
Paticnt

AuroMorlnn AccTDENT QucsrroNNArRE
Pt-e,tsp A NswIrR A I-r. eI r.rs'r ' I()NS c()r\r pI. r;: i 'r j  r-v

Datc

No.

Da le  o f  B i r t l r

City
Sex - l \ , lur i tal  Status I l o n r c  P h o n c

Addre ss Str r tc  -  Z ip  -
Occupat ion

Who re l-crred you to our ol'l-ice '/

Social  Sr-c.  # Busir tr :ss Plronc Corrrpany Nunrc
Conrpany Addrcss

f ' lease cxplain in dctai l  l tow your accident l rappcnecl?

Driver of ot
Insurance C

hcr  ve  [ i i c l c  ( i l -any) [ )a tc  o f  I ] i r th
()nrpany Ar l t l r  t ss [ ' l ro l rc  N<r

Pol icy No.
Cla im No

Nalne ol 'person rvho has lnade contact with you

Narnc  o f ' c l r i ver  o1 ' r 'eh ic lc  in  wh ich  you wcre  in ju red  (sc l l ' o r  o (hcr )

Ir . rsurance Conrnanv Acldrcss [ ' l t o r r c  N r ' .

I 'o l icy No.

C la im No.

Givc t ime and date prcsent inf ury occured
You werc headins'? {,1 Nortlr l-l South

Nalne of Pcrson who has rnaclc contact wit l t  you

Have you retaincd an attorncy'/ [J \'cs l-J No U Not Yct

I f  so, his/hcr namc, addrcss & phone #
I IAM I JPM /  I

U East U Wcst on (strcet or highrvay)

Nr r r r rbcr  o l -peop lc  i l t  your  veh ic lc

Wcre polit 'c notillccl'l tJ Ycs lf Ntr Dicl  heat l  str ikc lv inr ls l t ic ld or objcct '? U Ycs U No

Wcre you knocked unconscior,rs I l  Ycs U No I1'so, l i r r  l torv long
you werc stnrck front'/ D Ilehind IJ Front IJ l-cf't Sidc U ftight Side

You wcre'l IJ Drivcr U Passerngcr E Front scal [l Back scal iJ tJsing scat bchs lJ Othcr prolectivc clcvices

Did you l'ccl pain irnmcdiatcly alicr the accident'? tJ Yes D No U Latcr that dav U Ncxt dav tl When

Where did you lcel pain inrrnediatcly aftc

Where were you taken after thc accidcnt'/

r  the accident ' /

Was treatment givcn'/
Was any doctor consulted ul icr the acciclcnt ' /  t l  Ycs D No

If so, give doctor'.s
Doctor's Diagnosis
What treatment was civen?
How often did you scc the doctor?
I-Iow long did you see thc doctor'/
Have you e ver had any complain
If  so, what rvcre the contplaints?

Before the injury, were you capable of working on an equal basis with others your age'? u Yes n No
Are your work activities restricted as a result of rhis accident / tJ Yes tl No
Since the injury. are your syntptoms E Inrproving? fJ Gctting worse? E Thc same'/

ts in the involvecl area be[ore'? [J Yes D No

O PN{.  Inc. .  199(r fbrm 0ll/C



Patient:

HneLTH QuesrroNNArRE
Pln,tsr Cltacx Menx Eacn oF- TIIE C<lNurrrc,rr.rs llrl,orv lHar You a.ne CunneNrry ExpsRrENCrNG

Date:
No.:

MUSCUIOSKU-BTAL
SYSTEM

E Low back pain
tr Mid back pain
tr Pain between shoulders

GtrNITO-URINARY
SYSTEM

E Bladder trouble
D Excessive ur inat ion
D Scanty urination
E Painful urination
E Discolored urine

F'EMALE

IJ Vaginal discharge
lJ Vaginalbleeding
D Vaginal pain
O Breast pain
D Lurlps on the breast

ARE YOU PREGNANT?
tf YI'S If NO

SYMPTOM LOCALIZATION

P _ Pain
N =_ Numb
S __ Spasm

_ Tcnder

_- Hypoesthesia

Pain Index
Least | 2 3 4 5 6 1 8 9 10 Worst

GW
SYSTEN{

If Poor appetite
D Excessive hunger
tr Difficult chewing
tr Difficult swallowins
Q Excessive thirst
O Nausea
u Vomiting Blood
tr Abdominal pain
E Diarrhea
E Constipation
D Black stool
D Bloody stool
D Hemorrhoids
I Liver trouble
tJ Gall bladder problerns
u Wcight trouble

NERVOUS SYSTEM
D Numbness
Q Loss of feeling
D Paralysis
E Dizziness
E Fainting
O l{eadachcs
[f Muscles jerking
I Convulsions
O Forgetfulness
O Confusion
D Depression
O Insornnia

IIABITS
U Cigarettcs
U AlcoholAbuse
U ColI-cc or Tea
Q Drug Abuse
D

CARDIO.VASCULAR
RESPIRATORY

E Chest pain
E Pain over heart
D Difficult breathing
O Persistent cough
E Coughing phlegm
I Coughing blood
tr Rapid heartbeat
O Blood pressure problems
E Heart problems
E Lung problems
E Varicose veins

EYB. EAR. NOSE
AND THROAT

D Eye strain
[J Eye inflamrnation
E Vision problems
D Ear pain
O Ear noises
Q Ear discharge
[J Hearing loss
O Nose pain
D Nose bleeding
D Nose discharge
tr Dflicult heafring tfrrcr.rgh nlr
[J Sore gums
I Dental problems
E Sore mouth
E Sore throat
I Floarseness
tr Difficult speeclr
E Sinus
G Allergy
Q Jaw Pain

0 Neck pain
O Arm problems
tr Leg problems
E Swol len joints
O Painful joints
tr Stiff joints
Q Sore muscles
Q Weak muscles
O Walking problerns
O Spasms
Q Broken bones
E Shoulder oain

Patient's Sisnature

. . . . . . . . . o . . . . . . . . . . DO NOT WRITE BELOW THIS LINE. . . . . . . . . . . . . . . . . . . . .

Patient Accepted? E Yes Q No Doctor's Sisnature


