AUTOMOBILE ACCIDENT QUESTIONNAIRE

Dear Patient:








Date _______________________________

We need this confidential information answered completely to help us assess your need for care.  If we do not sincerely believe your condition will respond to chiropractic care, we will not accept you as a patient.
Thank you

General Information:

Name ______________________________ Date of Birth ____________________ Home Phone (        ) ___________

Address ________________________________________________________________________________________

Occupation ______________________________________ Work Phone (        ) _________________

Nature of Accident:

1.  What was the date of this present injury? ____________________________________________________________

2.  Please explain in detail how your accident happened___________________________________________________

________________________________________________________________________________________________

3.  Were you:  driver _____ passenger _____ front seat _____ back seat _____

4.  Were you struck from: behind _____ front _____ left side _____ right side _____

5.  How many cars were involved in the accident?____________________________________________________

6.  Were you wearing a seat belt? __________ Other protective devices? _____________________________________

7.  Did you come in contact with any objects in the car? __________ If yes, what objects (ex. Windshield, steering 

wheel, door frame)? _______________________________________________________________________________

8.  What part of your body came in contact with the above object(s)? _______________________________________

_______________________________________________________________________________________________

9.  Were you unconscious as a result of the injury? ______________________________________________________

If yes, how long? _________________________________________________________________________________

10.  Were you bleeding as a result of the injury? _________________

11.  Where did you feel pain/discomfort immediately after the accident? _____________________________________

_______________________________________________________________________________________________

12.  Were the police notified? _______________________________________________________________________

13.  Were you taken to the hospital? ________________If yes, which hospital _______________________________

Name:  ________________________________________
Date:  _________________________________________

14.  Were x-rays taken? __________ If yes, what area(s) __________________________________________________

15.  Were any other doctor(s) consulted after your accident? __________If yes, name __________________________

16.  Are you still under a doctor’s care? __________ If yes, explain _________________________________________

________________________________________________________________________________________________

Present Information/Disability:

1.  Have you returned to work? ____________If yes, date returned to work. __________________________________

2.  Job description ________________________________________________________________________________

3.  Are your work activities restricted as a result of this accident? __________ If yes, explain _____________________

________________________________________________________________________________________________

4.  Do you notice any activity restrictions as a result of this injury? __________If yes, explain ____________________

________________________________________________________________________________________________

5.  Since this injury are your symptoms: improving ______  getting worse ______  the same ______

Past History:

1.  Have you ever injured this area before? ________ If yes, when __________________________________________

2.  Have you been involved in any previous accidents of any kind (personal injury, automobile accident, or workers’ 

compenstation)? ______ If yes, please explain dates and details ____________________________________________

________________________________________________________________________________________________

3.  Have you been treated previously by a chiropractic? ________ If yes, explain ______________________________

4.  Have you enjoyed good health prior to this accident? ________ If no, explain (ex. illnesses or injuries) __________

________________________________________________________________________________________________

Legal Representation:

1.  Have you retained an attorney? ________ If yes, name and address _______________________________________

________________________________________________________________________________________________

I certify that I have read and understand the above information.  To the best of my knowledge the above questions have been accurately answered.  I understand that providing incorrect information can be dangerous to my health.

_______________________________





Date _________________________

Patient’s Signature

______________________________





Date _________________________

Doctor’s Signature (upon review)

