AUTO ACCIDENT INFORMATION

Name: Today's Date: Date of Accident:

How many were in your vehicle at time of accident? How many vehicles were involved?

Location of accident: (streets)

Nearest intersection:

City / town accident took place: State:

Which direction were you headed?
ONorth O South DO East 0O West 0O Other

Did the accident involve a hit and run driver? O Yes 0O No

Year, Make and Model of the vehicle you were in:

Were you in your own vehicle or someone else’s at the time of the accident?
[0 my own vehicle 0 my spouse’s O my parent’s O a friend’s O other

If you were in someone else's vehicle, answer the following:
Name of Owner: Address of Owner:

Were there any witnesses? U Yes {No

Was a ticket or citation issued by a police officer as a result of the accident? {1 YES = NO

Did you pick up a police report of the accident? O YES [1 NO

Name of the hospital were you taken to? 0 Christus Good Shepherd o Longview Regional

1 Other

Make and model of the other vehicle?

Which direction was the other vehicle headed?
ONorth 0 South (JEast (0 West (1 Other

Approximate speed the other vehicle was traveling:

Do you have any other information concerning the other parties involved?
0 YES o NO (if yes, please provide our office with this information or a copy of this information)




Automobile Accident Description

Please answer the questions below. Ifyou do notknow the answer to any of the questions, do not answer that question.

1.Yourvehicle type 2. Your posltion in vehicle

3. What was your vehicle doing at the time of the accldent?

Qcar 0 Station Wagon Q Oriver  Q Front Passenger
Qvan O Pickup Truck Q Left Rear Passenger

OLarge Truck  QBus Q Right Rear Passenger

Other, Other.

O Stopped atintersection Ostoppedintrafic O Stopped atlight

Q Making a right tum 0 Making a left tum ) Parking
QProceeding along Oslowingdown OAccelerating
Other

4, Time/Spead/Damage 5. Details of Accident

6. Road conditions

Time of accident Visibility at time of accldent Road conditions attime of accident
Yourvehicle's QPoer OFar 0O Good Qilicy QOwet QO sSandy ODak Q Cleanand dry
speed: mph
Theirvehicle'’s Who hitwho/what? Pointofimpact
speed: mph | O Youhitother vehicle 0 Head-On OLeft Front O Right Front
Damage to your vehicle Q Othervehicle hit you QO Read-End Q Left Rear O Right Rear
Q Mid O Moderate You hit...{object)
0 Totaled
7. Body Position, etc.
Did you see the accident coming: YesO QO No Does your vehicle have headrests? YesU U No
Were you braced for the impact? YesO Ul No | What was the position of your headrest at the time of the Impact?
Did you have a seat belt on? YesOQ No | O Even with top of head () Even with bottom of head O Middle of neck
Did you have a shoulder harness on? YosO U No | What was the direction of your head at the time of the impact?
& Facing straight forward (1 Tumned to the right O Turned to the left

Did driver side alr bags deploy? YesQ Q No Did passenger side airbags deploy? YesO [l No Did side airbags deploy? YesQQ No

8, Additional accldent Information

In the case of a motor vehicle accldent, enter any additicnal information here that s not covered by the above check offs.

9. During the accident:

10. Afterthe accident:

Did your body strike the inside of yourvehicle?  YesTCINo Check off your symptoms right after and a fow days following:
Ifyes, describe; Q Headache QO Dizziness [ Midback pain [ Cold hands
Did youlose consciousnessduringtheinjury?  YesQ U No O Neck pain O Nausea O Lowbackpain O Cold feet
Ityes, forhowlong? 0 Neckstifnres O Confusion CINervousness [ Diarrhea
Your vehicle's estimated damage? Q Fainting O Fatigue ClLossoftaste O Depression
Damage to thelrvehicle: OMid (O Moderate O Totaled | O Ringing in ears O Tension Q Toe numbness 0 Anxious
Did police show up atthe scene? YesQ U No O Lossofsmell Qlinitability Q Constipation 0 Chest Pain
Was anaccident reportfilled out? YesOONo Q Pain behind eyes {1 Shortness of breath 0 Sleeping problems
Others:
11. Emergency Room? 12. Treatmont History:

Whoere did you go after the accldent?

0 Home QOwork Q HospitalER L Private Doctor
Howdidyougetthere?

Q Drove self OSomebodyelse CAmbulance O Police

Woere X-rays done? YesQCINo Was labwork done? YesOUONo

Fill In any other dactor(s} seen prior to your first visit to this officd]

1.0r.

First visil date: ! /

Speciatty:

X-raysdone? YesQONo

Types of trealments received:

How many treatments received? Currently treating? Yes QT No
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Body parts X-rayed? Did treatments benefityou? YesO O No
What labwork? Lastvisitdate: ____/ __ /
The X-rays revealed: 2. Dr. Firstvisitdate: ___ / /7
Treatments: 0 Cervical Collar Olce Other: Types of treatments received:
Medications: How many treatments received? _____ Currently treating: YesCl( No
Follow-upinstructions: Did treatments benefityou? Yes(U No

Lastvisitdate: ___ / /

2




