
                              please print:
                              Name: ________________________________________________________________________ Date: ____________________
Date of accident: ___________________________________________ Time: _______________________________________ o  AM   o PM
Driver of vehicle: ______________________________________________ Where were you seated?_______________________________
Vehicle’s owner: _______________________________________________ Year and model of vehicle you were in:_________________
Year and model of the other vehicle(s) in the collision:_________________________________________________________________	
Number of vehicles in the collision: o  1     o  2     o  3     o  Other:_______________________________________________________
What was the approximate damage done to the vehicle you were in? $____________________________________________________
Where did the accident occur? __________________________________________________________________________________________
Visibility at the time of accident:     o  Poor     o  Fair     o  Good
Road Conditions at the time of the accident:     o  Icy     o  Rainy     o  Wet     o  Clear     o  Dark
Your vehicle:     o  Hit another vehicle     o  Was hit in the:     o  Right side     o  Left side     o  Rear     o  Front
Type of accident:    o  Head-on collision     o  Broad-side collision     o  Rear-end Collision
                              o  Front-impact, rear-ended vehicle in front     o  Single vehicle collision
                                o  Other (explain):______________________________________________________________________________________
Were the internal vehicle parts broken?      o  Yes     o  No
If yes:          o  Windshield     o  Right Passenger Window     o  Left Passenger Window
                  o  Steering Wheel     o  Front Seat Back     o  Rear View Mirror       o Other__________________________________
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IMPACT/SEAT BELT/HEADREST/SPEED/HEAD/BODY POSITION
Describe in your own words what happened to you upon impact:__________________________________________________________
________________________________________________________________________________________________________________________
o Yes     o No      Did you see the accident coming?
o Yes     o No      Were you pre-warned that the accident was about to happen?
o Yes     o No      Did you brace for the impact?
o Yes     o No      Did you have your hands on the steering wheel at impact?
Head/body position at the time of impact:
	 Head:	 o  Straight	 o  Turned Right	 o  Turned Left
	 Body:	 o  Straight	 o  Turned Right	 o  Turned Left
At the time of the accident, what parts of your head/body hit what parts of the inside of the vehicle:____________________
________________________________________________________________________________________________________________________
o Yes     o No      Were you wearing glasses, a hat, or dentures?  Where were they after the accident?____________________
o Yes     o No      Were seat belts worn?     o Yes  o No  Were shoulder harnesses worn?    o Yes  o No  Did they engage?
o Yes     o No      Does your vehicle have air bags?    o Single   o Dual     o Other________________________________________
o Yes     o No      Did your air bag release?          o One          o Both     o Other____________________________________________
o Yes     o No      Does your vehicle have headrests? If yes, what was its position compared to your head before the accident?
                            Top of headrest even with        o Middle of neck   o Top of head   o Bottom of head
                              Distance from back of head to front of head rest (approximate inches) _________________________________________
o Yes     o  No       Was your vehicle braking?
o Yes     o  No       Was your vehicle moving at the time of the accident?  o Slowing Down     o Speeding Up     o Constant Speed
                            What was the speed limit on the road you were traveling?   ________ mph
How many people were in your vehicle? _______________

ABILITY TO MOVE BODY
Where were you in the vehicle prior to the accident?____________________________________________________________________
                           After the accident? _______________________________________________________________________________________
As a result of the accident, were you:
                           o Rendered unconscious     o  Dazed, situation vague     o  Shaken up but could function
o Yes     o No      Could you move all parts of your body?  If no, what parts and why not?_______________________________________
                            ________________________________________________________________________________________________________________
o Yes     o No      Were you able to get out of the vehicle unaided?    If no, why not? ____________________________________________
                            ________________________________________________________________________________________________________________

Please provide us with a copy of the accident report on your next visit.

SYMPTOMS FROM ACCIDENT
o Yes     o No    Did you receive any bruises from the seatbelts?  If so, where? _________________________________________________
o Yes     o No    Did you receive any other bleeding cuts or bruises?  If cut, where? ____________________________________________
                         If bruises, where?____________________________________________________________________________________________
Please describe how you felt. PLEASE BE SPECIFIC.
                            Immediately after the accident:__________________________________________________________________________________
                            Later that o Day  o Night: ______________________________________________________________________________________
                            The next day(s): ________________________________________________________________________________________________



GENERAL SYSTEMS UPDATE

AHC AH-105 B (1/8/16)

Check symptoms that have become apparent since the accident/injury:

  1. o  Nervousness
  2. o  Neck pain/stiffness
  3. o  Midback pain
  4. o  Low back pain
  5. o  Eyes sensitive to light
  6. o  Pain behind eyes
  7. o  Dizziness
  8. o  Cold sweats
  9. o  Face flushed
10. o  Ringing/buzzing ears

11. o  Loss of balance
12. o  Loss of smell
13. o  Loss of taste
14. o  Loss of memory
15. o  Pins & needles - arms
16. o  Pins & needles - legs
17. o  Shortness of breath
18. o  Head seems too heavy
19. o  Irritability
20. o  Depression

21. o  Sleeping trouble
22. o  Toe numbness
23. o  Finger numbness
24. o  Cold hands
25. o  Cold feet
26. o  Chest pain
27. o  Constipation
28. o  Diarrhea
29. o  Fatigue
30. o  Tension
31. o  Fever

32. o  Headache
33. o  Fainting
34. o  Anxiety
35. o  Seizures
36. o  Visual Disturbances
37. o  Forgetfulness
38. o  Blurred Vision
39. o  Double Vision
40. o  Confused
41. o  Disoriented
42. o  Other _ _______________

WORK STATUS HISTORY
OCCUPATION: _______________________________________________ EMPLOYER: ________________________________________________
o Yes     o No     Have you missed time from work?  If no, who told you to return to work?________________________________
                            If yes, o  Off work full-time    Dates:_______________________________________________________________________
                                      o  Off work part-time    Dates:________________________________________________________________________
                                      o  Unable to return to work since accident.
                            What type of physical activity is required at work? _______________________________________________________
                           o Yes     o No     Is there alternative work available?

FIRST DOCTOR/HOSPITAL/CLINIC

o Yes     o No      Did you seek medical help immediately after the accident?  If yes, how did you get there?
                            o Someone else drove me     o Drove own vehicle     o Police     o Ambulance
Doctor/Hospital/Clinic: __________________________________________ Date of first visit:__________________________________________
o Yes     o No      Were you examined?                                       o Yes     o No      Were X-rays taken?
What diagnosis did the doctor give you? _______________________________________________________________________________________
o Yes     o No      Were you given treatment? If yes, what type? _________________________________________________________________
                             What benefits did you receive from this treatment? ____________________________________________________________
                             Date of last treatment: ________________________________________________________________________________________
o Yes     o No      Did the doctor refer you to another health professional? If yes, to who and for what? _______________________
                            ________________________________________________________________________________________________________________
o Yes     o No      Did you follow the doctor’s recommendation? If no, why not? _________________________________________________

SECOND DOCTOR/CLINIC

Doctor/clinic: ________________________________________________ Date of first visit: _ _____________________________________
o Yes     o No      Were you examined?                                       o Yes     o No      Were X-rays taken?
o Yes     o No      Were you given treatment? If yes, what type? _________________________________________________________________
                             What benefits did you receive from this treatment? ____________________________________________________________
Date of last treatment: ______________________________________________________________________________________________________

PRIOR SIMILAR SYMPTOMS

o Yes     o No      Did you have any physical complications just before the accident? If yes, please describe in detail: ____________
                            ________________________________________________________________________________________________________________
o Yes     o No      Prior to this accident, have you ever had similar symptoms? If yes, please explain (falls, injuries, etc.)_________
                            ________________________________________________________________________________________________________________
o Yes     o No     Have you been in accidents prior to this one? If yes, when? _____________ where? ______________________________
                            How was it treated? _____________________________________ Result of Treatment: _________________________________
                           o Yes     o No      Are you now being treated?
o Yes     o No     Do you have any congenital (birth) factors which relate to this problem?  If yes, please describe:______________
                            ________________________________________________________________________________________________________________

Additional Comments


