ACCIDENTAL INJURY REPORT

Name Today's Date.

Date of Accident Time of Accident AR PM
Location of Actident

Type of Accident: . AstO/Traffic ——— Work/On Job ———e. At HOme Other

Describe how the accident happened in your own words:

immediately following the accident, how did you feel?

How did you feei the next day?

Were you unconscious? [ 1Yes [INo inadaze? [JYes [INo Didyougotothehospkai? [JYes [INo
H you went to the hospital, when? At time of accident? [1Yes [INo NextDay [JYes [INo  Other
How did you get to the hospital? Ambulance []yes [INo FPrivate transportation [Jvas [INo

Did the ambulance attendants place you in: Neckcollar [Jyes [ INo Spimts [Jyves [INo Brace [Jyves [INo
Name of Hospital; Attended by Dr.

Were you x-rayed at hospitai? [ ] vas [INo If so, what was the diagnosis?
Were you admitted to the hospital? [JYes [INo

How long did you stay? What treatment was rendered?

What recommendations wers made?

List any other doctors you have seen as a resuit of this accident:

Have you lost any time from work because of this accident? [ Jyas [INo if yes, give dates of disabiiity:(go to next line)

Totally disabled from to Partially disabled from to

Have you retuned to work since the accident? [ ] yes [INo Please compiete the following:

Date Employer Occupation Light duty/Reg .duty Full time/Part-time
Since this accident occurred, are your symptoms: improving Getting Worse Same

Do you notice any activity restrictions as a resuit of this inlry? T yes [[INo Piease describe:

Huve you bsen contacted by an insurance adiuster or company repressntative about this accident? [ JYes [JNo
if so, name, phone # of person contacting you:

Have you retained an attomey? [ ]vyves [1No Date attorney retained or to be retained:
Attorney’s name: Phone:

Adcdress:
Cry State: Zip:

Were thers any witnesses? [Jyes [INo Name(s);

- Other pertinent information:

Patient's Signature : Dats
Pisase complete the quastions on the next page in the category of accident you had.

AVERE




ACCIDENTAL INJURY REPORT

Name Today's Date.

AUTOITRAFFIC ACCIDENT

WasﬂnawideﬂrepomdtoPoieeDepamn?l:‘YesDNo Number of peopie in your car?

Were traffic citations issued t0? You Driver of your car Driver of other car Noze
Were you a Driver Passengesr Pedestrian?

What kind of vehicle were you in? Car Truck Motoreycie Other

if passanger, wers you sitting in Front Right Rear Laft Rear

Did your vehicle hit other vehicie(s)? | | Yes [ |No  Estimatad speed of your vehicle at impact? MPH

Was your vehicle hit by other vehicie(s)? || Yes | | No  Estimated speed of otier vehicle at impact? MPH

Whatikimdofvehiclehtyour's? _ ~  Car __ =~ Trueck ==~ Motoreysls _ Other
Was the impact from from? ___  Fromtherightside? ____ Fromthelefteide? __ Fromthe rear?
WmmmmmmDYes DNo Did you strike anything in vehicie at time of impact? DY&S DNo

If yes, spacify: ———— Stearing whee! Dashboard Windshieid Sids door Arm rests Side Window
Pieass state part of body; Chest Chin Knee Shoulder Hand Head COther
VEHICLE YOU WERE IN: OTHER VEHICLE:

Driver Driver

insured insurad

Addrass : Address

Phone 1 Phone

Ao insurance Co. Auzto insirance Co.

ins. Co. Address ins. Co. Address

Adjustor Adiustor

Phone Phone

Policy # Policy #

Claim# ; Claim #

Have you been conkacted by a representative of the insurance Company? DYes L__]No

Date Contacted By: insurance Company

Your Insurance Agent's Name: Phone #

Have you contacted your insurance company? DYOSDNQ

WORK/ON JOB ACCIDENT

List any equipment, machinery and/or object related to the accident?

Was accident reported to suparvisor or employer? DYesDNo If s0, to whom?

Has a Worker's Compensation ciaim beenfled? [ | Yes [ |No insurance Carrier

Name of your immediate supervisor/foreman: Office Phone Number
Type of work being done at time of injury;

Length of time you have worked there prior to accident:: Have you been injured before? DYESDNG
Job Tile/Activity:

in a typical 8-hour workday, | (Circie # of hours/activity)

Sii: 1 23 45 6 7 8 hows; Stand: 1 2 3 4 § 6 7 8 hours Wak: 1 2 3 4 567 8 hours
On the job | perform: Net at all Occasionally Frequently Continucusly

Bend/Stoop () ) ) ()

Squat () ) () ()

Crawi () {) () ()

_ Climb () () () ()

Reach above head ) () () ()

Kneel () () () ()

Push/Pull

ILFTUP TO () () () ()

10is. () ) ) )

25z () () () ()

50 bs. () () () ()

Patient’s Signature Date




