PERSONAL INJURY REPORT

Patient Name:_________________________________________ Date/Time of Accident:__________   _____ am/pm 

Auto Collision   (       On The Job Injury   (    Other ____________________________________________________

Please describe the accident in detail:   _______________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________ 

Were you the:     DRIVER  (      PASSENGER  (      PEDESTRIAN  (
Was your car struck:    HEAD ON  (      BEHIND  (      RIGHT SIDE  (      LEFT SIDE  (      PARKED  (
Did your car strike the other car involved?  Yes (    No (                  Did other car strike you?  Yes (    No (
What were your symptoms immediately following the accident? __________________________________________

______________________________________________________________________________________________ 

To your knowledge, list extent of your injuries ________________________________________________________

______________________________________________________________________________________________ 

Were you taken to a hospital?  Yes (    No (       Name of Hospital:________________________________________

Date of admission: _______________________________     Date of discharge: ______________________________

Have you had X-rays taken for this injury?    Yes  (       No  (      

Have you seen another Doctor for this accident? ____  Doctor’s name ______________________________________ 

What was their diagnosis? _________________________________________________________________________

What treatment did you receive?  ___________________________________________________________________ 

Did you report the accident to your foreman or employer?     Yes  (       No  (  

Has this injury resulted in any disability?     Yes  (       No  (          Number of days lost from work  ______________

Date disability (time loss) began ______________________        Date returned to work ________________________

Have you had any previous injuries, serious trauma, or car accidents? ______________________________________

REVIEW OF SYSTEMS:
CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT:

(
Headache
(
Irritability
(
Face Flushed

(
Neck Pain
(
Chest Pain
(
Shortness of Breath

(
Neck Stiff
(
Dizziness
(
Lights Bother Eyes

(
Problems Sleeping
(
Head Feel Heavy
(
Fatigue

(
Back Pain
(
Pins/Needles in Arms
(
Depression

(
Nervousness
(
Pins/Needles in Legs
(
Loss of Memory

(
Tension
(
Numbness in Fingers
(
Ears Ringing

(
Feet Cold
(
Hands Cold
(
Upset Stomach

(
Numbness in Toes
(
Fainting
(
Constipation

(
Loss of Smell
(
Loss of Taste
(
Diarrhea

List any symptoms other than above _________________________________________________________________

______________________________________________________________________________________________

Patient Signature_______________________________________________________  Date_____________________

