AUTOMOTIVE CRASH FORM

BILLING INFORMATION

Patient Name:________________________________________________________________________

Date of injury:___________ Time of injury:_____________                               AM               PM

City and street where crash occurred: _____________________________________________________     

What is the estimated damage to your vehicle? $_______________________________

     Yes         No do you have automobile medical insurance coverage?

                    Name/address/phone________________________________________________________

What is your car insurance medical coverage limit? $____________________________

What is the claim number?_________________________________________________


     Yes          No   Do you know the claims adjuster’s name?______________________________________


     Yes          No   Have you reported this injury to your car insurance company?

     Yes          No   Did the police come to the accident scene and make a report?

     Yes          No   Is an attorney representing you? Name/address/phone _______________

                 _____________________________________________________________                                

AUTO ACCIDENT DESCRIPTION

DESCRIBE HOW THE CRASH HAPPENED:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

COLLISION DESCRIPTION

Check all that apply to you:

      Single car crash


  Two vehicle crash

   More then 3 vehicles


      Rear-end crash


  Side Crash


   Rollover

      Head-on crash


  Hit guard rail/tree

   Ran off road

  YOU WERE THE:
Driver                                                         Front passenger                  
Rear passenger

DESCRIBE THE VEHICLE YOU WERE IN:

Model year and make:


Subcompact car 
Compact car

Mid size car


Full sized car

Pick up truck

Larger than one ton
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DESCRIBE THE OTHER VEHICLE:

Model year and make:











           Subcompact car
Compact car

Mid sized car

           Full sized car
Pick up truck


Larger then one ton
ESTIMATED CRASH SPEEDS:

Estimate how fast your vehicle was moving at the time of crash.
_____mph.

Estimate how fast the other vehicle was moving at the time of the crash.
_____mph.

AT THE TIME OF THE IMPACT YOUR VEHICLE WAS:


     Slowing down

Gaining speed

      Stopped

Moving at a steady speed
AT THE TIME OF THE IMPACT THE OTHER VEHICLE WAS:

     Slowing down

Gaining speed




      Stopped

Moving at a steady speed

DURING AND AFTER THE CRASH, YOUR VEHICLE:

     Kept going straight, not hitting anything                                        Spun around not hitting anything

     Kept going straight, hitting car in front                                           Spun around, hitting another car.


     Was hit by another vehicle                                                            Spun around hitting object other than car.

DESCRIBE YOURSELF DURING THE CRASH

Check only the areas that apply to you




You were unaware of the impending collision.



You were unaware of the impending crash and relaxed before the collision.



You were aware of the impending crash and braced yourself



Your body, torso, and head were facing straight ahead



You had your head and/or torso turned at the time of the collision




Turned left

Turned right 

                           You were intoxicated ( alcohol) at the time of the crash.



You were wearing a seatbelt.



If yes, does your seatbelt have a shoulder harness? 
Yes
  No                     
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INDICATE IF YOUR BODY HIT SOMETHING OR WAS HIT BY ANY OF THE FOLLOWING:  please draw lines and match the left side to the right side


Head
Windshield


Face
Steering wheel


Shoulder
Side Door


Neck 
Dashboard


Chest 
Car frame


Hip 
Another occupant


Knee
Seat


Foot
Seatbelt
CHECK IF ANY OF THE FOLLOWING VEHICLE PARTS BROKE, BENT, OR WERE DAMAGED IN YOUR CAR:

Windshield


   Seat frame

          knee bolster

          Steering wheel


Side-rear window
           
      Other

Dash



   Mirror


          Other

REAR-END COLLISIONS Answer this section only if you were hit from the rear.

Does your vehicle have:
             Moveable head restraints


 Fixed, non- moveable head restraints


 No head restraints in my vehicle

                                                                                                                                                                                                            Please indicate how your head restraint was positioned at the time of the crash.


 At the top of the back of your head


 Midway height of the back of your head



Lower height of the back of your head

              Located at the level of your neck



Located at the level of your shoulder blades ( upper back) below neck

* Estimate the distance between the beck of your head and the front of the head restraint. _________inches
Frontal or side collisions

   Answer this section only if your vehicle was hit in the front or side.

     YES         NO



Did any of the front or side structures, such as the side door, dashboard or floorboards of your car dent inwards during the crash?


                             Did the side door touch your body during the crash?

                             Where your hand(s) on the steering wheel during the crash? 





Did your body slide under the seatbelt?                        



Was the door(s) of your vehicle damaged to point where you could not open the door?
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EMERGENCY ROOM

YES          NO  
Did you go to the emergency room afterwards?


      
What is the name of the emergency room? _________________________________________


      
When did you go (date and time)? _______________________________________________


      
Did you go to the emergency room in the ambulance?


     
 Did you or another person drive you to the emergency room?


      
Were you hospitalized overnight?


     
 Did the emergency room doctor take x-rays? Check what was taken:


      
Skull


     
 Neck


      
Low back


      
Arm or leg


      
Did the emergency room doctor give you pain medications?


     
 Did the emergency room doctor give you muscle relaxants?


      
Did you have any cuts or lacerations?


     
 Did you require any stitching for cuts?


      
Were you give a neck collar or back brace to wear?

WHEN DID YOU FIRST NOTICE ANY PAIN

How many __________________Days after injury?

IF YOU DID NOT SEE A DOCTOR FOR THE FIRST TIME WITHIN THE FIRST WEEK, INDICATE WHY? (Check all that apply)


 No pain was noticed

 No appointment schedule available


 No transportation


 Work/Home schedule conflicts___________________

IF YOU DID NOT SEE A DOCTOR FOR THE FIRST TIME WITH IN THE FIRST MONTH AFTER INJURY, INDICATE WHY? (Check all that apply)


No pain was noticed



No appointment schedule available


No transportation



Work/Home schedule conflicts


I thought pain would go away


I had no insurance or money


I self treated with over-the counter drugs

I took hot showers, used ice, heat

HAVE YOU BEEN UNABLE TO WORK SINCE THE INJURY?


Yes 
No      if yes, you were off work
   partially or      completely

Please list dates off work______________________________to______________________________

