HISTORY OF ACCIDENT

Dateof Accident: __ / / Time of Accident: __AM/PM
Where were you seated:

Make/ Mode! of vehicle yOu were occupying:

Location where the accident occurred:

L]

Approximately how fast were you Uavé!‘mg when the acddent occurred? MPH.
Make/ Model of other vehicie(s) Mved

In you own words, brleﬂy describe the auudat

At the time of the accident, which way were you facing? Forward? Tumed?.
Wereyousurprised'byﬁmeacdgjmt?'vlll Waeymwmﬁrvgaséatbelt?i’lﬂ
Did the airbags deploy? Y/ N Were you rendered unconscious? Y/ N
WeremepohcenotlﬁecPY[H Wasarq:)ortﬁled?\'lﬂ er:hwh07

How did you feel immediately followmg the aoadent? i

Is the pain: __Getting better ___ No Improvement ___ Getting Worse .-
Did you go to the hospital? Y / N Where: How:

Were X-rays/ CT / MRI performed? Y/ N Which?

Were you prescribed medication? Y /N Which?

Have you seen another doclnl.'fo'r.ﬂlis injury? Y/ N Who?-
Have you been able to work since the accident? Y / N Why?

Whatcowdyoudobefmeﬁﬁaﬂdatﬂiatynﬂaren@unabletodo? o

Do you have an attomney? Y/ N Who?

~

Patient Signature o _ . Date






