
A50UT you 
Today's Date: / File 

Nam e: 

Date &Time of Accident: ..I a.m. ..I p.m. 
Wa s your accident directly related to your work? 

..I Yes ..I No 
Briefly describe the events lhat occurred just before and 

during you r accident: 

Give the add ress where accident occu rred: (it other than 

emp loyer's address) 

Was anyone else presen t du rinq your accident? 
..I Yes ..I No 

Old you report your accident a your emp loyer? 
..I Yes ..I No 

What recommendations did your employer make ju st 

after your accident? 

Has this type of acctden happen d a you before? 
..I Yes ..I No 

To the bes t of your nowledg . has this accident occurred 
In your workplace before? . . . . . . . ..I Yes ..I No 
In general. 

Is your job physically stressful? . ...I Yes ..I No 
Is your job mentally s resslu l? ..I Yes ..I No 
Is yo ur workplace noisy? ..I Yes ..I No 
Have you changed lobs In lhe las t year? ..I Yes ..I No 

Date & Time at Acc ident: ..I a m. ...I p.m.
 
Were you the: ..IDriver ..IFrent Passenger ..IRear Passenger
 
If a traffic violation was issued, to whom was it issued?
 

Number 01 people in accident vehi cle ? 
Did the police come to the accident site? ..I Yes ..I No 
Was a police report filed? . . . . . . . . . . .. . ..1 Yes ..I No 
Were there any witnesses? . . . . . .. . . ..J Yes ..J No 
Were you wearing your seal belt ? .. . ..I Yes ..I No 
Was this vehicle equipped with airbags? ..I Yes ...I No 
If yes, did it/they inflate? . . . . . ..1 Yes ..J No 
In relation to the base of your skull , where was the 
headrest? ..1 Above ..I Below ..I At base of skull 
What did your vehicle impact? ..I Another verucle u Other 

If other, explain . 
Didanypartof yourbody strike anything in the vehicle? .J Yes ..INo 

If yes , please describe: __ 

Make & model of the veh icle you wer e occ upying? 

Name of the location/slreet on which you were traveling? 

In which direction were you headed? ..IN ..IS ..IE .JW 

What was the approx . speed of your vehicl e? 
Did the impact to you r vehi cle come from the. 

..I Front ..I Rear ..I Right Side ..I Left Side ..I Other 
During impact, were you facing: ..IRight ..ILeft ..IForwa rd 
Were you ...Iaware or ..I surprised by the impact? 
If accident vehic le made impact with another vehicle . . 

Make and model of that other vehicle? 

Di rection other vehicle was head ed? ..IN ..IS ..IE .JW 

Speed of the other veh icle? 

In your words. please describ e the accident 

PLLA.:>b.. CONTINUl:.. ON e,t..C~ 



- AFTb.Q INJUQY 

Did acc ident render you unconscious? . . .. . ...J Yes ...J No 

If yes, for how long?_
 
Please describe how you felt immed iately after the accide nt:
 

Have you goneto a Hospital or seen anyother Doctor? ...J Yes ...J No
 
When did you go? ....J Just after accident ...J The next day ...J 2 days plus
 
How did you get there? ...J Ambulance or ...J Private transportation
 

Name of Hospital and/or Attending doctor:
 

Was he/she a: .J D.C. ...J M.D. :J D.O. ...J D.D.S. 

Describe any treatme nt you received : 

Were x -rays taken? ...J Yes ...J No 
Was medication prescribed? . . . . . . . ...J Yes ...J No 
Have you been able to work since this injury?.J Yes ...J No 
Are your work activities restricted as a result of this injury? 

...J Yes ...J No 
Ind icate !if the symptoms that are a result of this acc ident: 
...l Dizzlness ...l Difhculty sleeping ...l Jawor oterns ...l Nausea 
: lMemory loss .J lmtability ...l Arm SholJlder pam ...l Back pain 
...lHeadache(s) ...l Fatigue ...J NumbHands/Fingers ...l Lower back pal 

-'Blurred vision .JTension ...l Chest pam .JBack slitfness 
...lBuuinginear ...l Neck pain ...l Shortness ofbreath ...l Leg pal 

...l Ears nnging ...l Neck snt ...l Stomach upset :J Numb Fee OES 

...l Other 
Is your condition getting wors e? 

...J Yes ...J No ...J Constant .J Comes & goes 
Ind icate your degree of comfort while performing the 
following activities: 

Comfortable Uncomfortable
ev&t\'don ly 

Painful 
me m 

Lying on back . . ...J •• . ...J .J 
Lying on side . . ...J . . .J .J 
Lyi ng on stomach . ...J .. ...J • .J 
Sitting. . . . . . .. .. . .. ...J . . ...J ...J 
Standing . . .. ...J . ...J .J 
Stretching . . .. . ...J . . .J ...J 
Lovemaking ...J . . ...J ...J 
Walking ...J . . -1 ...J 
Running ....J •• . .J ...J 
Sports . . .....J ...J ....J 
Working ...J . ...J ...J 
Lifting ...J . . ...J ...J 
Bending ...J . .J ...J 
Kneeling ...J . .J . . .. . . ...J 
Pull ing ...J . -1 .J 
Reaching . ...J . ...J .. ...J 

Have you retained an attorney: -I Yes ...J No 

If yes, whom : 

His/Her Phone #: 

Qb.CoVb.QY 
To evaluate the effect that continuing wo rk will have
 
on your recovery please complete the foll owing:
 
How many hours are in your normal work day ?
 
Please indicate kf'your daily job dut ies and any activities
 
wh ich you are occasionally asked to perform .
 
-I Standing 
...J Sitting 
...J Walking 
...J Lifting 

...J Driving 

.J Twisting 

...J Crawling 

.J Bending 

.J Operannq equipment 
:l Work with arms above head 
...J Typing 
.J Stooping 

-l a ther 
What positions can you work in with minimum physical 

effo rt and for how long? ...J N/A 
Prior to the injury were you capable of working on an 
equal basis with others your age ? . ...J Yes ...J No ...J N/A 
Do you work with others who can help you with any 
heavy lifting? ...J Yes ...J No ...J N/A 
Wh ile in recovery. is there any light duty work you could 
request? . . . . . .J Yes ...J No ...J N/A 

0.0.8. 

Claim #: 

2nd Insurance Source or Auto Insurance 

Type of Insurance: 

Co. Name: 

Address: 

Phone #: 

Insured's Name: 

Pol icy #: 

Insured 's 5S #: 

Insured 's Emp loyer: 

Agent's Name: 

ADDITIONAL IN6UQANCb. 
..
•• 

".. 
om USE ONLY 

siGNATURE 
OfFlCE"""'.....".-u----.,,,.,. OFFICE USEGillY 

If any of your medical or account Information has changed, 
please inform our front desk personnel. 
Plea se remember you are ultimately responsi ble for your 
account. 

Flrsll mpl1!sslon Forms. InC1-800·99FORMS FORM ' 2CAWA2 copyrlghl 1996 
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