
PERSONAL INJITRY QUESTIOIYNAIRT

INFORMATION ABOUTYOU

Nanre Phone

Addreee

Name on Policy(if other than eelfl

State Zip

Sex(  )M(  )FSta tus  M S W D q /B#

Addrese

Occupation

Agent's Name Phone #

Claim#

City

Age D.O.B.

Occupatlon Name

Spouee'e Nanre

Your Ine. Co.

Reeponsible Party's Name

Addrees City State _ Zp

Policy Holder's Name

INFORMATION ABOUT YOTJR ATTORNEY

Name

Addrees

Phone Fax

City Stete _ Zip

Were there any witneeeee?

INFORMATION ABOUT

( ) Yes ( )No Name

YOI.'R ACCIDENT

1. Date of Accident Time of Dav

ZWereyou:( )fhiver ( )Paeeerrger ( )hontSeat ( )BackSeat

3. Number of people in your vehicl were you wearing eeat belts? ( ) yee ( ) No

4.WhatDlrecdonwereyouheaded? ( )North ( )Eaet ( )South ( )Weet

S.Whatdirectionwaetheothervehicleheaded?( )North ( )East ( )South ( )West

on (nane of etreet)

5.Wereyouetruckfrom:( )Behind ( )Front ( )Lefteide ( )RightSide

7. Apptoximate epeed of )rur car mph Other car mph"

8. Were you knocked unconecious? ( ) Yes ( ) No if yee, for how long?

9. Were police notified? ( ) Yee ( ) No

10. In your own worde, please descrlbe the accident

1L. Didyou have any physical complainte BEFORE THE ACCIDENT? ( ) Yee ( ) No
If yes, descrlbe

12. Please deecribe how you felt

a, DUFIIG theaccident

b. IMMEDIATELY AFTER the accident:
C. LATER THATDAY!

4 THENEXTDAY:



13. Whatare your FRESENT complainte and rymptoms?

1L Do you have any congenital (from birth) factors which relate to thie problem?

15. Do you have any previoue illneeees which relate to thie caee? ( ) Yee ( ) No

If yee, pleaee descrlbe:

16. Ilave your ever been lnvolved in an accident before? ( ) Yee ( ) No

If yea, pleaee deecribe, including date(e) and type(s) of accidents ae well as iniuriee received:

17. Where were you taken after your currant accident?

18. Have you been treated by another doctor eince the accldent? ( ) Yee ( ) No

If yee, names:

19. Since thie injury occurred .re your symptoms ( ) Improving ( ) Gefting Woree ( ) Sarne

20. CHECK SYMPTOMS YOU HAVE NOTICE SINCE ACCIDENTT

0HEADACHE

ONECKPAIN

( )NECKSIIFF

0IRRITABILTFY

0CHESTPAIN

( )DrzzrNEgs

ONUMBNE8$TOES OFACEFLUSHED OFEETCOLD

OSHORTNESgBREATH OBUZZINGINEARS OHANDSCOLI

0FATIGUE ( )LOSSOFBAI*ANCE ( )STOMACHTTPSET

()SLEEPING PROBLEM il HEADIS HEAVY il DEPRESSION ( )  F A I N T I N G ( ) coNsTrPATrc

{ )BACKPATN ( )prNs/r{EEDLESARMg ( )LIGTITSENSTTIVEEYES ( )LOSSOFSMELL ( )CoLDSWEAI

( )NERVOUSNESS ( )PrNS/NEEDLESLEGS ( )LOSgOFMEMORY ( )LOgSOFTASTE ( )FEVER

()NUMBNEEgFINGEN ()EAR$RINC ()DTARRHEA (  ) _( )TENgTON

Symptome other than above

21. Have you loet tlme from work ae a result of tlris accident? ( ) Yes ( ) No

a. Laet dav worked:

b. Tlpe of employment:

c. Preeent Salary:

d. Are you being compensated fro time loet from work? ( ) Yee ( ) No

If yes, type of compeneation you are receiving:

22.Doyounoticeanyactivityreahlctionsaearesult of thieiniury? ( ) Yes ( ) No

If yes, pleaee deecribe:

Other pertinent informatioru

Patient Signature Date:


