Automobile Accident Questionnaire
Please answer all questions completely

This information is considered confidential. We need this information because we care enough to want to know and your answers will help us
deterrnine if chiropractic can help you. If we do not sincerely believe your condition will respond satistactorily, we will not accept your case. In
order for us o understand your condition properly, please be as neat and accurate as possible while compieting this form. Thank you.

Name Date of Birth

Date of accident Where did the accident ocour?

Please expiain, in detail, how the accident happened:

Were you the o Driver? o Front seat passenger? o Back seat passenger?

What direction were you looking at the time of impact?

Were you aware of the impending impact? © Yes © No
Were you wearing a seatbeit? oYes o No

Was there a headrest benind your head? o Yes o No [f yes, how far above/below your head was it?

Did your body hit any part of the vehicle? o Yes o No If yes, what did you hit?

You were heading oNorth oSouth cEast oWest on (StUHwy)

Other vehicle was headed o North o South o East o West on (St/Hwy)

YWere you struck from o Behind © Front o Left side o Right side

Were you knocked unconscious? o Yes o No If yes, for approximately how long?

Did you feel pain immediately after the impact? 1 Yes o No  If yes, where did you feel the pain?

Did the police come to the accident? o Yes o No

Did you receive a citation? o Yes o No

Did the driver of the other vehicle? oYes o No o Unknown

Were you taken to the hospital? © Yes © No Did they take x-rays? ©Yes o No

Have you seen any ather doctors, prior to seeing us, since the accident? o Yes o No If so, what was the doctor's name and
diagnosis

What treatment was given?

How often did you see the doctor?

How long did you see the doctor?

Have you ever had any complaints in the invoived area before? ©Yes o No If s0, what were the
complaints

Before the injury were you capable of working on an equal basis with others your age? © Yes © No
Are your work activities restricted as a result of this accident? o Yes o No

Since this injury are your symptoms o Improving? o Getting worse? o Same

**| attest that the information provided is true & correct to my knowledge, & understand that intentionally providing false or
misieading information constitutes fraud,

Patient Signature Date



