’ Tulsa

( / Chiropractic
£’/ Rehab  Motor Vehicle Collision / Personal Injury Questionnaire

Personal Information

| Name:
’ Last Name ‘ First Name ‘ Middle Name or Initial
| Address:
’ Street ‘ Unit# City | State ‘ Zip Code
| Phone:
l Cell ‘ Work ‘ Other
Your Vehicle Info (Vehicle you were in) Other Vehicle Info (Other vehicle in accident)
Please supply all info possible. If unknown, leave blank. Please supply all info possible. If unknown, leave blank.
Make: Year: Make: Year:
Model: Color: Model: Color:
Insurance Company: Insured Name:
Policy # Insurance Company:
Claim # Policy #
Adjuster Name Claim #
Adjuster Phone Adjuster Name
Adjuster Fax Adjuster Phone
. Adjuster Fax
Med Pay Available? $ , _—
Process for Billing Med Pay Ha\{e they admitted fault/responsibility for the
accident? Yes No  Unknown
Additional Info (If Third Vehicle or Insurer involved)
Make: Year:
Model: Color:
Attorney Info (If you have a legal representation) Insured Name:
Law firm: Insurance Company:
Lawyer: Policy #
Address: Claim #
Adjuster Name
Phone: Adjuster Phone
Fax: Adjuster Fax

| Collision Information |
Date of your Collision: Time of Collision

Location of Collision(City or area and State):

Your vehicle: owas struck by the other ostruck the other vehicle ©DBoth oONeither oUnknown
The initial impact to your vehicle was: OFront ORear oOLeft Side 0ORight Side oUnknown
Was your vehicle shoved: oForward DBackwards oSideways oUnknown
Did your vehicle: oSpin oRoll oFlip ©Slide oONone of these oUnknown
Did the vehicle strike another vehicle or object after initial Impact: OYes oNo

If Yes, please explain:

Speed at impact: Your vehicle_ mph Other vehicle mph
Road Conditions at the time of collision: oDry OWet oSand oMud oOlce oSnow



Your vehicle was in: OPark oONeutral OGear ©DMoving DOStopped

Brakes were: TApplied ©ONot Applied OEmergency Brake Set ONA

How much Damage was done to the outside of the car: TNone DSome 0DA lot OTotaled
Describe:

How much Damage was done to the inside of the car: oNone ©0OSome ©DA lot oOTotaled
Describe:

Bodily Damage Information
Your position in the vehicle: oDriver OFront Passenger oOBack Driver-side OBack Passenger-side
oOCenter oOPedestrian  OOther
Your Body was shoved: oForward oOBackwards oSideways coUnknown
Were you surprised by the impact: oYes oNo oOOther
Did you have to be extracted from the car: oYes oNo
Please explain:
Were you wearing a seatbelt at collision: Olap Belt ©Shoulder Belt DHarness OChild Seat TNot wearing
Did the seatbelt cause damage to your body: oOYes ©ONo oOUnknown
Did you brace your arms against: oDash 0OSteering Wheel DOSeat 0OOther
Did you brace your legs against: oDash oOFloor oBreaks oOSeat oOther
Did part(s) of your body strike a part of the car: OYes oONo
If Yes, Explain:

Which way were you looking during impact: oStraight oleft oRight oDown oUp
Did you lose consciousness/how long: oDid not lose consciousness oYes

Did you feel pain immediately after the impact: oYes ©No
Describe areas of pain:

Did you feel Pain sometime after the accident: oYes ©ONo
Please Explain:

Did you go to the hospital: oBy ambulance oODrove to hospital ODriven to hospital ODid not go to hospital
If hospital visit, when: oNA ORight after accident oONext day oOther
What happened at the hospital (X-rays, diagnosis, meds, brace, advice):

|Additiona| Information & Signature |
Describe any more relevant information about the accident you wish us to know:

Signing below affirms that information given is true and complete to the best of your knowledge.

Patient/Guardian Name Signature Date

Relationship to Patient: oSelf OParent w©OGuardian OOther




