Elite Performance /ud Thernapy

Accident/Injury Questionnaire

Patient: #:
Today’s Date: / /

A. DATE AND TIME OF ACCIDENT/INJURY

B.

Date: / / Time: . am/pm
DESCRIPTION OF ACCIDENT/INJURY
OAutomobile Crash OWorkmen’s Compensation
Other: OAccident Olnjury

. DESCRIBE IN YOUR OWN WORDS WHAT HAPPENED

. DETAILS OF AUTOMOBILE ACCIDENT

1. Your Vehicle
a) Type:
b) Vehicle Size

OCompact OMid-Size OFull-Size OOther:

c) What Was Your Location In The Vehicle?
ODriver OFront Passenger Rear: OLeft OMiddle ORight
d) What Damage Did The Vehicle You Were In Sustain?
OMinimal OModerate OExtensive OTotaled OUnsure
2. Other Vehicle
a) Type:
b) Vehicle Size
OCompact OMid-Size OFull-Size OOther:

c) How Did This Vehicle Strike The Vehicle You Were In?
OHeads On OFrom Right OFrom Left ORear Ended
OSideswiped On Left OSideswiped On Right OOther:

d) What Damage Did The Other Vehicle Sustain?
OMinimal OModerate OExtensive OTotaled OUnsure

3. Describe Any Other Vehicle(s) To Strike The Vehicle You Were In

4. Were Traffic Citations Issued As A Result Of The Accident?
ONo ODriver Of Your Vehicle ODriver Of Other Vehicle OYou OUnsure
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5. Conditions At The Time Of Accident?
a) Timing: ODaylight ONight ODawn ODusk OOther:
b) Road: ODry OWet OSnow Covered Olcy OOther:
¢) Visibility: O0Good OFair OPoor OOther:
6. At Moment Of Impact
a) Were You Prepared For The Accident?
ONo OYes
b) Were You Wearing A Seatbelt?
ONo OYes If Yes: OShoulder Belt OShoulder-Lap Belt OLap Belt
c) Was The Vehicle Equipped With Headrests?
ONo OYes If Yes, Location: OLow OMiddle OHigh OUnknown
d) Did Airbags Deploy?
ONo OYes
7. Your Body Positioning
a) What Was Your Body Position At Impact?
OStraight OSlouched Forward Rotated: OLeft ORight
ODon’t Recall OOther:
b) What Direction Was Your Body Thrown?
OForward/Backwards OSideways OAcross Vehicle
OOutside Vehicle ODon’t Recall OOther:
8. Your Head/Neck Positioning
a) What Was Your Head/Neck Position At Impact?
OStraight OTilted Forward Rotated: OLeft ORight
ODon’t Recall OOther:
b) Through What Motion Were Your Head/Neck Thrown?
OForward/Backwards OSideways ODon’t Recall
OOther:
9. Result Of Impact
a) Did The Force Of Impact Cause Your Head/Neck To Strike
Anything?
ONo OYes If Yes, Then What:
b) Did The Force Of Impact Cause Any Other Part OF Your Body
To Strike Anything?
ONo OYes If Yes, Then What:

. IMMEDIATELY AFTER THE ACCIDENT

1. Did You Lose Consciousness?
OYes ONo ODon’t Know
2. How Did You Feel?
OConfused ODazed ODizzy ONervous OWeak OOther:
3. Where Did You Immediately Feel Pain?
OHead ONeck OUpper Back OMid Back OLow Back OArms OLegs
OOther:
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4. Did You Receive Emergency Care?
ONo OYes If Yes, Then Describe Care:

5. Destination After Accident/Injury
OHospital OHome OWork OSchool OOther:

. HOSPITAL VISIT AFTER THE ACCIDENT/INJURY

1. When Did You Go?
Olmmediately OLater That Day ONext Day ODays Later
OOther:
2. Were X-rays Taken?
OYes ONo
3. Was A CAT Scan Performed?
OYes ONo
4. Was An MRI Performed?
OYes ONo
5. What Was The Diagnosis(es) Given At The Hospital?

6. What Treatment(s) Was/Were Given At The Hospital?

7. What Recommendations Were Made?

. FOLLOWING THE ACCIDENT/INJURY
1. What, If Any, Additional Symptoms Developed?

2. How Much Later Did Additional Symptoms Develop?
Olmmediately OHours OThat Evening ONext Morning ODays OWeek
OMonth OOther:
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3. Since Your Accident/Injury Have You Suffered From?
OBlurred Vision ODouble Vision OReduced Vision Olmpaired Hearing
ORinging In Ears OChest Pain ODifficulty Breathing OPalpitations
OConstipation ODiarrhea ONausea OVomiting OFrequent Urination
Olnability To Hold Urine OPainful Urination OAnxiety ODepression
OMood Swings ONervousness OPoor Memory OTension OConvulsions
ODizziness OHeadaches OFainting OLoss Of Balance OFatigue
ORestlessness Olnsomnia OLight Sensitivity OReduced Appetite
OWeakness OWeight Gain OWeight Loss OOther:

4. Has The Accident/Injury Restricted Your Activities?
ONo OYes If Yes, Describe:

5. Have You Missed Work Due To This Accident/Injury?
OMissed No Work OLimited Work Activity
OMissed Work From: / / to / /
6. Did You Self Treat Your Symptoms?
ONo OYes If Yes, Then How Or With What:

H. INSURANCE/ATTORNEY INFORMATION
1. Have You Contacted An Insurance Adjuster Or Representative
Regarding This Claim?
ONo OYes If Yes, Company:

Adjuster: Claim #:

2. Have You Engaged Services Of An Attorney?
ONo OYes If Yes, Attorney:

Address:

City: State: ZIP:

Phone: ( ) -

3. Have You Filed An Accident/Injury Report?
ONo OYes

4. Have You Filed For Insurance Benefits?
ONo OYes

Patient Or Guardian’s Signature Date
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