Documentation

INITIAL EVALUATION — Automobile Accident

LAST NAME: FIRST NAME: MI: Date:

What brings you into our office? Automobile Accident

When did this accident happened?

What was your position in the vehicle?

O Driver O Front Passenger O Left Rear Passenger

O Middle Front Passenger O Middle Rear Passenger O Right Rear Passenger
What was the damage to the vehicle? 0O Mild O Moderate O Extensive O Totaled
How was the visibility on the road? O Poor O Fair o Good

And the weather was:
O Clear O Raining O Windy O Foggy O Snowing

How did the accident happen?
O You hit another vehicle O Another vehicle hit you O You hit another object

What was the point of impact on our vehicle?
O Left O Frontend 0O Rear End O Right
O Left front O Left rear O Right front 0O Right rear

Did you see the accident coming? O Yes O No

Were you braced for the impact? O Yes O No

Were you wearing a seatbelt? O Yes O No

If yes, Does the seatbelt have a shoulder strap? O Yes O No

Does your vehicle have an airbag? O Yes O No

Did it deploy during the accident? O Yes O No

Does your vehicle have headrests? O Yes O No

If yes, positioned: O Even with top of head O Even with bottom of head O Middle of neck
Did you strike anything inside the vehicle? O Yes O No
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What inside your vehicle id you strike? 0O Wheel
O Side Door

Immediately after the accident, did you feel dazed?

Did you lose consciousness?

Which way was your head turned during the accident?
O Facing straight forward

Was your head injured? O Yes
Immediately after the accident, did you experience:
Did you see another doctor before coming here?

Did you go to a hospital after the accident?

How did you get to the hospital? O Ambulance

O Windshield
O Side window

O Yes

O Yes

O Arm rest 0O Dashboard

O Airbag
O No

O No

0O Turned to the right O Turned to the left

O No

O Headache O Neck Paid O Low Back Pain
O Yes O No

O Yes 0O No If yes, which hospital?

O Drove self

Were any of the following tests performed at the hospital?

O X-Rays O MRI
Do you feel your condition is:O0 Improving

Have you lost time from work?

Can you perform physical work activities:

If no, because of: O Pain
Can you go to sleep without problems?

Do you awaken because of pain?

Did you have sleep problems before?

O CT Scan
O Staying the same
O Yes

O Yes

O Weakness
O Yes
O Yes

O Yes

O Somebody else

O Police

O Lab Work
O Getting Worse
O No

O No

O Stress
O No
O No

O No
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