AUTO ACCIDENT QUESTIONAIRE
Henry-Burnett Chiropractic
22295 Hwy 6 and 19
Cambridge Springs, PA 16403
(814)398-2887		Fax (814)398-2903
Elizabeth Henry-Burnett,DC
Name: _______________________________	Today’s Date:________________________________
Address: _____________________________	Date of Birth:________________________________
Phone: ______________________________	Insurance Co.________________________________ 
Insurance Address: ____________________	Claim#:_____________________________________
____________________________________	Claim Adjustor’s Name:________________________
Have you retained an attorney: ___________	Attorney’s Name:______________________________ 
Attorney’s Address: _____________________________________________________________________  

Date of Accident_______________________	Time of day_______________	AM	PM
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 the road’s surface: ______ dry	______ damp	    ______wet	______snow covered  _____icy
How was visibility? ______ good	______ fair	    ______poor	     other_______
If poor, why? 	______ sunlight	______ darkness    	______dawn		______dusk	     
		______ snow		______ fog	    	______traffic	     	______other
Vehicle make and model: _____________________________  Were you wearing your seatbelt__________ 
Were you the: ______ driver	______ front passenger   	______rear left passenger	______ pedestrian	     
		______ rear middle passenger		______ rear right passenger
Did you strike another car? _________	Where did you hit it? ________________________________
Did another car strike yours? _______	Where did they hit you? ______________________________ 
Were you struck from ______ behind  ______ front    _____driver’s side	______ passenger’s side
Did your vehicle strike anything else? If yes, describe ___________________________________________ 
Make and model of other vehicle? __________________________________________________________

Name: ________________________________________	Date: __________________________________ 
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 __________________________________________________ 
Damage to your vehicle ___________________________________________________________________
Damage to other vehicle ___________________________________________________________________
_____ Accident was a complete surprise		______Foot on brake pedal at impact? 
_____ I was aware of the impending collision	______ and braced for impact
_____ Headrest up or down				______ Did airbag deploy?
Your head position at impact?	_____ forward		______ rotated left	______ rotated right
Did your body strike any objects? _________________________________________________________ 
Were you conscious after the accident? If not, how long were you out?______________________________
Were the police contacted? ___________
Was an ambulance called?_________________ 	Did you go to the emergency room?________________ 
If yes, Hospital name ___________________________  Treating Physician__________________________
	Diagnosis ________________________________________________________________________
	Treatment received_________________________________________________________________
	Where x-rays taken?________________________________________________________________
Please describe how you felt:	   Immediately after the accident_____________________________________
	The next day______________________________________________________________________
Have you been treated by any other doctor since the accident? If yes, please list doctor’s name, treatment received, and how long you’ve been treated by them: ____________________________________________  
_______________________________________________________________________________________  
What medications are you currently taking? ____________________________________________________ 
Are your symptoms: ______ improving	_____unchanged	_____getting worse 
Do these medications help?________________________________________________________________ 
Have you had physical therapy? If yes, how often and for how long?________________________________ 
Prior to this accident, have you ever had any physical complaints similar to what you have now? __________ 
_______________________________________________________________________________________ 
Were these similar complaints the result of a previous accident(s)? If yes, please provide details of the accident ________________________________________________________________________________ 
_______________________________________________________________________________________ 
Have you had any surgeries, serious illnesses or other serious accidents? ____________________________ 
_______________________________________________________________________________________ 
Have you missed any time from work do to this accident? If yes, what was your last day worked? ___________ 
Name: ________________________________________	Date: __________________________________ 
[bookmark: _GoBack]
Do you notice any daily activities that are difficult as a result of this accident? Please describe: ____________ 
________________________________________________________________________________________ 
What are your present complaints and symptoms? _______________________________________________ 
________________________________________________________________________________________ 
_______________________________________________________________________________________ 
Other information you feel is pertinent to this case: _______________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 

Signature of patient or parent/guardian: __________________________________	Date: ____________

