Personal Injury Questionnaire

Date of accident: _______________
· If police were involved, please bring the police report
What were the weather conditions: __________________________________________
what was the visibility on the road like: ______________________________________
Were you wearing a set belt? ________________________________________________
Where were you sitting in the vehicle?: ______________________________________
How fast was your car traveling?: ____________________________________________
How fast was the other care traveling?: ______________________________________
Did you see the collision coming or did it happen out of nowhere?: ___________
Did you hit anything side in the vehicle?: ____________________________________
Were you looking straight ahead or turned?: _________________________________
Did the airbags go off?: ______________________________________________________
What was the damage to the vehicle?: _______________________________________
What is your major pain point?: _____________________________________________
Were you dazed/disoriented after the accident?: _____________________________
Were you seen immediately afte the accident?: ______________________________
	Contact info of doctor/hospital: ________________________________________
	Did you have any testing or imaging done: ____________________________
		(Get reports)
Have you lost time from work?: ______________________________________________
· If yes, What do you do for work?: ____________________________________
· Is it creating a financial difficulty?: __________________________________
Have you had trouble sleeping?: _____________________________________________
Do you normally have trouble sleeping?: _____________________________________
Do you wake up at night?: ___________________________________________________
· If yes, why?: ________________________________________________________
· If pain, where?: _____________________________________________________
Do you have trouble with any activities of daily living?

Seeing, tasting, sleeping, smelling, eating, hearing, bathing, grooming, dressing, reading, typing, writing, gripping, holding, pinching, standing, leaning walking, bathing, stooping, squatting, climbing, kneeling, bending, twisting, carrying, lifting, reaching, pulling, sitting, driving, riding in a car, travel, sporting activities, exercise, loss of sexual drive, laying down, restful sleeping, insomnia, using the toilet (if yes, what’s going on), loss of concentration, nervousness, change in personality 

Have you been in any other accidents?: ______________________________________
