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Automobile Accident History

Patient’s Name __________________________ Today’s Date_________________
Patient’s Name __________________________ Patient’s Phone (____) ______________________ 
Patient’s Age ____ Height _____ Weight _____ 
Your Insurance Co. _______________________________ Phone (____) _____________________
Agent’s Name ___________________________________ Policy# __________________________
Ins. Co. Billing Address _____________________________________________________________

_____________________________________________________________
Accident Claim Number _____________________________
State in which accident occurred _______________________
Date of Accident / Injury _____________________________
Number of people in your vehicle? _____ Number of people in other vehicle (s) _______ & ________

1. Was the accident on the job? _____Yes _____ No   
2. Where were you seated in the vehicle? ______________
3. Name of person driving ____________________________________________________________
4. Your vehicle: Make____________ Model______________ Year________
Estimated speed upon impact: _______     Stopped_______   Slowing______ Accelerating_______
If stopped, was your/driver’s foot on the brake? _____ Yes     ______No

5. Other vehicle: Make____________ Model______________ Year________
Estimated speed upon impact: _______     Stopped_______   Slowing______ Accelerating_______

    Other vehicle: Make____________ Model______________ Year________
Estimated speed upon impact: _______     Stopped_______   Slowing______ Accelerating_______

6. Road conditions at the time of the accident _______ Dry   _______ Damp ______ Snow _____Ice
7. Time of day ______ Daylight   _____Dawn    ______ Dusk ______ Dark
8. Head restraints, seat backs

How far was the top of the headrest or seatback from the back of your head? ______ Inches
If adjustable, was the position of the headrest altered by the accident? _____ Yes   ____No
Was the seatback adjustment altered by the accident? _____ Yes     ______No
Was the seat broken? _____ Yes     ______No

9. Seat belts and Air bags
Were you wearing a seat restraint? _____ Yes     ______No     _______ Don't know
What type?   _____ Lap belt    _____Shoulder seat belt    _____Shoulder-lap seat belt
Did your airbag deploy?  _____ Yes     ______No
If yes, were you stuck? _____ Yes     ______No   Where? ______________________

10. Head and Body Position
Which way was your body pointed at the pointed at the point of impact?  

            _____Straight     ______ Right   ______Left    Other (describe) ______________________
Which way was your head pointed at the pointed at the point of impact?  

            _____Straight     ______ Right   ______Left    Other (describe) ______________________
11. During the Crash
Position of hands: _____ One on the wheel   ______ Two on the wheel        _______ N/A
Did you strike any part of the vehicle? _____ Yes     ______No     
If yes, please describe: ____________________________________________________________
Did vehicle strike any objects after the crash? _____ Yes     ______No   
If yes, please describe: ____________________________________________________________
Were you aware or surprised of the approaching collision?  ______Aware   _______Surprised
Were you wearing a hat or glasses? ____No ____ Yes. Still on after the crash? ____ Yes   ____No     
Did you lose consciousness (black out) upon impact? _____ No   _____ Yes    how long? ______  
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Did you experience a flash of light or explosion in your head? _____ Yes     ______No                  
12. after the Crash
Did you become:  _____ Confused     _____ Disoriented     _____ Light headed   _____ Dizzy
                             _____Nauseated    _____ Blurred vision _____ Ringing/Buzzing in ears
If you still have any of the following symptoms, which ones? ____________________________________
Are you currently still suffering from: _____ Restlessness    _____ Irritable    _____Forgetful?  
                                                          _____ Difficulty concentrating   _____ Difficulty with memory                        
                                                          _____Sleeplessness _____Reduced tolerance to heat   
                                                          _____Reduced tolerance to alcohol
Did the police come to the accident?   _____ Yes     ______No     
Is there a report? _____ Yes     ______No
13. Hospital
Did you go to the hospital? ____Yes ____No. How did you get there? ________________________________
Name & city of the hospital________________________________ ER Doctor__________________________
If you were x-rayed what part of your body was x-rayed? __________________________________________
How long were you in the hospital? _______________________
What did the hospital do for your injuries? Cervical collar _____Ice pack _____Medications _______________________
Follow up instructions ________________________________________________________________
14. Symptoms (e.g. pain, numbness, tingling, weakness etc.):  

Patient’s Signature_______________________________________________Date____________

Symptom #1 ___________________________ Date symptom first appeared ______________
How often do you experience this symptom?
____ Constant (100%) ____Frequent (75%)  ___ Intermittent (50%)  ___ Occasional (25%)   ___ Rare (10%)
What makes this symptom worse? __________________________________
What makes this symptom better? ___________________________________
Type of pain ___ Sharp ___ Dull   ___ Aching  ___ Burn ___ Throb ___ Numb ___ Other________________
Where does the pain radiate? _____________________________________________________________
Rate the symptoms from 1 to 10 (10 is worst)_______________

Symptom #2 ___________________________ Date symptom first appeared ______________
How often do you experience this symptom?
____ Constant (100%) ____Frequent (75%)  ___ Intermittent (50%)  ___ Occasional (25%)   ___ Rare (10%)
What makes this symptom worse? __________________________________
What makes this symptom better? ___________________________________
Type of pain ___ Sharp ___ Dull   ___ Aching  ___ Burn ___ Throb ___ Numb ___ Other________________
Where does the pain radiate? _____________________________________________________________
Rate the symptoms from 1 to 10 (10 is worst)_______________

Symptom #3 ___________________________ Date symptom first appeared ______________
How often do you experience this symptom?
____ Constant (100%) ____Frequent (75%)  ___ Intermittent (50%)  ___ Occasional (25%)   ___ Rare (10%)
What makes this symptom worse? __________________________________
What makes this symptom better? ___________________________________
Type of pain ___ Sharp ___ Dull   ___ Aching  ___ Burn ___ Throb ___ Numb ___ Other________________
Where does the pain radiate? _____________________________________________________________
Rate the symptoms from 1 to 10 (10 is worst)_______________

Symptom #4 ___________________________ Date symptom first appeared ______________
How often do you experience this symptom?
____ Constant (100%) ____Frequent (75%)  ___ Intermittent (50%)  ___ Occasional (25%)   ___ Rare (10%)
What makes this symptom worse? __________________________________
What makes this symptom better? ___________________________________
Type of pain ___ Sharp ___ Dull   ___ Aching  ___ Burn ___ Throb ___ Numb ___ Other________________
Where does the pain radiate? _____________________________________________________________
Rate the symptoms from 1 to 10 (10 is worst)_______________
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Patient’s Name ____________________________________________________

15. Circle the areas of your pain/symptoms

16. Accident Diagram                                                             17. Describe what happened during this accident?

18. LIST OF PREVIOUS HEALTHCARE PROVIDERS THAT YOU HAVE SEEN FOR THIS PROBLEM
NAME _________________________________ NAME _____________________________________
ADDRESS ______________________________ ADDRESS __________________________________
________________________________________ ___________________________________________
PHONE ( ) __________________________ PHONE ( ) _____________________________
SPECIALTY _____________________________ SPECIALTY ________________________________
DATE(S) OF CARE _______________________ DATES OF CARE ____________________________
TESTS/TREATMENTS ____________________ TESTS/TREATMENTS ________________________
________________________________________ ____________________________________________
________________________________________ ____________________________________________
RESULTS _______________________________ RESULTS ___________________________________
STILL SEEING THIS PROVIDER? __________ STILL SEEING THIS PROVIDER? ______________

           ____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________
____________________________________


