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MOTOR VEHICLE ACCIDENT QUESTIONAIRE

Date:

Patient Name:

1) Date of Accident:
2) Wereyouthe:  Driver,  Passenger, (__ Front Seat,  Behind Driver, __ Behind Passenger)
3) Make & Model of your vehicle:

of other vehicle(s)

4) Wasseat beltintact?  Yes  No What type of restraint: _ Lap belt,  Shoulder, 3 point (Lap & Shoulder)

5) Position of head at time of impact:

6) Description of accident:

Road Conditions: Dry , Wet , Other

7) At impact what happened to you inside the car?

8) Were you aware that a collision was about to happen? _ Yes _ No

9) Did you lose consciousness?  Yes _ No. Ifyes, for how long?

10) Were there other people in the car? _Yes  No

11) Police onscene?  Yes ~ No Ambulance onscene?  Yes  No

12) Your initial symptoms; None, Headache, Dizzy, Disoriented, Shock, Neck Pain/stiffness, Back
Pain/stiffness, Low Back Pain/Stiffness, Numbness/Paresthesia, Arm/Leg pain.

13) First symptoms appeared  minutes/hours after accident. Describe symptoms

14) After accident were you
___Taken to Hospital by

__ Went to Hospital later

___ Went to Dr. Office

15) AtHospital, X-ray, Lab, Exam, Other
16) What treatment have you had for these injuries & from whom:

17) Condition is _ Better,  Worse, Same

18) Past Medical History:  No serious illnesses,  Diabetes,  High Blood Pressure, Heart Disease, Cancer

Other

19) Past Surgeries

20) Medications

21) Work History: Employed by

__Full Time, _ Part Time, How long , Type of work

22) Have you missed any work due to this accident? Yes  No If yes, list dates

23) Previous Accidents & Injuries  None _ Yes If yes, list dates & injuries




