PERSONAL INJURY QUESTIONNAIRE

Today's Date:

Patient's Name:

Date of Injury:

Where did Injury Occur?

(Last name)

(First name) (M.1)

Please describe in your own words what happened in during the injury.

Where did this injury occur?

What were the conditions at the time of the injury?

Visibility:
UExcellent
UGood
UFair
QPoor

Visibility compromised by:

UBrightness
WDarkness
URain
USnow
UFog

U Traffic

Please describe the moment of impact during the injury

Windoors
Uoutdoors
Wother
Time of day: Conditions:
UFull daylight  WDry
UDusk UDamp
UNight Owet
U Snow-covered
Uice-covered
UPatchy Ice/Snow
Were you:

UTotally unaware that the injury was impending
UAware that the injury was impending

UAware that the injury was impending and braced for it
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Did you lose consciousness? Immediately following the injury, did you feel?

UvYes UDizzy Uweak

UNo UDazed UNervous
UDisoriented UNauseated

Were you able to walk unaided? Where did you go...?

OvYes UDrove home UDrove to work

UNo Wwas driven home Uwas driven to work
UDrove to hospital UDrove to school
Uwas driven to hospital Uwas driven to school

UTaken to hospital via ambulance

Hospital Name:

Date of hospital visit: / /

Were you admitted to the Hospital?: Yes/ No

Next day discomfort? Did your major complaints exist before the injury?
Wincreased Uremained the same WYes
Wdecreased U No

In what areas did you IMMEDIATELY feel pain?

UHead Shoulder ULeft URight Hip ULeft URight
UNeck Arm ULeft URight Thigh ULeft URight
UUpper back Elbow ULeft URight Knee ULeft WRight
UMid back Wrist ULeft URight Calf ULeft URight
URibs Hand ULeft URight Ankle ULeft URight
UChest Fingers ULeft URight Foot ULeft URight
UAbdomen Buttock ULeft URight Toes ULeft URight
ULow Back UPelvis

Did you feel any nhumbness or tingling?

Oves If so, describe where:

U No

In what areas (if any) did you experience lacerations (cuts)?

UHead Shoulder ULeft URight Hip ULeft URight
UNeck Arm ULeft URight Thigh Left WRight
Uupper back Elbow ULeft URight Knee ULeft URight
UMid back Wrist ULeft URight calf ULeft WRight
URibs Hand ULeft URight Ankle OLeft URight
UcChest Fingers ULeft WRight Foot ULeft WRight
UAbdomen Buttock ULeft URight Toes ULeft URight
ULow Back UPelvis
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If you went to the hospital, what areas were x-rayed?

UHead Shoulder ULeft URight Hip ULeft URight
UNeck Arm ULeft URight Thigh OLeft URight
UUpper back Elbow ULeft WRight Knee ULeft WRight
UMid back Wrist ULeft URight Calf ULeft URight
URibs Hand ULeft URight Ankle Left WRight
UChest Fingers ULeft URight Foot ULeft URight
UAbdomen Buttock ULeft URight Toes Left WRight
ULow Back UPelvis

Where did you experience pain on the day FOLLOWING the injury?

UHead Shoulder ULeft URight Hip ULeft URight
UNeck Arm ULeft URight Thigh ULeft URight
UuUpper back Elbow ULeft URight Knee ULeft URight
UMid back Wrist ULeft URight Calf ULeft WRight
URibs Hand ULeft URight Ankle ULeft URight
UChest Fingers ULeft URight Foot ULeft WRight
UAbdomen Buttock ULeft URight Toes ULeft URight
U Low Back UPelvis

As result of the injury, did you have to take time off from work or school?

dYes If so, give dates missed:

U No

Do you have an attorney: Yes/ No

Attorney’s information: Name:

Address:

Phone #:

Insurance information: Name:

Address:

Phone #:

Claim #:

Contact Person:

Patient's Signature:
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