


lID Have you lost time from work as a result of this accident: 0 Yes 0 No 

If yes, list dates lost Type of employment: _ 

m Before the accident did you have any of your present complaints? 0 Yes 0 No 

m Describe how you felt... 

During the accident: __~-------------------------------

Immed~~~~~r~eaccident: ~ 

Later that day: _ 

The next day: -----'--- _ 

PRESENT COMPLAINT (Please check appropriately) 

o Headache 0 Pins and needles in arms/legs o Extreme fatigue 
o Head seems too heavy 0 Chest pain o Neuritis 
o Head and Shoulders tired and heavy 0 Eye strain/double vision o Face flushed/pale 
o Mental dullness 0 Pain behind eyes o Excess perspiration 
o Equilibrium problems 0 Eyes sensitive to light o Digestive disorders/nausea 
o Palpitation 0 Loss of taste o Diarrhea/constipation 
o Neck pain/stiffness 0 Loss of smell o Swollen _ 

o Neck motion restricted 0 Sinus trouble o Feet/hands cold 
o Upper back pain/stiffness 0 Extreme nervousness o Difficulty in prolonged car riding 
o Mid back pain/stiffness 0 AnXiety 
o Low back pain/stiffness 
o Difficulty in excessive 0 Standing 0 Walking 0 Riding 0 Bending 
o Neck, low back pain and stiffness upon rising 
o Pain radiating into 0 Right Arm 0 Right Leg 0 Both 0 Left Leg 0 Left Arm 0 Both 
o Difficulty in excessive lifting 0 Light 0 Moderate 0 Heavy 0 Repetitive 
o Pain radiating into 0 Neck 0 Base of Skull 0 Shoulder 0 Arms 0 Hips 0 Legs
 
Please list any other present complaints and symptoms: _
 

~ INSURANCE COMPANIES INVOLVED
 

Insurance company of party responsible for payment _
 

Claim #: Phone: Adjustor: _ 
~urautomobile insurance company: ~ 

Agent name: Phone: __--, Do you have med-pay? 0 Yes 0 No 
~urhea~hgroup insurance company: --, _ 

Policy #: Phone: _ 

Have you retained an attorney? 0 Yes 0 No 
If yes, who? Phone: _ 

THANK YOU for completing this questionnaire regarding your accident. This information is necessary for the docto~ in evaluating 
your condition. I authorize the release of any information required, and that my benefit payments be paid directly to this clinic. 
Please sign below that this information is true and correct. 

PatienVGuardian Signature Date 

Witness 


