AUTO ACCIDENT QUESTIONAIRE
Henry-Burnett Chiropractic (814)398-2887     Fax (814)398-2903   Elizabeth Henry-Burnett, D.C.                                                                                           
Name: ________________________________________	Today’s Date: _________________________  Address: ______________________________________	Date of Birth: _________________________ Phone: ________________________________________	Insurance Co._________________________ Insurance Address:______________________________	Claim #:______________________________ _______________________________________________	Agent Name: __________________________ Have you retained an attorney?__________ Attorney’s name/address: ____________________________

Date of Accident________________________________	Time of day___________________A.M.	P.M. Location of accident(street/road and township)______________________________________________ Headed in which direction ____N  	_____S    _____E	_____W                                                                   In your own words, please describe the accident: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Type of road:  _____2 lane	 ______4 lane    ______gravel    ______paved    _____other 
Condition of road surface: _____dry     _____damp     _____wet      _____snow covered     _____icy
How was visibility?   _____good      _____fair      _____poor     _____other:
If visibility was poor, why?    _____ sunlight     _____darkness     _____dawn     _____dusk     _____rain				          _____ snow	   _____fog	         _____traffic     _____other:
Vehicle make and model_____________________________	Were you wearing your seatbelt?_____ Were you the: ______driver      ______front passenger     _____rear left passenger                                                 _____rear middle passenger    ______pedestrian	   _____rear right passenger                                            Did you strike another car?___________	Were did you hit it? _________________________________    Did another car strike yours?_________	Were did they hit you? _______________________________ How long had you been in the vehicle?__________	Make/model of other car? _________________           Were you struck from:   _____behind     _____front     _____left side     _____right side
Was your car: _____stopped? If yes, why (e.g. traffic light?)____________________________________			_____slowing down? If yes, why?______________________________________________			_____moving?   _____MPH      Posted speed limit? _______________________________
Did your car go off the road? ________ If yes, describe: ______________________________________
What damage was done to your vehicle? ________________________________________________________________________________________________________________________________________________________________________________
What damage was done to the other vehicle? ________________________________________________________________________________________________________________________________________________________________________________
Did your vehicle strike anything else?If yes, describe: ________________________________________________________________________________________________________________________________________________________________________________
_____ Accident was a complete surprise	                                                                                                   ____I was aware of impending collision 		   ____ and braced for impact                                          Was your foot on the brake pedal at impact? _____	Was your foot knocked off pedal at impact? ______               Was headrest up or down?_____________________	Did air bag deploy?_____________________  Your head position at impact? _____forward     _____rotated left     _____rotated right     _____other            Did your body strike any objects? ____________________________________________________________________________________________________________________________________________________________________________
Where the police notified? _______________                                                                                               Where you conscious after the accident? If not, how long were you out? _____________________             Was the ambulance called? ______________   Did you go to the emergency room? _____________               If yes, Hospital name ________________________________ Treating physician__________________    	Injuries diagnosed__________________________________________________________________	Treatment for injuries_______________________________________________________________	Where x-rays taken? ________________________________________________________________
Please describe how you felt:                                                                                                         	         Immediately after the accident_______________________________________________________    Later that same day________________________________________________________________  The next day______________________________________________________________________
Have you been treated by any other doctor since the accident? If yes, please list doctor’s name and treatment received: ________________________________________________________________________________________________________________________________________________________________________________
What are your present complaints and symptoms? ________________________________________________________________________________________________________________________________________________________________________________
Do you have any previous traumas/injuries which may relate to this case? If yes, describe: ________________________________________________________________________________________________________________________________________________________________________________
Since the accident, are your symptoms: _____improving     _____getting worse    _____same                       Have you lost time from work as a result of this accident? ______yes     _____no    				 	Last day worked: _______________	Employer and job:_____________________________  
Do you notice any activity restrictions as a result of this injury? If yes, describe: ________________________________________________________________________________________________________________________________________________________________________________ 
CHECK SYMPTOMS YOU HAVE NOTICED SINCE THE ACCIDENT:
· 
· Headache
· Feet cold
· Buzzing in ears
· Fatigue
· Head seems heavy
· Back pain
· Cold sweats
· Loss of smell
· Diarrhea
· Irritability
· Neck pain
· Hands cold
· Loss of balance
· Depression
· Light bothers eyes
· Nervousness
· Fever
· Loss of taste
· Numbness in toes
· Chest pain
· Neck stiffness
· Stomach upset
· Fainting
· Pins & needles in arms
· Pins & needles in legs
· Numbness in fingers
· Loss of memory
· Tension
· Face flushed
· Shortness of breath
· Dizziness
· Sleeping problems
· Constipation
· Ears ring


Other information that you feel is pertinent to this case: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature of patient or parent/guardian: _____________________________    	Date: _____________
