Motor Vehicle Accident Form

ADELMONT

chiropractic

Patient Name (Last, First)

Date

Accident Details

Were you the driver or passenger?

O Driver

O Passenger

Which part of your car was impacted?

O Front

O Rear 0oORside OLside

Briefly describe the incident, or detail in a drawing:

How fast was your car traveling? MPH

How fast was the other car traveling? MPH

Did you hit your head during the accident? oYes ONo oUnsure
Were you wearing your seatbelt? oYes oONo oOUnsure
Did the air-bags deploy? oYes ONo oUnsure
Did you lose consciousness at any point? oYes o©ONo oUnsure
Did you notice any bleeding at any point? oYes ©ONo oUnsure
Did you feel pain immediately following? oYes ©ONo oUnsure

Have you experienced any of the following?

O Headaches

o Nausea/Vomiting o Dizziness

Treatment Details

Please list all hospitals, clinics, practices, and physicians you have gone to for treatment:

Please check any/all treatments you have received since the accident:
oX-Rays oOMRI oCT olabWork o Physical Therapy

o Other

o Chiropractic

Did you receive any prescriptions for treatment of your injuries?

oYes 0oONo

Are you still receiving regular treatment for your injuries?

oYes 0oONo

Insurance Claim Information

Insurance Carrier Handling Your Claim

Claim Number

Claims Adjuster

Phone Number

Patient Signature

Patient / Parent / Guardian Signature

Date

Erin Houseknecht, D.C.

Email: belmont.chiro.clinic@gmail.com
Website: www.belmontchiroclinic.com

| Jason Stugart, D.C
Belmont Chiropractic, LLC
44115 Woodridge Pkwy, Ste 150
Leesburg, VA 20176
P: (571) 291-9359




