
Accident,/Inj u11' Questionnaire

This questionnaire u'ill allou'you to describe your accident or injurl in detail
Please compete it carefulll' as the information you provide u'ill assist the doctor in
evaluation and documentation vour condition. THANK YOU.

Patient lr*ame DOB

Dare of lnjurl,_ Time of injury'-

Description: (circle on)
\\rorkmen's compensalion accident/ injurl'
Pedestrian accident

\\rhat u,as the cause of you accident or irju4'?

Slip/falI accident
Other Accidentilnj url'

Describe i-n you outr u,ords u.hat happened:

Immediatelv after the accident/ Iniun

1) Did you lose consciousness? Y N

2) Hou' did ,vou feel? (Circle one)
Confused dazed dizzy
Other

nen'ous u eal:

3) \Vtrere did you immediately develop pai-n?

'lr4ark 
an X on the picture:

Describe:

4) Of there were Lacerations (cuts)- u'here u'ere the-v?

Describe.

L



5) Did you receive emergency care? Y N

6) \l'as there emergenc),care on site? Y N

7) Desrination after accident
\rtrere did you go? Hospital

School
Other

[rho drove ),ou? lt{ yself
Friend
Other

Home
\\'ork

Ambulance
Famill' Member

Hospital Visit after Accident/ Injury

1) \\ten did you go ro the hospi tal? Date
Immediately Laler ttiat day

Adnitted: Y N
Next Day Da1's later

Date Discharged

2) if x-rays. CAT Scan- or lr4RI u'ere talien. uhere?

\4zrk on the rcfure:
X fbr X ra1-

C for CAT Scan
]r{ for Ir{RI

Describe:

3) \\trat was the diaposis given at the hospital?
Example: SprainL,/strain of the necl</ back: left or right side

Dislocationfracture ofthe shoulder/h.ip: 1eft or nght side
Cut/Contusion ofthe abdomen/leg: left or right side

Description
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4) What treatment u'as adminislered at the hospital? (Circle one)
Oral medication sutu-res splint collar injection
Ice Pack Cast Support Topical A-ntiseptics
Hot Pack Brace Surgery, Bandages
Other

5) When discharged from the hospital, were you told to see a? (Circle one)
General Practitioner Chiropractor Neurologist Phy,sical therapist
Orthopedist Intemisr General Surgeon Plastic Surgeon

6) '*rtrat recommendations were made? (Circle one)
No firther care No follou up instructions Obsen,ation
Ice Heat Collar Suppoa
Other

7) \A/here any medications *ere prescribed? (Ctcle one)
Pain Anti- Infiammatory Antibiotic
Other

Follox'ing the Accident/ Inj u11'

l) How much later did additional slmp toms develop'.'

Rest

Time off work

Immediarely
Da,vs

Hours
Week

That evening
Month

Nen ousness

Nert Mornirig
Other

2) \\rhat additional Slmproms Developed?
Example: Neck/ Back Pain",Numbness on the left or right side

Chest/ Thigh Stif&ress/Tingling on the left or right side
Descriprion:

3) Since your accident/ inju)'have you suffered from? (Circle one)
Bhured vision chest pain nausea
Double vision Difficult Breathing Vomiting
Reduced Vision Palpations Frequent Urination
Impaired Hearing Constipation Inability to hold Urine
Ringing ln ears Diarrhea Painful Urination
Other None of the Above

4) Additionally, Have you experienced any ofthe follorving?
Alxiety Conrmlsions Restlessness
Dizzhess Insomnia Mood Swings
Neryousness Fainting Reduced Appetite
poor Mernory Loss of Balance Weakness

lallsue Weight Gain weight ioss
Other

Depression

Headaches
Light Sensitt\'rt)
Tension



5) Are you reslricted in anv of the follouing areas as A result of this accident/injurl ?

Daill Living Occupational,/Work Recreational Activities
Other

6) Are i'ou missing u,ork due to rhis acciden/injurl'? Y N
Dales missed:

7) Did you self treat your symptoms?
Ice Heal Bed rest over -the -cor:nter Medication
Other:

8) Did you seek medical care elseuhere?
t*rhere:

9) Have you had any of the following rests?
CT Scan N,{RI Elect -diagnosric Studies
Other

10) What is the Reason for seeking roday's Consulration?
Persistent complaints Worsening of symptoms
Other

Insurance/ Attornel' Information:

l) Have you contacted an ilsurance adjuster or representative regardhg this claim? Y N
Company:
Adjuster:
Claim #:

2) Have you engaged services ofan attomey?
Attomey:
Address:

Phone#:
3) Have you filed and accident/ injurl report?

4) Have -vou filed for ilsurance benefits?

YN

YN

YN

Palienls Signature
Date


