Accident History
Questionnaire

PERSONAL INJURY PATIENT HISTORY
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Dane

Dae of Accident: 2, Time: AMTM
Diriver of Car:
Where were vou seated?

Who owns the car?

Year & Model of wour car,

Yemar & Model of other car

What was the approsimate damage done o your car? 3

Wisihility at time of accident; [ poor U fair L g2ood | oiher:
Road conditions at iime of accident; [ icy Ul rainy U wed L clear || dark other (describe

Where was vour car siruck? '—i-":."‘-
FRONT (: :

e

In vour own words, please describe accidem:

REAR

Type of Collision: | Head-on || Broad-side | Front Impact | Rear-end ¢ar in froad | Rear impac Mon-collision
Al the time of the accident, recall what pars of yvour hesd or body hit what parts on the inside of your car

Did you see the aecident comingT || ves e 14, Dhd wou brace for impaci? yes e
Wiore seathelts worn? L] yes 4] 16, Were shoulder harnesses wormn? Y 4]
Does vou car have headresis? L] yes M

If wes, what was the positicn of those eadrests compared 1o your head before the acciden?
Top of headrest even with baottom of head L Top of headrest even with fop of head
Top of headrest even with middle of neck

Was vour car braking? | wis i3] 20, Was your car mowing al the time of the accident? | yes L no
I wes, bovw Fast would vou estimate you were going? mph 2, the other car? mgth
HeadBody position ar the time of inmpact:
Head wrmed lefifright Head looking back || Hesd straight foreand
Biody siraight in sitting position Baody rotaied righdfeft L Other:
As a result of the accident vou were;
Rendered unconscions I shiock Drred, circumstances vague Cher:
How was the shoulder hamess adjusted? | Loz L Sog
Wiere you weanng a hat of glasses? | yizs L oo
Could vou move all paris of your body? | ¥izs L oo

I mo, what parts couldn™t wou move and why?

Were you able wo get out of the car and walk unaided? [ Yes | Ko
I oo, why not?

Did viou et any bleeding cus? L yes o 1 ves, where!

Did v et any bruises? ¥iEs o 1 ves, where!

De=cribe how wou fell immediately alter the accident:
Later that day:

The next day:



34

Check sympboms apparent sinoe the accident:

Headache | Chest pain | Meck painfSiiffness Mid back pain | Light sensitiviry
Anxious/Nervousness | Pain hehind eyes | Dizziness Low back pain | Sleeping problems
Mumbness in fingers | Loss of smell | Mumbness in e Faimiing | Cold feet
Facial Pain | Loss of memiory | Fatigus Breath shoriness | Lowss ol taste
[rricability | Depression | Ringing/Buzzing Cild Swiedis | Lizas of balance
Tension | Constipation | Cioled hands Clicking / Popping Jaw
[iarrhen | Other
35 (cupation: 36 Emplover;
37, Have vou massed time from work: Ul yes oo
38,00 ves, full time off work: I
J00IF yes, part time off work: I
40, Inid vou seek medical help immediately afier the accidem? |l ves oo
41 16 yes. bow did you get there? ] Ambulance [ Police [ Someone drove me ] Drove oopsell. [ Other:
42, Doctor #1: Name: 43, First Wisit Date:
44, Were you examined?  [lyes [lon 45, Were X-rays taken?  [lyes [noo
46, Ddid vou receive reatmem?  Llwes Lo | Medications | Braces L Collars
47, IF yes. what kind of treatment did you receive?
48, What bepefits did vou receive from the ireaiment?
40 Date of last ereatment?
0. Daoctor #10 Kame: 51 First Visit Drate:
52, Were you examined?  [lyes oo 53, Were X-rays taken?  Clyes oo
3, Dhid vou receive treatment? Iyes  Llmo | Medications L Braces || Collars
A5, It yes. what kind of treatment did you receive?
36, What benefits did vou receive from the ireatment?
A7 Date ol last tneatrment:
38, Dax you have an anormey on this claim? | yos il
A0 IF yes. who?
Adidress
City State Zip Phine
Wastrate how the accident happened.
PAST MEDICAL HISTORY: Place an (X} if it applies and describe,
[ Mone related 1o current complaints | Hospital or operation ] Auto Accident 1] Work Accidemt [ Mness ] {hher

Daescribe




FAMILY HISTORY: PlaceaniX) if any family member has suffered from:

L1 Tubercnlosis [T Kidiney Disense Spinal Disorder | Mendal Hness | Epilepsy
[ Dinbetes [T Gomt Mllergy | Arthritis | Hypertension
[1 Cancer [ Migraines Hean Attack | Oiher, list:
PERSONAL HISTORY: Place an (X)if it applics, describe,
single Married Drivorced Separated WidowWidower Ermploved Spouse? Y
Bumber of Children Murmber of Children at bome Are you pregnant ! Lyieg | gy

Medications, descnbe
Lrisease, describe

{Rher, describe

EYETEH REVIEW v u (X)) next w the symptoms you know you have

GENITO-URIMARY SYSTEM
[ Blackder irouhble

GASTRO-INTESTINAL SYSTEM

[1 Ex¢essive uination Astanty urination Hainful wrinaticn Pnsclosed arine

[T Poor appetite [T Excessive hunger Intficult chewing [Mifficult swallowing || Excessive thirst
[T Momiting food [ Abdomimal pain Daurrhea Constipation Black stool

[ Hemorrhoidls [ Liver trouble Weight rouhle Crall bladder wrouble

NERVOUS SYSTEM

[T Numbness [ Livss of feeling Paralysis [Mriness Fainting

[T Muscle jerking [T Convalsions Forgetfulness Confusion [Depression
CARDIO-VASCULAR SYSTEM

[T Chest pain [T Pain over heart Coughing blood

[T Rapid heartheal
EYES, EARS, NOSE AND THROAT SYSTEM

IMiticult breathing Persistent cough

[T High blond pressure [ Hean problems Lung problems Varcose veing

[T Eye sirain [T Eye inflammation Vision problems Far pain Far noises
[ ] Hearing Joss [ Breathing Difficulty [ Mose bleeding MNose discharge Sore gums
[1 Sore mouth [1 Sore throat Huarseness Speech difficulty Dental problems

ACTIVITIES OF DAILY LIVING ASSESSMENT

e

| swre

Mausen
Bloody st

Hizadaches

Coughing phlegm
(iher

Ear discharge
Mirse Pain

Directions: This questionnaire has been designed o give the doctor information as to bow vour [puin has alfected your
y

ability o manage in everyday life. Please check one item in each section which most close

SECTION 1: PAIM INTENSITY

applies 1o vou.

I can tolerate the pain 1 have withoul osing pain killers,
The pain is bad but I manage without taking pain killers.
Pain killers give complete reliel from pain,

SECTION 2 : PERSONAL CARE

[ 1 can look after mryselt normally withowt causing extra pain.
L can lock after mvsell normally but it causes exirn puin.
It 15 paintul o ook after ooyseltd and ©am shvw and careful.

SECTION 3: LIFTING
[71 1 can lift heavy weights withoot extra pain.
I can Lift heavy weights bub it causes extra pain,
[7 Pain prevents me from lifling heavy weights off the oo,
but | can manage if they ane convenemly positimed {on 2 table).

| Pain killers give moderate relief from pain.
| Pain killers give very little relief from pain.
| Pain killers give no relief from pain. 1 do not use them,

| I meed some help but manage most of my persomnal care.
| I need help every day in the most aspects of self cans,
| Do mo gt dressed. wash with difficulty, and stay in bed.

| Pain prevents me from lifting beavy weights. [ can manage

light fo medivm weights it ihey are conveniently positionecd.

| 1ean Lift only very light weights.
| 1 eannot 136t or carry anything at all.



SECTION 4: WALKING
Pain doses not prevent me from walking any distance,
| Pain prevents me from walking maore than one mile.
Pain prevents me from walking more than 12 mile.

SECTION 5: SITTING
| 1 can sit in any chair as long as | like.,
[ can only sit in my faveriie chair as long az 1 like,
I Pain prevents me from sitting for mone than one bour,

SECTION 6: STANDING
[ can =tand 2= long as | want without exira pain.
I I con stand as long as | want but il causes extra pain.
Pain prevens me from standing for more than onge bouwr,

SECTION 7: SLEEPING
| Pain does not prevent mee from sleeping well.
[ can sleep well only by using tableis,
| Even when I iake tablets 1 have less than 6 hours sleep.

SECTION 8: SEX LIFE
By =ex life is normial and causes no exira pain
| My sex life 5 normal but causes sime exira pain.
My sox life is nearly normal but is very painfil,

SECTION 9: SOCIAL LIFE
I My social lifie 35 normal and gives me oo extra pain.
My social life is normal bt increases the degoee of pain,
| Pain has no significant effect on my social life apan from
lirmiting my mewe energetic interests (dancing, eic.).
SECTION 10: TRAVELING
| Tcan travel anywhere withoul exira pain,

! T ean ravel anywhere but it gives me exira pain,
| Pain is bad but | manage journeys over 2 hours.

CURRENT CHIEF COMPLAINTS:

Place an (X in the appropriate complain areas,

SPINE

| Lovw hack Mid hack Meack | Pelvig
UPPER EXTREMITY

| Shonlder B Arm BAL | Elbow RS

| Wrist K. Forearm R | Hund B
LOWER EXTREMITY

| Hip K/ [high KL | Eomee B

| Leg RAL Ankle R/ | Font B
OTHER (deacribe):

SUBJECTIVE PAIN LEVEL:

Pain prevents me from walking more than 14 mile,
I con omly walk using o cane or crulches,
[ o im bod most of dhe time and have o crawl o ihe wilet,

Pain prevents me from sitting for more than 30 minotes.
Pain prevems me from sitting for more than 10 minates,
Pain prevents me from sitting at all,

Pain prevems me from standing for more than 30 manuies,
Pain prevents me from standing for more than 10 minaies,
Pain prevens me from standing an all.

Even when | iake @ahlets ©have less than 4 hours sleep,
Even when [ iake mables 1 have less than 2 hours sleep,
Pain prevents me from sleeping at all,

My =ox lifie is severely restricted by pain,
My sex lafie is nearly absent because of pain
Pain prevems any sex life at all.

Pain has restricied my social lite and Tdo mod go out as ofien
Pain has restricted my social life @ my o,
| b ey social like because of pain,

Pain restricts mi (o the jonmeys of less than one o,
Pain restricts me o shofl necessary irips wnder a 102 hour
Pain restricts me from traveling except o the doctor or bospital.

Mark the areas of your body where you Feel ihe described
sensations, Uke the appropriate symboel, Mark siress poins of
radiation, Inclade all affected areas.
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