY:

1. Did you have any physical complaints BEFORE THE ACCIDENT? [ )¥es [ )No Ifyes, please describe in
detail:

—

2. Do you have any congendal {from birth) facicrs which ralate o this prosem?] )Yes [ Mo Ifyes, please deseriba:

3. Do you have any previous dinesses which relate to this case? [ ) ves [ }Mo
If ygs, please describe:

[

4. Have you had any olher accidenls which required medical care? [ I¥es [ )Mo Hyes please describe,
including date(s) and type(s) of accidents, as well as injury(es) received:

DISABILITY:
1. Hawve you lost time from wark a5 a result of this sccident? [ )}¥es [ Mo
If yes: Last Day Worked: Type of Emplayment:

2. Do you nelee any activity restricions as a result of this mjury? [ ) Yes [ Mo
If yas, please describe in detail

Dither serinent information:

Date Patlent's Signatura
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