PERSONAL INJURY QUESTIONNAIRE

PATIENT NAME: DATE: FILE#

eYour auto insurance company Policy# Claim#

e®Was an accident report filed with the police? oYes oNo

eDriver of other vehicle Insurance company Claim#

eHave you retained an attoney? oYes oONo

If yes, attorney’s name/firm/phonet

Nature of MVA Accident

eDate of accident: Time of Day: Oam opm

Location

ePolice Investigation by: oCaldwell Police otNampa Police oMeridian Police oBoise Police oCanyon
County Sheriff bAda County Sheriff cldaho State Patrol oNo Investigation
oOther

e®Road conditions at the time of the accident: oDry oWet olcy oSnow oFog oOther
eWhere were you seated in the vehicle: oDriver oFront Seat Passenger oBack Seat Passenger
eWhere you aware of the approaching collision prior to impact, or were you caught by surprise?
oAware of the approaching collision oCaught by surprise

eDid you lose consciousness upon impact: oYes oNo If yes, for how long ?

eWas the vehicle equipped with headrest? oYes oNo

e\Were you wearing a seat belt? oYes oNo If so, what type oShoulder/Lap belt olLap belt
e\Was the car equipped with an airbag? oYes oNo If yes, did the airbag deploy? oYes oNo
e\Where you struck from: oBehind oFront oleft side oRight side

e®\Was your car stopped at the time of impact? oYes oNo

If yes, was the driver’s foot on the brake? oYes oNo coDon’t know

If the driver’s foot was on the brake, was it pressing down: oSlightly ocModerately oStrongly
If no, then estimate the speed of the vehicle you were in m.p.h.

o|f your vehicle was moving at the time of the collision, was it slowing down, gaining speed, or traveling
at a steady speed? oSlowing down 0OGaining speed OSteady speed

eNumber of people in your vehicle?

ePlease describe, to the best of your knowledge, what happened during the accident:

eWhat type of car were you in? (year, make, & model)
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PERSONAL INJURY QUESTIONNAIRE

PATIENT NAME: DATE: FILE#

e What type of car impacted with your vehicle? (year, make, & model)

e\Was the other vehicle moving at the time of the collision? oYes oNo

If yes, what was its approximate speed: m.p.h.

o|f the other vehicle was moving at the time of the collision, was it slowing down, gaining speed, or
traveling at a steady speed? OSlowing down DOGaining speed oOSteady speed

eWhat bruises or cuts did you get from the accident?

e0On what part of the automobile did the following body parts hit:

Head hit Chest hit

Right shoulder hit Left shoulder hit
Right arm hit Left arm hit
Right hip hit Left hip hit
Right leg hit Left leg hit

Right knee hit Left knee hit
Other

e What position was your head facing upon impact? oForward oRight olLeft oOther

eWhat position was the trunk of your body facing upon impact? oForward oRight olLeft oOther
e Was your vehicle pushed/moved from the impact? oYes oNo

If yes, how much? OOne car length oMore then one car length 0oOne-half car length

olLess than one-half car length

eDid your car hit anything else after it was hit?

eDescribe the damage to your vehicle: oNone oMinimal oModerate oMajor oTotaled
e \Which of the following car parts broke during the accident? oWindshield oFront seat back cDriver’s

side window oPassenger side window OSteering wheel oOther

eEstimate given for damage to your vehicle: $ oOEstimate not yet obtained

eDescribe the damage to the other vehicle(s): otNone oMinimal oModerate oMajor oTotaled
e\Who was at-fault for the accident? oDriver of the other car oDriver of the car | was in
oMyself oUndetermined

e\Was anyone cited?
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PERSONAL INJURY QUESTIONNAIRE

PATIENT NAME: DATE: FILE#

Emergency Care

e At the site of the accident, did you receive emergency care? oYes oONo

Describe:

eWhere did you go after the accident? oER coDoctor’s office otHome oSchool oWork
eWhen did you receive care? olmmediately olater that day oNext day oDays later, date

oBy whom were you driven? oAmbulance oSelf oFamily member oFriend
Treatment

eHospital name: (or) other medical facility

eWhat type of treatment receive?

eWere x-rays taken? oYes oNo

e Medication prescribed:

eWhat recommendations were you given?

eHave you been treated by any other doctor(s) for injuries related to this accident? oYes oNo

If yes, please list doctors and briefly describe treatment:

1. Dates of Care Type of Care
2 Dates of Care Type of Care
3. Dates of Care Type of Care
4 Dates of Care Type of Care
Present Symptoms

eWhat are your present complaints and symptoms?

oDid you have similar symptoms before the accident? oYes aoNo If yes, describe any changes or

worsening

Prior History

eHave you ever been involved in a motor vehicle accident before? oYes oNo If yes, briefly describe,

including dates and injuries received:
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