




Claim


	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: 


