Personal Injury Questionnaire
Patient Information:
Today’s Date: ___________________________		Phone Number:   (_____)__________________
Name: _________________________________		Date of Birth: ___________________________
Address: _______________________________		Email Address: __________________________
_______________________________________		Social Security Number: ___________________
Sex:	             male		 female
Occupation: ____________________________		Emergency Contact: ______________________
Employer: ______________________________		Relationship: ____________________________
Employer Address: _______________________		Phone Number:   (_____)__________________
If minor, name of parent/guardian: ________________________________________________________

Auto Insurance Information:
Insurance Company: ______________________		Policy Number: __________________________
Address: ________________________________	Phone Number:   (_____)__________________
Adjustor Name: __________________________		Claim Number: __________________________

Accident Information:
1. Date: ___________________________		Time: ____________________     AM     PM
2. Was it reported to the police?       yes      no
3. Was a traffic violation issued?       yes      no	To whom?______________________________
4. Location of Accident (Street, Town): _________________________________________________
5. Describe the accident in your own words: ____________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
6. In which direction were you headed?       N    S    E    W
7. What was the approximate speed of your vehicle: ___________ MPH
8. Number of other passengers: ___________________________
9. Were there other witnesses?       yes      no
10. Make/model of vehicle you were in: ________________________________________________
11.  Driver: Were your hands on the steering wheel?       left       right       both 
                Passenger: were you sitting in the:       front       right rear       left rear
12. Did your vehicle strike another vehicle?    yes      no      (if no, go to question #13)

13. Was your vehicle struck by another?    yes      no
14. Angles of Impact:	First collision:       front       rear       left       right       other
				Second collision:       front       rear       left       right       other
15. Were you wearing a seatbelt?       yes      no	
16. Was the vehicle equipped with airbags?        yes      no     
If yes, did they deploy?       yes      no 
17. Were you     aware    or     surprised    by the impact?
18. Did you brace for impact?       no      yes, with my hands       yes, with my feet
19. Which way were you facing at the time of impact?       straight ahead       right       left
20. Did you strike anything in the vehicle at the time of impact?       yes       no
If yes, specify what part of your body struck what (ex. head/chest/chin/shoulder/knee etc.):
	 Steering Wheel ____________________	 Dashboard __________________________
	 Windshield ________________________	 Roof _______________________________
	 Left Side Door _____________________	 Right Side Door _______________________
	 Left Side Window ___________________	 Right Side Window ____________________
	 Other ______________________________________________________________________
21. Did the seat back bend/break?       yes       no
22. Have you retained an attorney?       yes       no
Attorney’s name: ________________________________________________________________
Attorney’s phone:   (______)_______________	Attorney’s fax:   (______)__________________
Attorney’s address: ______________________________________________________________
City: ______________________________________   State: ___________   Zip: ______________

Post-Injury Information:
23. Immediately following the accident, how did you feel?
 dizzy/dazed	 disoriented		 unconscious		 nervous
 nauseous		 upset			 weak     		 scared/afraid
 other ____________________________________________________________________
24. [bookmark: _GoBack]Did you go to the hospital?       yes       no	(if no, continue to question #25)		
Were you admitted?       yes       no	If yes, for how long? ______________________
       	When did you go?       at time of accident       next day
        	How did you get to the hospital?       ambulance    police car    private transportation
        	Name of Hospital: _________________________________________________________
        	Attended by Dr. __________________________________________________________
       	 What treatment was given?	 placed in a cervical collar       given pain medication
 physical therapy       stitches       xrays/CT/MRI done      
 given instructions regarding concussions
					 given instructions regarding sprains and strains
					 instructed to call an orthopedic surgeon
					 instructed to call a private physician
					 referred to this office for treatment
					 prescribed medication: ________________________
					 none       other ______________________________
25. Have you seen any other doctor as a result of this accident?       yes       no
If yes, list doctor name(s): __________________________________________________
			    __________________________________________________

Indicate the symptoms that are a result of this accident:
	 dizziness		 difficulty sleeping	 chest pain		 neck pain
	 memory loss		 arm/shoulder pain	 irritability		 mid back pain
	 headache(s)		 numb hands/fingers	 fatigue		 low back pain
	 blurred vision		 numb feet/toes	 jaw problems		 neck stiffness
	 buzzing in ear(s)	 shortness of breath	 tension		 back stiffness
	 ringing in ear(s)	 nausea		 upset stomach	 leg pain
 other ________________________________________________________________________

Neck Pain	Indicate the areas that the pain radiates to from the neck:
	 left shoulder		 left arm		 left forearm		 left hand
	 right shoulder		 right arm		 right forearm		 right hand
	 none

Back Pain	Indicate the areas that the pain radiates to from the back:
 left buttock		 left hip		 left thigh		 left knee
	 right buttock		 right hip		 right thigh		 right knee
	 none
Numbness	Indicate the areas that you are experiencing numbness:
	 left hand		 left upper arm	 left leg		 left foot
	 right hand		 right upper arm	 right leg		 right foot
	 none			 other ____________________________________________________

Indicate your degree of difficulty (on a scale of 1 to 5, with 1 being comfortable, 3 being uncomfortable and 5 being painful) in performing the following tasks:
	___ lying on back	___ lying on side	___ lying on stomach	___ sitting
	___standing		___ stretching		___ lovemaking		___ walking
	___ running		___ sports		___ working		___ lifting
	___ bending		___ kneeling		___ pulling		___ reaching

26. How many hours are in your normal workday? ________________________________________
27. Type of employment: ____________________________________________________________
28. Have you missed work since the accident?       yes       no
If so, dates: _____________________________________________________________________
29. Are your work activities restricted as a result of your injury?       yes       no

Signature: ______________________________________________	Date: _____________________
