NEXUS

HEALTHCARE

Were you injured in a motor vehicle collision (2&HE) ?
No (&)

Date of injury ({5 B#A):

Hr):

Please describe the injury (&t Z S5

Personal Injury 1

Yes (&)

Date of collision (BB H#A):

Please describe the collision (;& 1k B4R HAET) :

Motor Vehicle Collision Pl History

1. Were you wearing a seatbelt (F 317 L £405) ?

Yes () No &%)
2. What was your position in the car (R 44 7E BMEEEfz) ?
Driver Front Left Rear
(BEBREE) Passenger (E#&7A)
(RIEELEE)
3. What is the year/make/model of YOUR vehicle GERIREFEEF 0. fehd. 5U5%)?
Year(EFEEFH ) : | don’t know (F%01&)
Make (figh#) : | don’t know (F%01&)
Model (BU55) : | don’t know (~%03&)

4. What direction did the impact come from (21855 M #EEZIR) ?

Right Rear
(B&A)

Left Right Rear Other
(%) (&) Front (%) (EE)
Gop

5. What is the year/make/model of THE OTHER vehicle GEfIB— A BEFEEF M. MhE. B55)?

Year(EFHEEFH ) : | don’t know (F%01&)
Make (REh2) : | don’t know (~%038)
Model (Z25%) : | don’t know (F403&)
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Personal Injury 2

Motor Vehicle Collision Pl Details

1.

Do you know the approximate speed of your vehicle when the collision occurred (R & 4B RE FRY
HE)?
No (&) Yes (@): mph

Do you know the approximate speed of the other vehicle when the collision occurred (R&E41EH—
BEFHERRE)?

No (&) Yes(&): mph

Did the airbags deploy (X & REHEHKE)?
Yes(H) No (%)

Were you rendered unconscious as a result of the accident (H#IE S| &1kE) ?
Yes () NoG&H) | don’t know (FR&N:E)

Motor Vehicle Collision Mechanism of Injury

A

In relation to your head, was your headrest set middle or low (BE¥EE94I & B R PR RIEE) ?

No /| don’t Middle - against the middle of Low - against my neck
know (;8%& / %1  the back of my head (RIE - FEBEF)
) (R - EERIEA)

B. Were you surprised by the impact (2B #KIEEEWHHE?)

Yes (&) No (&)

C. Was your head rotated/inclined before impact (ZEEHIGHEE LA HE? SEARTERERE) 27

No Yes, turned left Yes, turned right Yes, inclined
(&#F) (BEREER) (lZFAZEEA) BEH MR RAERIEY)

D. Did you feel pain immediately? (EERA L LR BEEIE?)

No(;&#) Yes, in the following areas (£, ILZIETER):

Motor Vehicle Collision Additional Information

A.

If “Driver”, which hand was on the steering wheel? (&2 EEIE? WX FIETHRE) ?

Both Left Right Neither
(EF) (EF) (BF) (EFBMFEAREL)

B. Were you able to brace for the impact (IEEE T AT EI{RE E CENEE) ?

Yes, with my Yes, with my feet No
hands (B, AT¥) (B, ATH) G-Z=D)

14785 Jeffrey Rd., Ste 102, Irvine, CA. 92618 l N \ Jonathan Lin, D.C., L.Ac., CCSP®

(949)-829-3138 \ ’ Jim Chung, D.C., L.Ac.



Personal Injury 3

C. Did a body part strike any part of your vehicle (& & 88 HE 2| E FEMT M HhAE) 2

Yes (Z) No (&)
If “Yes”, please list the body part under the appropriate component (&8 BEEE 5 H K EE
BIERLL) -

Headrest (EB#K) :

Steering Wheel (A F#£) :

Roof (¥ETE) :

Dashboard (E%&1R) :

Left Side Door (Z28F9) :

Right Side Door (5;2EF9) :

Left Window (ZE&EF):

Right Window (Hi2& F) :

Other part of car (B F#EEthith ) :

D. Did your seat break or bend (#REIEE(L A (K A s e s S H05) ?
Yes (&) No (&)

E. How did you feel after impact (EE#%H EEREE) 7

Dizzy Dazed Weak Upset Disoriented Nervous Nauseous
BEL==)) (RiFF) (BIRED) (EfE/EE)  (XH) (B3R) (FBiIDy)
Other (EE):

Nothing out of the ordinary (2 5 2% &)

F. Was the accident reported to the police (B B $RZIE) ?
Yes (&) No (&)

G. Did you go to the hospital/urgent care (Bt % 8E KT AIERHZAE) ?
No (;&%)

Yes (8)

Date (H#f):

Where (B[RRI FE) ?

What exams/treatment did they do (T £REAE)?

Other Relevant Information (R EEE&):
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