AUTOMOBILE ACCIDENT QUESTIONNAIRE

Patient’s Name: Today’s Date:

What was the cause of the injury?

Oautomobile vs. automobile Omotorcycle/bicycle vs. object(non-vehicle)
Cautomobile vs. object(non-vehicle) [Ipedestrian vs. vehicle
“Imotorcycle/bicycle vs. vehicle Ipedestrian vs. non-vehicle (e.g; slip, trip)

THE FOLLOWING QUESTIONS PERTAIN TO YOU/THE PATIENT AND THE VEHICLE YOU WERE IN:

Your/th ient’ ition in the vehicle:
Odriver
Upassenger-----Location----- OLeft CMiddle URight
Cother CFront [IRear [JThird Seat(rear)
Your/the patient’s type of vehicle: Your/the patient’s size of vehicle:
Vehicle type: Vehicle size:
Ccar Opick-up Ofullsize Omini

lvan Itruck lcompact Isub-compact
[station Wagon [bus [Imid-size [Theavy
make and model [Other

THE FOLLOW QUESTIONS PERTAIN TO THE OTHER VEHICLE INVOLVED IN THE ACCIDENT:

Vehicle type: Vehicle size:

Ccar Opick-up Ofullsize Omini

[lvan Otruck [lcompact [sub-compact
Ostation Wagon Obus Omid-size Uheavy

make and model [1Other

THE FOLLOWING QUESTIONS CONCERN THE MOMENT OF IMPACT OF THE ACCIDENT:

Date of accident:

Where were you/ the patient seated in the vehicle?

Odriver Orear right seat passenger in a car seat
[front seat passenger Crear left seat passenger in a car seat
Clrear right seat passenger [Crear right seat passenger in a booster seat
Urear left seat passenger Urear left seat passenger in a booster seat

[rear middle seat passenger [rear middle seat passenger in a car seat

Restrain r unrestrained?
[Jrestrained CJunrestrained JOTHER fJuncertain



Did the airbag deploy?
[Did [JDid not JOTHER

Did your/the patient’s seat break at the time of collision?
1Did [1Did not [IOTHER

Position of the headrest?

Ulow position relative to the head [Jwas not present
[Imid position relative to the head [lwas integrated into the child car seat
Uhigh position relative to the head Owas the seatback with child in booster seat

Did your/the patient’s head hit the headrest?
1Did [1Did not

Which way was your/the patient’'s head pointing at the time of impact?
‘Straight [1Down to the left to the right  “lunknown

Did voult , he interior of the vehicle?

~Did ~Did not TOTHER

Please list any parts of the body that came in contact with the interior:(Ex. Head, leg, arm, knee etc.)

Interior of the vehicle body contacted?

[Ino interior parts contacted at time of accident [1flying objects inside vehicle
Uany object in the car Othe headrest

“ithe airbag [Ithe seat

[lthe armrest [lthe steering wheel

[lthe dashboard [lthe window

[1the door [lother

Did you/the patient receive an injury to the head?
[1Did [1Did not [IOTHER

Did you/the patient lose consciousness?
[1Did [1Did not [IOTHER

Patient’s vehicle impact?

Clon the front right side [Jon the right side(passenger’s side)
Tlon the front left side Tlon the left side(driver’s side)
“lon the front center [10ther

[lon the rear right side
[lon the rear end



Patient’s vehicle movement?

[backing up Cturning left
[Imoving forward [turning right
Ostopped [not specified/unknown

What was the estimated speed of the vehicle you/the patient was driving in?

[Inot moving(0 MPH) COJmoving at a moderate speed(between 25 and 40 MPH)
“Imoving very slowly(less than15 MPH) “Imoving at an increased speed(between 40 and 65 MPH)
“Imoving slowly(between 15 and 25 MPH) [Imoving at an excessive speed(more than 65 MPH)

Your/th tient’s vehicl timat: m

OUnknown [1Slight visible damage Uother
'Heavy visible damage "INo visible damage

[1Moderate visible damage [1Totaled

THE FOLLOW QUESTIONS PERTAIN TO THE OTHER VEHICLE INVOLVED IN THE ACCIDENT:

OTHER vehicles movement:

Obacking up Oturning left
[Imoving forward [turning right
[stopped [Inot specified/unknown

What was the estimated speed of the OTHER vehicle?

[Inot moving(0 MPH) COJmoving at a moderate speed(between 25 and 40 MPH)
“Imoving very slowly(less than15 MPH) “Imoving at an increased speed(between 40 and 65 MPH)
“Imoving slowly(between 15 and 25 MPH) [Imoving at an excessive speed(more than 65 MPH)

How much dam i timated to OTHER vehicle?

OUnknown [1Slight visible damage Uother
"IHeavy visible damage [INo visible damage

[1Moderate visible damage [ Totaled

Was your/the patient’s vehicle towed from the scene?
OWas UWas not UMay or may not have been

Did the police arrive at the scene?
r1did r1did not fJunknown

Was there an accident report?
[IWas [JWas not [JMay or may not have been

Was EMS at the scene?
[1Was [1Was not [JMay or may not have been

If yes to above, How did you/the patient get to the hospital?
“JAmbulance "IDrove myself "1Was driven by someone else




Has the patient received any treatment since the accident?

Unot treated since the accident Ureferred to physical therapy
[Jexamined, then released without treatmentlireferred to a chiropractor

Oexamined & prescribed medication Ureferred to a neurologist
Creferred for further evaluation and treatment Oreferred to an orthopedist
Creferred to a primary care provider [treated by a surgeon

Ureleased Ureleased that day

[treated by self at home with heat [treated by self at home with cold

(treated by self with over the counter medication [treated by self at home with rest

Describe the discomfort felt at the time of th ident:

Usharp Lgeneral discomfort Uheavy Ostabbing
Idull CInumbness intolerable stiffness
[aching [lannoying Cpulling [ltightness
Uburning Udeep Opulling Otingling

“Ithrobbing [diffuse “Ishock

Where were the symptoms felt at the time of the accident?
Please list where the symptoms were felt:(eg. neck, mid back, leg, wrist etc)

Additional symptoms at the time of the accident?

CAnxiety [Dizziness [1Shock [1Other
[1Discomfort T1Exhaustion [1Stress

[IDifficulty breathing [Facial pain [ITightness

[JChest pain [Headache UTiredness
[JDepression Ulrritability UUpset

[1Disbelief [INumbness and tingling [1Stunned

f symptoms since th ident?

Uelicited more pain Uimproved
Delicited more stiffness Oimproved daily functioning at work/home
[lexacerbated [elicited less pain
[deteriorated daily functioning at work/home Uelicited less stiffness
'worsened lessened
“lworsened quality of life “lsomewhat resolved
[shown no change in daily functioning at work/home Ustayed the same
[ldisappeared Cother

Patient’s Signature Date:




