Auto Accident Insurance (Billing} Information

Patient Name:

Insured’s name (if other than patient)

Policy #:

Insurance Company Name:

Phone#;

Address: City: State/Zip:

Claim #: Adjuster’s name/phone:




AUTOMOBILE ACCIDENT QUESTIONNAIRE

Patient's Name: Today's Date:

Date of Accident:

THE FOLLOWING QUESTIONS PERTAIN TO YOU AND THE VEHRICLE YOU WERE IN:

Vehicie type: Vehicle size:
UCar LPickup USubcompact UFull-size
Uvan U Truck UCompact LMini
OStation Wagon  UBus UMid-size Ciight
UOther UHeavy UOther
Your position in the vehicie:
UDriver
Passenger —-——- Location——— ULeft CMiddle LIRight
Other UFront Passenger [Rear Passenger L Third Seat (rear)
Speed _of your vehicle: Why Vehicle was slowed or stopped:
I Stopped (IMoving Moderately QTraffic Signal dParking
Parked Moving Fast dPedestrian W Traffic
Slowing LIMoving at apprx ___ MPH Ustop Sign OBusy Intersection
IMoving Slowly
Collision Type:
UDriver Side Impact UHead On Collision
Passenger Side Impact URear Impact
Front impact UPedestrian Incident
THE FOLLOWING QUESTIONS CONCERN THE OTHER VEHICLE INVOLVED IN THE ACCIDENT:
Vehicle type: Vehicle size:
ACar Pickup (Subcompact UFull-size
Uvan QTruck LICompact IMini
UIStation Wagon dBus OMid-size LLight
UOther UHeavy Qother
CONDITIONS AT THE TIME OF THE ACCIDENT:
Time of day: Road Conditions: Visibility: Visibility compromised by:
LIFull daylight dbry UExcellent UBrightness
ODawn WDamp UGood ODarkness
UDusk Uwet QFair URain
UINight (Snow covered UPoor USnow
Mice covered JFog
UPatchy Ice/Snow UTraffic
THE FOLLOWING QUESTIONS CONCERN THE MOMENT OF IMPACT OF THE ACCIDENT:
Were you... Restraints: {check all that apply)
UTotally unaware that the accident was impending USeat belt
LAware that the accident was impending UShoulder hamess
JAware that the accident was impending and braced for it No restraints

if you were the driver of the vehicle, was your foot on the brake pedal? dYes TINo LKnocked off by impact

Was the air bag deploved? What position was YOUR headrest in?
LU Car not equipped with air bag [IHigh position
JAir bag deployed OMiddle position

UAir bag not deployed O Low position



Position of YOUR head at fime of impact?

JFacing straight ahead
LI Tilted forward
JRotated to the left
URotated to the right

Position of Your body at time of impact?

U Straight

O Tilted forward
URotated to the left
WRotated to the right

Damage to vehicle YOU were in:

Wincurred minimal damage
Ulincurred moderate damage
Uincurred severe damage
UWas totalled

[INot known

Was vour head thrown...?

Backward and then forward

dForward then backward
HTo the left
QTo the right

7o the left then the right
O To the right, then the left

Was vour body thrown...?

U Backward and then forward

WUForward then backward
WTo the left

UTo the right
Across the vehicle

UOutside the vehicle
Citations:

INone issued
dYourself

O To the left then the right
U To the right, then the left

WUnder the vehicle

IDriver of vehicle patient was a passenger of

W Driver of other vehicle
LINot sure

AS A RESULT OF THE FORCE OF THE COLLISION, WHICH OBJECTS IN THE VEHICLE DID YOUR BODY STRIKE?

Head

(JSteering wheel
WADashboard
Owindshield
UArmrest
JHeadrest
URear view mirror
Uteft door

Right Arm
USteering wheel
L Dashboard
OwWindshieid
Armrest
ClHeadrest
HRear view mirror
ULeft door

Left Leg
ISteering wheel

U Dashboard
Owindshield
HArmrest
{UHeadrest
[JRear view mirror
JlLeft door

(IRight door
ULeft window
URight window
dConsole

L Gear shift

W Front seat
UBackseat

URight door
LLeft window
HRight window
dConsole

L Gear shift
WFront seat
UBackseat

URight door
L eft window
LIRight window
UConsole
UGear shift
LIFront seat
UBackseat

Left Arm
Qlsteering wheel ORight door
QDashboard Ul eft window
Llwindshield [JRight window
L Armrest UcConsole
UHeadrest UGear shift
URear view mirror WFront seat
ClLeft door (Backseat

Torso
L Steering wheel URight door
WDashboard Left window
Uwindshield QRight window
JArmrest UConsole
JIHeadrest WGear shift
Rear view mirror OFront seat
ULeft door IBackseat

Right Leg

U Steering wheel URight door
(IDashboard LLeft window
windshield QRight window
OArmrest UConsole
UHeadrest L Gear shift
LIRear view mirror UFront seat
ULleft door UBackseat

THE FOLLOWING QUESTIONS CONCERN THE TIME PERIOD IMMEDIATELY FOLLOWING THE ACCIDENT:

Did you lose consciousness?
UYes
LINo

JDizzy
dDazed
WDisoriented

Immediately following the accident, did you feel...?

Oweak
UNervous
ONauseated



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

MYes UDrove home UDrove to work

UNo LWas driven home Owas driven to work
=JDrove to hospital LDrove to school
UWas driven to hospitai DOWas driven to school
{Taken to hospital via ambulance

Next day discomfort...? Did your major compiaints exist before the accident?

Lincreased decreased Usame Uyes U No

in what areas did you IMMEDIATELY feel pain?

OHead Shoulder ULeft ORight Hip  WLeft Right

UNeck Arm OLeft ORight Thigh Uleft URight

WUpper back Etbow ULeft ORight Knee Uieft (Right

dMid back Wrist QlLeft URight Calf Llieft aRight

JRibs Hand ULeft Right Ankle Qlleft URight

AChest Fingers ULeft ORight Foot [Left ORight

UJAbdomen Buttock Uleft TRight Toes Oleft ORight

Jow Back Pelvis
In what areas did you experience lacerations (cuts)?

LIHead Shoulder WdLeft URight Hip  ULeft URight
ONeck Arm QlLeft TRight Thigh MLeft QRight
QlUpper back Elbow ULeft URight Knee [lieft Right
UMid back Wrist Uleft CRight Calf UliLeft URight
HRibs Hand Wteft ORight Ankle Oteft URight
UChest Fingers WLeft ORight Foot ULeft URight
U Abdomen Buttock ULeft CRight Toes [lLeft LRight

(JLow Back dPelvis
At the hospital, what areas were x-rayed?

HHead Shoulder Uleft ORight Hip Uieft ORight
UINeck Arm Uteft ORight Thigh Oieft CRight
(W Upper back Elbow ULeft JRight Knee UlLeft ORight
UMid back Wrist ieft ORight Calf ieft ORight
URibs Hand Uleit ORight Ankle Leit ORight
dChest Fingers ULeft ORight Foot Uleft [IRight
Abdomen Buttock ULeft QRight Toes Uieft [IRight

(Jtow Back OPelvis

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

OHead Shoulder Ueft QRight Hip  Oieft JRight
ONeck Arm OLeft ORight Thigh OLeft QRight
UuUpper back Elbow ULeft ORight Knee ULeft [Right
UMid back Wrist Qteft URight Calf ULeft URight
URibs Hand QLeft ORight Ankle [lLeft URight
UChest Fingers Uieft TIRight Foot UlLeft JRight
UAbdomen Buttock Uteft URight Toes {Left TRight

O Low Back LPelvis

Patient's Signature:




