Koch Chiropractic Center
AutomobileAccident History

Patient Name Today’s Date Date Of Accident
The speed of your vehiclewas: OStopped [OAccelerating [OConstant  OSlowing mph
What Was The Other Vehicle's Speed At Impact? O Stopped O mph

Head Restraints: CINone [OBuiltinto seats OInthe up position OInthe down position O0Don’t know

WhereWasYour Car Sruck?d Front O Rear O RSde 0O L-Sde 0O R-FrontCorner
O L-FrontComner O R-BackCorner O L-BackCorner O Roll-over O Other

Your Position In TheCar Was? [ODriver OFront right passenger CBack left passenger OBack right passenger

Your VehicleWasA? O Subcompact O Compact O Mid-SizeCar O Full SizeCar
O Small SUv O MidSizesuv 0O LageSuVv O Minivan O Full SizeVan
O Wwagon O Small Truck O Full SizeTruck O Delivery Truck [0 Tractor Trailor
O Other

Other VehicleWasA? [ Subcompact [0 Compact O Mid-SizeCar O Full SizeCar
O Smal SUV O Mid-SizeSuv 0O LargeSUV O Minivan O Full SizeVan
O Wagon O Smal Truck O FullSizeTruck O Delivery Truck 0O  Tractor Trailor
O Other

Timeof Day: ODaylight [ODawn [ODusk [ODark

Road Conditions: [ODry [ODamp OWet OSnow-Covered DOlcey

WereYou Wearing Your Seatbelt At TheTimeOf Impact? OO Yes O No O Unknown
Were The BrakesApplied At The Time Of Impact? O Yes O No O Unknown
Did TheAirbags Deploy At The Time Of Impact? 0O Yes O No O Unknown

Did The Seat Break At The Time Of Impact? O Yes O No O Unknown

WereYour HandsOn The SeeringWheel? OBoth Hands OLeft Hand ORight Hand DOCan'trecall
Head Apparel: OKnocked Off [OHat [OGlasses OBoth  CNeither

Location Of Accident

Body Position at Impact: OUpright OLeaning Forward OTurned Left OTurned Right CCan't Recall

Head Position At Impact: ONot Turned [OTurned Left OTurned Right CCan’t Recall
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We You Awar e That Accident Was Going To Occur ?: O Yes O No

Did Your Body Hit AnythingInsideTheVehicle? 0O SteeringWheel 0O Dashboard 0O Windshield

O SideDoor O ArmRests 0O SideWindow O Other
What Part Of Your Body Hit TheAbovePart InYour Car? 0O Head O Chest O Chin
O Knee O Shoulder O Hand O Other

WhereDid You GoAfter TheAccident? O Hospitaa O Chiropractor [ Family Doctor
O Home O Work 0O Other

Did You Lose Consciousness? 0 Yes O No

PoliceAt Crash Site: OONo Police On-Scene OPolice On Scene And Report Was Made OPolice On Scene But No
Report Was Made CCan’t Remember

Immediate Symptoms. OBack Pain Disorientation CDizziness OHeadache OL eft/Right Arm Numbness OL eft/
Right Arm Pain OONausea OONeck Pain OLeft/Right Leg Numbness OLeft/Right Leg Pain

Estimated Property Damage To Your Vehicle:

Estimated Property Damage To Other Vehicle:

In Detail, Describe How The Accident Occurred:

Were You Admitted To TheHospital? ONo OYes Date Admitted: Duration Of Stay?
If You Went To TheHospital, When? DOAt The Time Of TheAccident ONext Day
How Did You Get To TheHospital? COAmbulance OPolice Car OPrivate Transportation

Name Of Hospital, or Physician:

What Treatment WasGiven? O None O PlacedInA Cervical Collar O X-Rayed
O GivenPanMedication O GivenlnstructionsRegarding Concussions/ Sprains-Strains

O Stitches/ Bandaged O Physica Therapy O Referred To This Office For Treatment

O Instructed To Call An Orthopedic Surgeon/ Private Physician

O  Other

Immediately After TheAccident WereYou InPain? O Yes O No
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If You Wereln Pain, What Part Of TheBody Hurt? 00 Headache O Head O Neck

O TMJ(jaw) O Shoulder O Upper Back O MidBack O Ribs O Am
O LowBack O Hip O Leg O Foot O Ankle 0O Other
Please Describe The Pain: OAchey OBurning ODull ONumb  OSharp  OShooting

OSore O<stiff  OTingling

Have You Experienced These Symptoms BeforeThisAccident? [ Yes O No 0O Similar
If Yes, When?

After TheAccident How Did You Feel? O Dizzy/Dazed 0O Disoriented O Unconscious
O Nervous O Nauseous O Upset O Weak O Other

If You WereNot Immediately In Pain, When Did SymptomsFirst Begin?

Have You Seen Any Other Doctor Or Had Any Diagnostic TestsAsA Result Of ThisAccident? O  Yes

O No Tests. O MRI O EMG O X-rays Doctor’'s Name:
Have You Lost Any Time From Work Due To ThisAccident? OYes O No From To
Patient Signature: Date:
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