PERSONAL INJURY – AUTO ACCIDENT PATIENT DATA FORM
Today’s Date: ____________________ Date of Accident: _____________ Time of Accident ___________
Name: ____________________________________Location: ___________________________________
Driver of vehicle: ________________________________ Owner: ________________________________
Year/Model: __________________________ Where were you seated? ___________________________
Damage to vehicle: $ ___________________________
Were traffic citations issued to the driver of the vehicle? Yes ______ No ______
To the other driver involved? Yes ______ No ______
Was visibility: POOR ____ FAIR ____ GOOD _____ DARK _____ DUSK _____
What were the road conditions? ICY ______ RAINY ______ WET ______ CLEAR ______
Where was your vehicle struck? BEHIND _______ RIGHTSIDE ______ LEFTSIDE ______ FRONT ______
Other: ________________________________ 
Describe the accident in as much detail as possible: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Did you see the accident coming?  Yes ______ No ______
Did you brace for impact? Yes ________ No ______
Were seatbelts worn?  Yes ______ No ______
Does the vehicle have headrests?  Yes ______ No ______  If yes, circle one: Bottom of Head / Top of Head / Middle of Neck
At the time of the accident: 
Was your vehicle moving?  Yes ______ No ______
How fast were you traveling? __________ MPH
How fast do you estimate the other vehicle was traveling?  __________ MPH
Head / Body position at the time of impact:
(   )  Head turned LEFT / RIGHT			(   )  Body straight in the sitting position
(   )  Head looking back				(   )  Body rotated LEFT / RIGHT
(   )  Head straight forward			(   )  Other: ____________________________________
Did your HEAD / BODY hit the inside of the vehicle?  Yes ______ No ______  If yes, explain:
_____________________________________________________________________________________
As a result of the accident were you:  (   ) Unconscious (   ) Daze / Vague (   ) Other
Could you move all parts of your body?  Yes _____ No _____
Did you receive cuts / bruises / other? Yes ______ No ______ If yes, please describe _______________
____________________________________________________________________________________
How did you feel immediately after the accident? ___________________________________________
Later that day? __________________________________ That night? ____________________________
The next day? ___________________________________ Days later? ____________________________
Did you seek medical attention immediately / soon after the accident? Yes ______ No _____
How did you get there? (   ) Someone else drove me (   ) Drove own vehicle (   ) Ambulance (   ) Police
(   ) Other
Were you hospitalized as a result of this accident?  Yes _____ No _____
If yes, where? ____________________________________________ How long? ____________________
Initial doctor / hospital / clinic seen: _______________________________________________________
Date of first medical visit after accident: ____________________________________________________
Were you examined? Yes ______ No ______ Were you treated? Yes _______ No ______
If yes, what kind of treatment did you receive? ______________________________________________
Treatment recommended or referred: (   ) Bed rest (   ) Brace (   ) Physiotherapy (   ) Adjustments 
(   ) Drugs (   ) Other
Explain: ______________________________________________________________________________
What were the benefits from treatment?  Circle one:  BETTER / SAME / WORSE
X-Rays taken? YES _____ No _____
Date of last visit: _____________________ Approximate number of visits: ________________________
Did you see any other doctor for this accident? Please specify: 
_____________________________________________________________________________________
Do you notice any differences in your home / daily routines / activities following the accident?
Yes ______ No _____ If so, please explain: __________________________________________________
_____________________________________________________________________________________
Activities you are unable to do: ___________________________________________________________
Activities that are painful / difficult to do: ___________________________________________________
[bookmark: _GoBack]Have you ever had any prior injuries, accidents, diseases, or treatment to the area of your body now affected?  Yes _____ No _____ Have you ever had symptoms similar to what you’re experiencing now?  Yes _____ No _____  If yes, give specific dates, area of the body injured, treatment given, and if you continue to have problems: ______________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
If you are employed, are you able to continue to perform your regular duties?  Yes ______ No ________
If no, indicate dates disabled:  Full time: _____________ to _______________
Part time: ______________________ to ____________________
Do you have a lawyer representing you? Yes _____ No _____
If so, list: Name _______________________________________ Phone ___________________________
Address ______________________________________________________________________________
Patient or Guardian signature: _____________________________________ Date: _________________









