
 
Auto Injury History

Patient Name: _____________________________________________________ Date: ________________________
Age: ______ Birth Date: __/__/__ ❑ M ❑ F SS#: ___________ Home #:(___)_________ Cell #:(___)_________
Address: _____________________________________City: ________________________ State: ___ Zip: _________ 

Insured: ______________________________Address: ___________________________________________________
Name of Insurance Company: ____________________________________________________________________
Have you retained an attorney? ❑ Yes ❑ No Name of Attorney:____________________________________

Date of Accident: __/__/__ Time of Accident: _________________ ❑ A.M. ❑ P.M.
Where did the accident happen? ________________________________________________________________
Where were you taken after the accident? ________________________________________________________
Where did you feel pain? _____________________________________ Were you unconscious? ❑ Yes ❑ No
What are your present symptoms? ________________________________________________________________
Are your symptoms: ❑ Improving ❑ Getting Worse ❑ Same ❑ Other _______________________________

Name(s) of any other doctors consulted since your accident: ______________________________________
Treatment received: _____________________________________________________________________________
How often was treatment received from the other doctor? _________________________________________
Have you previously been injured in a similar manner? ❑ Yes ❑ No

PLEASE EXPLAIN FULLY HOW YOUR ACCIDENT HAPPENED:___________________________________________
__________________________________________________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________



 
Patient/Guardian 

Signature:__________________________________________ Date:_____________________


