ALTO -/ \WOR.

RELATED ACCIDENT .‘ ; %2 "

ALUTO RELATED ACCIDENT

Today's Date: /

Marne:

WoRK. REL ATED AC

CIDENT

Date & Time of Accident: ___ Bam. Hpm,
Was your accident directly related to your work?

OYes U No
Briefly describe the events that occurred just before and

during your accident:

| Give the address where accident occurred: (if other than

employer's adedress)

Was anyone else present during your accident?
JYes dNo
Did you report your accident to your employer?

JYes ANo |

What recommaeandations did vour employer make just
after your accident?

Has lhis type of accident happened to you before?
JdYes Jd Mo
To the best of your knowledge, has this accident occurred

inyour workplace before? ... ........d¥es QdANo
in general;
Is your job physically stressful? JdYes ANO
Is your job mentally stressful?..........AYes dNo
Is your workplace noisy? .............. dYes dMNo

Have you ¢changed jobs in the last year? 1 Yes dNo

Date & Time of Accident; Dz Opm.

Wers you the: (J0river (dFronl Passenger | JRear Passenger

| If a traffic violation was issued, to whom was it issued?

Number of people in accident vehicle?

Did the police come to the accident site? . .dYes A No
Was a police reportfiled? _............ d¥es dNo
Were there any withesgses? . ... . ....... . dYes [dNo
Were you wearing your seat bell? cHYes dNo
Was this vehicle equipped with airbags? . dY¥es A No
If yes, did itthey inilate? ....... LA Yes dNo

In relation to the base of your skult where was the
headrest? ....... A Above J Below J At base of skull |
What did your vehicle impact? 4 Another vehicle 2 Other |

If other, explain: !
Did any part of your body strike anything in the vehicle?d Yes dNo |
|

It yes, please describa: _

Make & model of the vehicle you were occupying?

Mame of the location/street on which you were traveling?

JN 5 AE OwW

What was the approx. speed of your vehicle?
Did the impact o your vehicle come from the:

A Front 1 Rear JRightSide 1 Left Side L Other
During impact, were you facing: JRight JLeft dForward
Were you J aware or 1 surprised by the impact?

If accident vehicle made impact with another vehicle..,

Make and model of that other vehicle?

In which direction were you headed?

Direction other vehicle was headed? UN 1S JE JW

Speed of the other vehicle?

In your words, please describe the acciclent:

PLEASE SONTINLE ot PACK




AFTER. INJURY

I ¥es Mg

| Did accident render you unconscicus? . . .

If ves, far how long?.

| Pleasea describe how you felt |rnrnra-:il'lte!'yr after the accident:

Have you gone o a Hospital or sean any ofner Doctor? 4 Yes A No
When did you go? ' Just after zccident L The nest day 2 2 days plus |

How did you get there? 1 Amoulance or 1 Private fransporiation

Mame of Hospital andfor Attending doctor:

Was he/shea: 2ADC. QMDD aD0O. 2DDS.
Crescribe any treatment you received:

Were M-ravs fakems oo unsiemania sy JYes A4 Mo
VWas medication prescribed? . ... ... d Yes JNo

. Have you been able to work since this injury? 1 Yes 1 No
+ Are your work activities restricted as a result of this injury?
d%es Mo

Indi{;ate o the symptoms that are a result of this accident;

IDizzines A Difficuly sleeping 1 Jaw pronlzms Akzyzea
.Jr..".-*.f:ncr_. iz 1 T T JdAmstEnoukier pan ABack pain
AHszdzcheis) Fatigue  Mumb Hands/Fingers .\ ALower back pain
[dBlurred vision | JTenson I Chest pain ABack gufiness
dBuzzing inear I Meck pain dShornass of treath [ Leqg pain
MEarsringing | Neck g3l  Slemach upset AMurt FestToes
A0thar

|s your condition getting worse?
JdYes J Mo 'dConstant dComes & goes
| Indicate your degree of comfart while performing the
following activities:

Comfortable  Uncomlortable  Painful
et ftly samalicies
Lyingonback._..._..._1......._.._1....,..ZJ
Eyiaeran-gites i s B e |
| Lying on stomach . ... .. B PRt |
SithAg coeswmsesnesnDearansseEls L
[ sssnsaillanannsaa il Ayt
Stetehing v resvse Demmsssiins = 21
Lovemaking .......... s s s =l e
Wk s e i e o - o |
EHI T osimsom s sosnesmniiedon s i b -
Sports ..o D £ o
Working ... ... ... ..., L A = 1
11 N £ AT i) S
Berdling .. .o el |
Kneeling =:-r: S s aind s n e RS 2]
[Billing: xgzamesmsssiBisumnsass ol 1
Radehif ey venemaiE R enrye il B |
Have you retained an attorney: 1 Yes ko

If yes, whom:

HisfHer Phone #:
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r.zgcm/gmf

I Ta evalua‘te the effect that continuing work will have

on your recovery please complete the following:
Howe many hours are in your normal work day?
Flease indicate & your daily job duties and any activities

which you are occasionally asked to perform. |

i Standing - Driving - Operating equipment
L1 Sitting - Twisting -1 Woark with arms sbove head
1 Walking A Crawling I Typing

| ' Liflirng - Bending - Stooping

12 Other

| What pesitions can you waork in with minimum physical

| GFFISE USE ALY O

effort and for how long? - A
Frior to the injury were you capable of working on an
equal basis with others your age?. . 1Yes
Do you work with others who can help you with any
= e [T B e PP A R R d¥es CiMo QIN/A |
While in reu::u:nvev_-,r is t'wre any light duty work you could
peraest s i e T e

ADDITIONAL INSURANCE

2nd Insurance Source or Auto Insurance

Type of Insurance;
Co. Mame:
Address

Phone #:
Insured’s MNarme:
Policy #: Claim #
Insured's 35 & D.O0.B. /
Insured's Employer:

Agant’s Marne;

It any of your medical or account information has changed,
please inform our front desk personnel.

Flease remember you are ultimately responsible for your
account.

!

SIGHATURE
FEICE LS

GATE
£ QKLY OFFICE USE ONLY CFFICE USE CNLY OFFICE USE OHLY |

Mo NSA !

Jd¥es dMNo _.JN;"A;

FLANET

O U

g |
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Mame: File #:

What is your current weight: Ibs.. and height, Ft. Iz
Please describe your condition:

Signature: Date: /

-3 F SUOW Us WLERE IT LLRTS

Flease mark area(s) of injury or discomiort as shown in the example below. Mark all areas with the appropriate
symbols and indicate the degree of pain using a scale from 1 {discomfort) to 10 (extreme pain),

Description = Numbnass Pins & Meadles Burning Aching Stabbing |
Symbal = MMM FFPP EEEE ALAA 5555
© 0 Circle any area of pain not representad by a symbal

£
\{
¢ *4;1;;4; |
ris |
| |
II.-'-.|I| ; |'|I_.|-.II
[/ lasssTh |
.,]/-.I i | . \
| )]

Example

Right Front Back Left

PLEASE RECYELE 50 TUAT WE MAY PRESEEVE TLE LEALTU oF AR FLANCT fa%
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