Personal Injury Questionnaire

Name:__________________________________________
Date of Injury:______________________________

Address: ________________________________________
Home Phone:_______________________________

City:_________________________
State:____ Zip:_____
Work Phone: ______________________________

Age:_____ Birth Date:__________________ Sex: ______
Social Security#: ___________________________

Status:  M  S  W  D    Driver’s Lic #: _________________  Referred by: _______________________________

Occupation:__________________________________ Employer: ____________________________________

Employer’s Address:_______________________________ City:_______________ State:_____ Zip:________

Your Car Insurance Company Name & Address:  Adjuster’s Direct Line/Extension: ___________________

_________________________________________  Phone: _________________________________________

_________________________________________  Policy #:________________________________________

_________________________________________  Agent:__________________________________________

Fax#:____________________ Claim# _____________________ Adjuster’s Name:______________________

Have you reported this injury to your insurance company? __________________________________________

Do you have Med-Pay on your car insurance policy?_______________________________________________

Have you retained an attorney? Please circle one:    YES    NO       If yes, complete:

Name:___________________________________________ Phone: ___________________________________

Address:_____________________________________ City:__________________ State:______ Zip:________

Driver of other vehicle:

Name:___________________________________________ Phone: ___________________________________

Has this driver accepted liability for the crash?  Please circle one:    YES    NO    

Their Car Insurance Company Name & Address:     Adjuster’s Direct Line/Extension: ___________________

_________________________________________  Phone: _________________________________________

_________________________________________  Policy #:________________________________________

_________________________________________  Agent:__________________________________________

Fax#:____________________ Claim# _____________________ Adjuster’s Name:______________________

In your own words, please describe the crash (in detail):

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

	Were you :
	Were you wearing a :
	Direction you were traveling:

	· Driver
	· Seat Belt
	· North

	· Passenger
	· Shoulder Harness
	· South

	· Front Seat
	
	· East

	· Back Seat
	
	· West


Number of people in your vehicle: __________________  Other vehicle: _________________

Name of street you were traveling on: ________________________________ City: ______________________

Other vehicle’s direction of travel:
North (
South (
East (

West (
Were you struck from:
Behind (
Front (
Left (

Right (
Approximate speed of your vehicle at the time of impact: _________Other vehicle’s speed: ____________

Was a police report done ____________________________________________________________________

Where did you go following the crash? ________________________________________________________

What treatment did you receive? _____________________________________________________________

Please list all doctors’ names and phone numbers who have treated you for your injuries resulting from this crash:

_______________________________________

__________________________________________

_______________________________________

__________________________________________

Please list all of the medications you are taking:

_______________________________________

__________________________________________

_______________________________________

__________________________________________

Please list any physical complaints or pre-existing problems you had before the crash:

_______________________________________

__________________________________________

_______________________________________

__________________________________________

Please list your initial complaints resulting from the crash:

_______________________________________

__________________________________________

_______________________________________

__________________________________________

Please describe the character of your pain. (Please check all that apply.)

Sharp/Stabbing (    Sharp/Dull (    Aches (    Dull (    Soreness (    Weakness (    Throbbing/Gnawing (   

Numbness (    Shooting (    Gripping/Constricting (    Burning (    Tingling (
Estimate the frequency of your current complaints:

Constant (76–100%) (     Frequent (51–75%) (     Occasional (26–50%) (     Intermittent (25% or less) (
How bad is your pain or ache? (Please circle a number):

0
1
2
3
4
5
6
7
8
9
10
NO PAIN








UNBEARABLE PAIN

What makes your problem better? 
Nothing (
Lying Down (

Walking (
Standing (
Sitting (
Movement/Exercise (


Inactivity (
Other ________________________________________________________________________

What makes your problem worse?

Nothing (
Lying Down (

Walking (
Standing (
Sitting (
Movement/Exercise (


Inactivity (
Other ________________________________________________________________________

Are your complaints affecting your abiliy to work or otherwise be active?

( No effect.

( Some physical restrictions with normal active daily living.

( Need limited assistance with active daily living.

( Need assistance often.

( Am totally disabled (impaired). Cannot care for myself.

Have you lost time from wok as a result of this crash?
Yes (

No (
If yes, give dates of days missed from work: ______________________________________________________

Have you had any other personal injuries or crashes?
Yes (

No (
If yes, please list when & where: ____________________________________________________________________________________________________________________________________________________________________________________

Other pertinent information or remarks:    

____________________________________________________________________________________________________________________________________________________________________________________

Did your head impact with:  Dashboard (
Steering Wheel (
Headrest (
Other ( _________________

Did your knees impact anything?  Yes (
No(
If yes, what? 
____________________________________

Please list locations of any of the following:

Bruises: __________________________________________________________________________________

Cuts: _____________________________________________________________________________________

Broken Bones: _____________________________________________________________________________

Since the crash, have your symptoms: Improved (
Worsened (
Remained Constant (
Please check the symptoms you have noticed since the crash:           

Upper Back Pain (
Headache (
Head seems heavy(
Loss of memory ( 

Jaw pain (
Excessive thirst (
Face flushed (
Chronic Cough (
Chronic Sinuses (
Difficulty Swallowing (
Loss of Smell (
Loss of Taste (
Tinnitis (Ear noises) (
Buzzing in the Ears (
Neck Pain (
Stiff Neck (
Shoulder Pain (
Mid-back Pain (
Pain in Upper Arm or Elbow (
Pins & Needles in Arms (
Hand Pain (
Cold Hands (
Numbness in fingers (
Chest Pains (
Shortness of breath (
Abdominal Pain (
Heartburn/Indigestion (
Upset Stomach (
Low-back Pain (
Pain in Upper Leg or Hip (
 Pain in Lower Leg or Hip (
Pain in Lower Leg or Knee (
Pins & Needles-legs (
Pain in Ankle or Foot (
Cold Feet (
Numbness in Toes (
Irritability (
Swelling/Stiffness of Joints (
Convulsions (
Muscular Coordination (
Rapid Heart Beat (
Loss of Appetite (
Dermatitis/Eczema/Rash (
Fatigue (
