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PERSONAL INJURY QUESTIONNAIRE

. / / _ Time of day: am / pm

Passenger in the: ___ Front seat Back seat

~___Yes __ No

3. Were you wearing seatbelts? _ Yes _ No
4. ___Front ___ leftSide ___ Right Side

5. mph Other car: mph

6. ___Yes ___No Ifyes, for howlong?

7.

8.

y, are yoursymptoms ____Improving | ____Getting worse the Same

e any physwal complamts BEFORE the accident? ___ Yes No

er been involved in an accident before? Yes No
ease describe the accident, including date(s), type(s) of accidents, and injuries sustained:

you been treated by another doctor since the accident mentioned in #1? Yes No
please list the doctor’s name and address:

i types of treatment did you receive?

o you lost time from work as a result of this accident? _Yes No

___Yes No

es, please describe in detail:

Other pertinent information:

mature of Patient or Representative: Dates: / /

Printed Name of Patient or Representative:
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