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Mechanism of Injury Questionnaire / Auto Accident Questionnaire
Name: _______________________________ Today’s Date: _________________________ Date of Accident: ___________________ 
Were you:     □ Driver	   □ Passenger	     □ Back Seat (drivers side)	   □ Back Seat (passenger side)	□ Other
Was the vehicle struck from?  □ Behind	□ Front       □ Drivers Side       □ Passenger Side 
Did another car strike your car?  Yes  /  No   │   Did your car strike the other car?  Yes  /  No  │   Time of Accident: _________ AM / PM
Accident Description



Accident Location _______________________________________________________________ City __________________________
Road conditions at time of accident:  □ Dry     □ Wet     □ Snow / Icy     □ Other: ____________________________________________
Did the Police come to the accident?  Yes  /  No		If yes, do you have a police report?  Yes  /  No
Was anyone given a ticket?  Yes  /  No			Who was at fault? __________________________________________
Were you wearing a seat belt?   Yes  /  No           If yes, what type?  □ Shoulder and lap belt	□ Lap belt only
Did you have any bruising or tenderness on your body in the area of the seatbelt following the collision?  Yes  /  No      If yes, please describe: ____________________________________________________________________________________________________
Were you aware of the approaching collision prior to impact?  □ Aware	□ Not Aware
Approximate speed of your vehicle at impact:  ___________mph	Was your foot on the brake (driver)?  Yes  /  No
Was your vehicle pushed forward from the impact?  Yes  / No   If yes, how far? ____________________________________________
Did your car hit anything else after the first impact? _________________________________________________________________
Did you lose consciousness (black out) upon impact?  Yes  /  No	If yes, estimate how long? ____________________________
How far was the top of the headrest or seatback form the top of your head?  Approximately _____________ inches Above or Below
What direction was your head facing at the time of impact?  ___________________________________________________________
What was the position of your hands at the time of the collision? _______________________________________________________
Did the:  Head, Chest, Left/Right Shoulder, Left/Right Arm, Left/Right Hip, Left/Right Leg, Left/Right Knee, Other; hit any part of the automobile during the accident?  Yes  /  No		If yes, please describe:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is your car equipped with airbags?  Yes  /  No  	If yes, did the air bag activate?  Yes  /  No            If yes, did you receive any injury from the airbag?  Yes  /  No, please describe________________________________________________________________________      
Please describe, to the best of your knowledge, what happened during this collision:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________

What type of car were you in? (year, make, model)__________________________________________________________________
What type of car impacted with your vehicle? (year, make, model)______________________________________________________

Hospital / Urgent Care


	
Were paramedics or an ambulance present at the scene of the accident?  Yes  /  No
Where you taken to the hospital or urgent care facility?  Yes  /  No
If yes, name of facility? _________________________________________________________________________________________
Was an examination performed?  Yes  /  No		Were x-rays taken?  Yes  /  No
Was any medication prescribed?  Yes  / No		If yes, describe ____________________________________________________

Other Treatment


Have you been treated by another doctor for this accident?  Yes  /  No
If yes, please list the doctor’s name and address? ____________________________________________________________________
What type of treatment did you receive? __________________________________________________________________________
Quam Chiropractic	Name: _________________________ DOI: __________________ Claim #: _________________

		Employment Status

Have you lost time from work as a result of this accident?  Yes  /  No	
Have you had to have a reduced work load or modified work as the result of your injuries?  Yes  /  No
Type of Employment: __________________________________________________________________________________________

CHECK THE SYMPTOMS YOU HAVE NOTICED SINCE THE ACCIDENT


□ Headache	     □ Neck Pain	     □ Upper Back Pain	□ Mid Back Pain		□ Lower Back Pain	□ Shoulder Pain                                           □ Elbow Pain	     □ Wrist Pain	     □ Hand Pain		□ Hip Pain		□ Knee Pain		□ Ankle Pain	                                              □ Foot Pain	     □ Dizziness	     □ Fatigue		□ Memory Loss		□ Head Feels Heavy	□ Buzzing in Ears                                                    □ Ringing in Ears	     □ Depression	     □ Irritable		□ Chest Pain		□ Short of Breath            	□ Fever                                          □ Numb Legs/Feet    □ Weakness	     □ Fainting		□ Numb Arms/Hands	□ Cold Sweats		□ Pain with ADL’s                                        □ Upset Stomach	     □ Nausea	     □ Diarrhea		□ Incontinence		□ Cold Hands		□ Cold Feet                                                        □ Loss of Smell	     □ Loss of Taste	     □ Loss of Balance	□ Burning Sensation	□ Difficulty Sleeping                 

Insurance Information


Your Insurance Company: ________________________________________ Claims Adjuster _________________________________
Policy #: ______________________________________________________ Claim #:________________________________________ 
PIP?  Yes  /  No                                                                                                                  Contact phone #: ______________________________

____________________________________________________________________________________________________________

Third Party / Other drivers Name: ________________________________________ Registered Owner: ________________________  
Address_______________________________________________________ City__________________ State _____ Zip ___________
Responsible Insurance Company: __________________________________ Policy #: _______________________________________
Claim #: ____________________________________ Adjustors name: _______________________ Phone #: ____________________

Attorney Information


Name _________________________________________________ Phone #: ______________________________________________


I, _________________________________________________, verify that the above information is true to the best of my knowledge.

                                                                                Patient Signature_______________________________________ Date______________

