Hanson Chiropractic

Automobile Crash Questionnaire

Date:_______________

Name: __________________________________________________________________               

1.  What is the date of the accident?___________________________________________   

2.   In your own words, please describe what happened. ___________________________

      _____________________________________________________________________

      _____________________________________________________________________

3.   What was your position in the vehicle at the time of the accident?

· Driver

· Front Side Passenger

· Left Rear Side Passenger

· Right Rear Side Passenger

4.   What type of vehicle were you in? ________________________________________

5.   How many other People were in the car with you?

· No one else

· 1

· 2

· 3

· 4

· 5

· 6

6.   What type of vehicle was the other party driving? ____________________________

7.   Were you wearing a seatbelt at the time of impact?

· Yes 

· No
8.   What was your vehicle doing at the time of impact?  

· Moving

· Stopped
9.   Were you prepared for the impact?

· Yes, I was prepared for the impact.

· No, I was taken by surprise.
10.   How were you impacted?

· Head On

· From the Rear 

· From the Left Side

· From the Right Side

· Obliquely from the Front Left Side

· Obliquely from the Front Right Side

· Obliquely from the Rear Left Side

· Obliquely from the Rear Right Side
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11.   What was your body position during the impact?

· Head Straight

· Head Turned Left

· Head Turned Right

· Torso Straight

· Torso Turned Left

· Torso Turned Right

12.   How would you describe the damage to your vehicle?

· Minimal

· Moderate

· Extensive

· Totaled

· Unsure

13.   Right after the crash, did you feel any of the following? (Check all that apply)

· Disoriented

· Confused

· Neck Pain

· Upper back Pain

· Mid Back Pain

· Low Back Pain

· Upper Extremity Pain

· Lower Extremity Pain

14.   Were the police called to the scene?

· Yes

· No
15.   Immediately after the accident, what did you do?

· Drove Home

· Drove to Emergency Room

· Was driven Home

· Was driven to ER

· Was driven away 

16.   When did the symptoms you are experiencing now begin?

· Immediately

· Shortly After

· A Few Hours Later

· The Next Day

· A Few Days Later

· A Week Later

· A Couple of Weeks Later

17.   Any bruises or cuts from the accident?

· None 

· Minor

· Significant
18.  Did you strike any of the following?

· Nothing

· Steering Wheel

· Dashboard

· Windshield

· Side Window

· Back of Front Seat

· Other_____________________

                _____________________
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19.   Have you sought any other medical treatment for your injuries?

· Yes

· No
20.   If so, who have you seen?

· Medical Doctor

· Chiropractor

· Massage Therapist

· Physical Therapist

· Acupuncturist

· Other_____________________

    _____________________

21.   Name and Location:___________________________________________________

         ___________________________________________________________________

22.   Name and Location:___________________________________________________

        ___________________________________________________________________

23.   Have you missed work because of this accident?

· Yes   Please give dates: ______________________________________________

· No
24.   Have you retained an attorney?

· Yes

· Name: ______________________________________________________

· Firm: _______________________________________________________

· Phone Number:  ______________________________________________

· No

Please sign to certify that the above information is true to the best of your knowledge.

X___________________________________ Date: __________________________

Printed Name: ____________________________________
Relationship to Patient:________________________________
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