PERSONAL INJURY PATIENT HISTORY

Plsase write logibly

Name IFllo L |Dato |

30 HISTORY OF

10 Date of Accide mmel______ | Cam Oem
Driver of car: Where were you seatsd?
Who cwns the car? Year of car:

What was the approximate damade dono to the car you were in? $
20 VishiRty attimeof acckdent: [JPoor [JFair [JGood

Road conditions at time of accident: [Jtey [ Rainyand [Owet [JClear [JDark

Yourcar [JHitancthercar [JWashiinthe: [JRigt [Jleit [JRear OFront [JSide

Typectaccident: ] Hoad oncdllision " [ Broad side colfision
O Rear-end coltiaion - [} Frent impact, rear-ended car in front
[0 Non coliision:
40 IMPACT/SEAT BELTHEADREST/SPEED
" 10 Dascribe in your own words what happoned to you upon impact: J
|

Did you sea the accident coming? [JYes [No
Were you prewamad that the accident was aboutto happen? [JYes [JNo
Did you brace forthe Impact? [JYes [INo
Were seatbaltswom? [JYes [INo
Were shoulder hamesseswom? [JYes [INo
20 Daes your car have headrests? [1Yes -EING™ . .
30 Ifyes, what was the position of those headrests compared to your head before the accident? ‘
[ Top of headrest even with battom of head {] Top of headrest even with top of head [] Tep of headrast evan with middle 011 neck
40 Wasyourcarbreking? [dYes [No
50 Was your car moving at thetime of accident? [ 1Yes [INo “n
80 | yes, how fast would you estimate you were gothJ:LMPH (estimate)
70 Howfastwesthecthercartraveling? | | MPH (estimate)
50 HEAD/BODY POSITION/ABLE TO MOVE BODY
10  Head/Body position attime of Impact: [JHeadtumed: [JRight [Jleft [[JHeadlookingback []Head straight forward
20 Atthe time of accident, recall what parts of your head or body hit what parts on the inside of your car:

| - —

30 Asaresultcfthe accidentyouwere: [_JRendered unconscious [ JDazed, circumstancesvague []Shaken up but could function
40  Could you move all parts of yourbody? [JYes [IiNo )

§0 i no, what pasts and why? | ]
€0 Weare you ablo to got out of the car and walk unaided? [JYes [[INo

70 H no, why not? g
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SYMPTOMS FROM ACCIDENT
Did you get biseding cuts or bruises? [Yes [INo

20 Hm,whmbhedmmdﬂyouwmmmlsmuem| ‘
If yes, what brulses dld you gst from this accident? —
80 Pbmdewbohowyoufoafitﬁdsw.
immediately after the accident:
40 Llaterthet [Joay [Jnight:

50 The noxt day(s): I e : |
60 Check symptoms apparent since the accident:

..ss
[~4

mtng problems O Constipation

“ﬂﬂ”‘“’ e DESpoimemoy R ebniminitos L Ghostpain
gw iR ORinginguzzingears  Dfension o @ i o mcs 82 B ok oweats
%ive to light CLoss of smell D lmritebll OCold feet O Anxious
BBl e e 8" Olloes of tasta OiDepression OBiarhea € Other
.1,8 wﬁﬁw B .| Employer: | . |
20 Haveyou missedtimefromwork? [JYes [ .
30-401f yes: Full time off work | |t | to] ]
Partdime off work| | %] | 0] __
" 80 [ Been unabls to work since accident. ;
o e o I b e afailylsoon after the accident? [Yes [INo |
i yes, how did you gat thare? Dsommoebedme me [JDroveowncar [ Ambutance [ Police
DOCTORHOSPITAL/CLINIC SEEN: | _ __| Dato of irst visit] i
20 Woereyouoxamined? [JYes [INo Woere X-raystaken? [ 1Yes [INo
30 Wereyougivantreatment? [ 1Yes [JNo
40 liyes, what treatment was given to you? | |

T i ] e————

50 Dato of last treatment:__

90 SECOND DOCTOR/CLINIC SEEN
10  Did you go to sesk medical help Immediately/soon after the accident? [JYes [INo

lfyes, how did you gatthere? []Someons elsedrovome [} Drove owncar [] Ambulance [] Police
DCCTOR/MHOSPITAL/CLINIC SEEN:' I Date of first vlall.|
Woroyouoxamined? [JYes [ONo  Werm X-raystaien? [JYes [INo

Woere you giventreatment? [JYes [INo ’

i yes, what treatment was given to you? L
What bensfits did you recaive from the treatment? |
50 Datoe of last treatment:|__ |

100 THIRD DOCTOR/CLINIC |
10 Didyougobuekmedlwm!plmmMMnaﬂermowdam Clves [INo :

it yes, how did you getthere? [ ]Someone clsedroveme (] Drove owncar [[] Ambutance [ Police
DOCTORHOSPITAL/CLINIC SEEN: | | Dato of first visit:]

20 Wereyouexamined? [1Yes [INo Wero X-rays taken? [JYes [INo
80 Wereyougiventreatment? [JYes [JNo

40 [ yes, what treatment was given to you? s _ |
What benefts did you receive from the treatment?

50 Da:ooilasttrommomzl )
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110_ PRIOR SIMILAR SYMPTOMS
Did you have any physical comptaints just before the accident? [ JYes [JINo

# yes, ploase dascriboe in detall: | —
mwmmmmmmmmﬁmmmmm COYes [ONo
i yos, please oxplaln brisfly inchudie past fals, injurles, accidents, operations, sto.):

L
ACTIVITIES OF DAILY LiVING ‘
Doyuumaeowmammwmnmmmemmmmmwm? Oves (OINo
i yes, ilat tham as; —
ﬂmmﬁv&uﬁmmaun&bb&m@om—l_——_
Thaso activities that are painful to do are (bo spacific):
Those activiiss that are difficutt to do are (be spacifick:
PAIN LEVEL/SCALE OF RECOVERY | _

10 On ascalo of 0-10, with 0 being (examiner's quote), 'Ympaln#umdcanﬁmwcnqulbmll,'and 10 being, “You're in pain af
toﬁnomdmwaaw&adaﬂ,'whmmbmmyoumm
NORMAL LOW PAIN MODERATE PAIN INTENSE PAIN EMERGENCY
0 1 2 3 4 s 6 7 8 10

20 Relative to whero you were before this injury, how would you rete how much you havomfedsofm_l:_bs
INDICATE ON THESE DIAGRAMS HOW THE ACCIDENT HAPPENED

8883

geseesg

T s Ty ; CITCTIIooTT-TDooooo
r\\su -—-—-:---—-—----——-—-‘-—

ATI'ORNEVONOASE _T: ——————
Do you have an attomey on this case? [] Yes CJNo
yes, who? Name : _
AUTOMOBILE ACCIDENT — INSURANGCE DATA
Patient's Insurance Company Information ‘
Company Nama:|_ __lpue[ | Claim #:[_ |
P.0. Bow/Strest Number: [ _ _ Indhstors Name:| j
ChyetaterZip: [ '_ |
(nsured's tnsurance information
Insurecs name H ather than patint: | _ PHL_ ]
Company Name:[__ _lpH[ —__Policy #; ‘]
P.O. Box/Straet Number:| ) Adjusters Namo:[
CayState/Zp: [ .
Other Driver's thsurance information
Other Driver's Nama (if ancthar car wes nvolved): | PH:|__
Company Name:|_ o | Potioye:
P.o.aoxsuwmm! : — . Adjuster's Name:
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	Date: 
	File #: 
	Name: 
	Time: 
	Date of Accident: 
	Where were you seated?: 
	Driver of car:: 
	Year and model of car:: 
	Who owns the car?: 
	What was the approximate damade done to the car you were In? $: 
	20 At the time of accident, recall what parts of your head or body hit what parts on the Inside of your car:: 
	50 If no, what parts and why?: 
	70 If no, why not?: 
	PM: No
	AM: No
	Good: No
	Fair: No
	Poor: No
	Dark: No
	Clear: No
	Wet: No
	Rainy and: No
	toy: No
	Side: No
	Front: No
	Rear: No
	Left: No
	Right: No
	Was hit in the:: No
	Hit another car: No
	Broad side collision: No
	Head on collision: No
	Front Impact, rear-ended car in front: No
	Rear-end collision: No
	Non collision:: No
	No: No
	Yes: No
	No1: No
	Yes1: No
	Yes2: No
	No2: No
	No3: No
	Yes3: No
	No4: No
	Yes4: No
	No5: No
	Yes5: No
	Top of headrest even with middle of neck: No
	Top of headrest even with top of head: No
	Top of headrest even with bottom of head: No
	No6: No
	Yes6: No
	No7: No
	Yes7: No
	Left1: No
	Head turned:: No
	Head straight forward: No
	Right1: No
	Head looking back: No
	Rendered unconsclous: No
	Dazed, circumstances vague: No
	Shaken up but could function: No
	No8: No
	Yes8: No
	Yes9: No
	No9: No
	10: 
	If yes, what bleeding cuts did you get from this accident?: 
	If yes, what bruises did you get from this accident?: 
	Immediately after the accident:: 
	50 The next day(s):: 
	Employer:: 
	10 Occupation:: 
	20: 
	to: 
	to1: 
	Full time off work: 
	to2: 
	to3: 
	Part-time off work: 
	Date of first visit:: 
	DOCTOR/HOSPITAL/CLINIC SEEN:: 
	30: 
	If yes, what treatment was given to you?: 
	What benefits did you receive from the treatment?: 
	50 Date of last treatment:: 
	Date of first viait:: 
	DOCTOR/HOSPITAL/OLINIC SEEN:: 
	If yes, what treatment was given to you?1: 
	What benefits did you receive from the treatment?1: 
	50: 
	Date of last treatment:: 
	DOCTOR/HOSPITAL/CLINIC SEEN:1: 
	Date of first visit:1: 
	301: 
	If yes, what treatment was given to you?2: 
	What benefits did you receive from the treatment?2: 
	50 Date of last treatment:1: 
	Page: 
	No10: No
	Yes10: No
	Night:: No
	Day: No
	Constipation: No
	Sleeping problems: No
	Dizziness: No
	Loss of memory: No
	Headache: No
	Numbness in toes: No
	Chest pain: No
	Fatigue: No
	Fainting: No
	Neck pain/stiffness: No
	Nervousness: No
	Tension: No
	Numbness in fingers: No
	Ringing/buzzing ears: No
	Midback pain: No
	Cold sweats: No
	Cold hands: No
	Shortness of breath: No
	Loss of balance: No
	Low back pain: No
	Anxious: No
	Cold feet: No
	Irritability: No
	Loss of smell: No
	Eyes sensitive to light: No
	Other: No
	Diarrhea: No
	LOSS of taste: No
	Depression: No
	Pain behind eyes: No
	No11: No
	Yes11: No
	Been: No
	No12: No
	Yes12: No
	Police: No
	Ambulance: No
	Drove own car: No
	Someone else drove mo: No
	Yes13: No
	No13: No
	No14: No
	Yes14: No
	No15: No
	Yes15: No
	No16: No
	Yes16: No
	Drove own car1: No
	Ambulance1: No
	Someone else drove me: No
	Police1: No
	No17: No
	Yes17: No
	Yes18: No
	No18: No
	No19: No
	Yes19: No
	Yes20: No
	No20: No
	Someone else drove me1: No
	Drove own car2: No
	Ambulance2: No
	Police2: No
	No21: No
	Yes21: No
	Yes22: No
	No22: No
	No23: No
	Yes23: No
	101: 
	20 If yes, please describe in detail:: 
	40 If yes, please explain (briefly Include past falls, Injuries, accidents, operations, etc.):: 
	201: 
	If yes, list them as:: 
	30 Those activities that you are unable to do are (be specific):: 
	40 Those activities that are painful to do are (be specific):: 
	50 Those activities that are difficult to do are (be specific):: 
	130 PAIN LEVEL/SCALE OF RECOVERY: 
	Please explain why:: 
	Name1: 
	Address: 
	City: 
	State: 
	Zip: 
	Date1: 
	Company Name:: 
	PH:: 
	Claim #:: 
	P.O. Box/Street Number:: 
	Adjuster's Name:: 
	City/State/Zip:: 
	Insured's name If other than patient:: 
	PH:1: 
	Company Name:1: 
	PH:2: 
	Policy #:: 
	P.O. Box/Street Number:1: 
	Adjuster's Name:1: 
	City/State/Zip:1: 
	Other Driver's Name (if another car was Involved):: 
	PH:3: 
	Company Name:2: 
	PH:4: 
	Policy#:: 
	P.O. Box/Street Number:2: 
	Adjuster's Name:2: 
	Yes24: No
	No24: No
	Yes25: No
	No25: No
	Yes26: No
	No26: No
	INTENSE PAIN: No
	Yes27: No
	No27: No
	10 Describe in your own words what happened to you upon Impact:: 
	101 Describe in your own words what happened to you upon Impact:: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 


