PERSONAL INJURY/WORKERS’ COMPENSATION QUESTIONNAIRE

NAME: Date of Accident: Time:
Where did accident happen?

Describe the accident in your own words:

What was your position incar? [ Driver [ Passenger If passenger, were you sitting in-~ [ Front [ Right Rear [ Left Rear
Did your vehicle strike other vehicle? O ves O No Wass your car struck by other vehicle? [ ves O no
Was the impact from: [ the front? [ from the right side? [ from the left side? [ from the rear?
At the time of impact were you: O looking straight ahead? O looking right? O looking left?

Were both hands on steering wheel? Oves Ono Wass your foot on brake? Oves ONo Were you braced for impact? ves Ono
Where in the car were you after the accident?

Were you wearing seat belfs? O ves ONo Did you strike anything in vehicle at time of impact? O ves O No
If yes, specify: [ steeri ng Wheel [ bashboard [ windshield [ side Door O Arm Rests [ side Window
Please state part of bodly: [ chest O chin [ knee [ shoulder O Hand O Head

Immediately following the accident how did you feel?

Were you unconscious? [ ves O No In a daze? [ ves O No Did you go to hospital? O ves O No
If you went to hospital, when? At time of accident [ ves O No Next day O Ves [ No
How did you get to hospital? Ambulance O ves O No Private Transportation O ves Ono

Did the ambulance attendants place youin: ~ Neck Collar  [vYes [INo  Splintss [vYes [No  Brace: [ves [OnNo
Name of Hospital
Attended by Dr. Were you x-rayed at hospital? [ ves O No

If so, what was the diagnosis?
Were you admitted to the hospital? O ves O No How long did you stay?

What treatment was rendered?

What recommmendations were made? See own doctor? [ ves O No See orthopedic doctor? [ ves O No
Physical Therapy [ Yes O No

Have you seen any other doctor as a result of this accident? O ves O No

Doctor's name

Is your pain constant? Oves [CnNo Is the pain on and off? Oves [CNo Sharp? Oves OnNo bul? Oves OnNo
Other

Is your pain worse when arising from a chair? Oves CONo Is it made worse by straining? Oves [CNo By coughing? Oves ONo

By sneezing? Oves Ono By straining when moving your bowels? Oves [No
Do you have any numbness or tingling in your arms? Oves [ONo In your hands? Oves [ONo In your fingers? Oves [OnNo
In your legs? Oves OnNo In your feet? Oves [CNo In your toes? Oves OnNo
What is your most comfortable position? Sitting Oves OONo Lying on your right side Oves CNo Lying on your left side Oves CINo
Lying on your back Clves [ONo On your stomach Oves ONo Standing Oves ONo
Other Is it difficult for you to move around in bed? Oves [ONo

Does stretching and twisting worsen the pain? ~ [ves [l No
Do any of the following relieve your pain? O Heating Pad [ Hot Bath [ shower O ice Pack
Does a brace (if you have tried one) help relieve the pain? [ Yes O No
Does a change in heel height worsen the pain? [dYes [INo Do you feel better moving around? [dYes [INo  Or resting? [ Yes [ No
Do you have a firm mattress? Oves CINo Do your knees ache or hurt? Oves ONo Do you have cramps in your leg? Oves Cno

Inarm? O ves O No Have you had any change in your bowel habits? [ ves O No
Have you lost any time from work because of this accident? [ ves OnNo

If yes, give dates of time lost. From To

Totally disabled from fo Partially disabled from to
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