Provider Name

INJURY INFORMATION

Patient Name

Date

Date of Injury.

Insurance ID#

A. General Injury Information
1. How did the accident cccur?
0 Auto [ On-the-Job [1Other

2. Was a police report filed? [JY¥es [INo
Was a work incident report filed?
[1Yes [Noc

3. Describe your injury and how it occurred:

4, Describe how you felt during and
immediately after the injury:

Later that same day:

The next day:

The next wesk:

The next month:

Describe any bruises, cuts, or abrasions
as a result of the injury:

5. Are your symptoms [] detting better
1 getting worse [ no change

What makes them better?

Worse?

8. Did you return to work on the day of the

injury? [Yes T1No

Have you logt time from work gince the
injury? [1Yes [INo

. What are your work respongibilities?

Which work activities are affected by this
Injury?

Hawve your work respongibilities changed as
a result of this injury? [1Yes [INo

BExplain

What other daily activities are affected by
this injury?

. Did you go to the emergency rocom?

[Yes [INo
Were you hogpitalized? [[Yes [INo

List the health care providers who have
treated you for this injury, the type of
treatment provided, and their diagnosis.

. Have you ever had this type of injury

before? [JYes [1No
Explain

Did you have any physical complainis
before the injury? [¥es [No

Expilain

Do you have any illnesses or previous
injuries that may have been affected by
this injury? [1Yes [INo

Explain

Signature

Date
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B. Motor Vehicle Accident Information

1.

2.

Did the police arrive at the accident?
CY¥es [DNo

How was your vehicle hit?

TiRearend [JHsadon [ Side swipe
OR Did your vehicle hit another
vehicle/objecs?

MBearend {IHead on [ dide swipe
If you were hit from behind, was your

vehicle pushed forward upon impact?
DYes Do If yes, how much?

Did your vehicls hit anything alse after
the initial impact? [(1Yes [1No
Explain

VWere you at = stop or moving at the time
of impact?  O&topped [ Moving

If you were stopped, was your foot on the

brake? i1¥%es [ I1HNo

If you were moving, were you:

O Increasing speed

[T Decreasing speed

[0 Traveling at a steady speed

Was the other vehicle moving at the time
of impact? dYes [0

If yes, was it [l Increasing spesad

[ Decreasing speed [ Traveling at a
steady speed

Whers were you seafbed in the vehicle?

Which way was your head facing upon
impact?

Wers you aware of the approaching
vehicle or <¢id the impact cateh you by
gurprige?

[1Aware  [1Surprise

. Did you loge consciousness?

CiYes [1No

8.

9.

10.

11,

12.

14,

Were you wearing a seat belt? No
{lLap belt T]8houlder harness [ Both
Is your vehicle equipped with an airbag?
O¥es ONo

Did it achivaie? O¥es [CONo

Is the top of your head regt:

[0 Above your head [ Below your head
Does your head touch the head rest?
OYes [ONo

If no, how far in front of the hsad rest ig
yvour head?

What were the road condiiions?

Cwet [Obey [Qloy  SO0Uy

What type of vehicle were you in? {malke,
model, year)

What type of vehicle hit you? (make,
model, year)

. THd any part of your body come info

conbach with the vehicle? [(1¥es [COHo

Explain

Did any parts of the vehicle break?
1 ¥es [INo

Explain

Check all of the following symptoms thab
you have experienced since the accident:

[1Logs of memory
[ Loss of balance
[ Visual disturbangces
{1 Hearing difficulties
[ 1 Difficulty breathing
[ 8lesp disturbances

. Anything else you want to tell me about

the accident or how you feel?

Patient Bignature

Date




