AUTO /7 WORIK

€

ABRCUT YoU

Today's Date: ! { Fila #:

i Mamea:

WORK. RCL ATED ACCIPENT

' Date & Time of Aceldent: Dam, O g,
Was your accident directly related to your wark?

Briefly describe the events that occurred just belore and

during your accidant:

Give the address whera accidant u-:'tm'rq-i:i.'"{i'f other than

employer's addrass)

Was anyona else presant during your accident?
f 2 ¥es QMo
Did you report your accident 1o your amployer?
O Yes N
What recommendations did vour employer make just

after yaur accidant?

Has this type of anc.idenl.hapﬁen gd to vou before?
dYes Mo
To the best of your knowledge, has this accident occurred

in your workplace before? . L Yes OMo
In general:
Iz wour job physically stressful? ........0%Yes O Mo
Is your job mentally stressful?..._...._.dYaes O MNo |
Iz vour workplace noisy? .. ..., S0 0 200 d%es O Mo

Have you changed jobs in tha last year? [ Yas O Mo

J¥es QMo |

/ RELATED ACCDENT :32 9

AUTZ RELATED ACCIPENT

Cate & Time of Accident; Qdam. Opm.
Ware vou lhe: J0rver Font Fassenger DRear Passengsr
If a traffic viokafion was issued, to wham was it issued?

Mumber of paopla in accident vehicle?

Did the police come to the accident site? . 0 Yas I Na |
Was a police report filed? ... .. ... .... d%es QMNo |
Were there any witnesses? ... ..........0%as QdMNaj
Ware vou waaring your seal belt? HYes QNo |
Was this vehicle equipped with airbags? . O Yes O Ma |
If yas, did itthey inflate? . ... ... . Yes QNo

In relation to the base of your 5h;ull wherE was the
headrast? _ 0 Above (1 Below [ At base of skull |
What did your hrehlcle impact? 3 Ancther vehicle 0 Other

If other, explain;__ |-
Did any par of your body sirike arything in the wehicle ™3 Yes O Mo

If ves, please describe;
Hake & model of the vehicle yvou were oocupying?

Marme of Ihe loeation’streel on which vou were traveling?

In which direction were you headed? QN 15 QE QW
What was the approx. speed of yvour vehicle?
Ohid the impact to vour vehicle come from the:

1 Front O Rear 1 Right Side O Left Side O Other
Cruring impact, were you facing: JRight dLeft OForward
Wera you 1 aware or U surprised by the impact?

If accident vehicle made impact with another vehicle...
Make and madel of that othar vehicla?

Diraction other vehicle was haaded? JN OS5 JE QW
Speed of the othervehicle? -

| In your words, please describe the accidant:




{

| Did aceident render VOU UNCONSCicus? |

AFTER INJURY
L Yes O No

If yes, far haw long?
Flease describe how vou felt immediately after the accident:

Hawe vou gone to & Hospilal or seen any other Doctor? 0 Yes O Mo
Vihen dd you go? O Just efter acxidant 1 The next day (1 2 days plus
How did vou get there? O Ambulance or 0 Privale transportation

Mame of Hospital andfor Attending daoctor;

Was he/she a: A D.C. OMD. QDO. QDDS.

Describe any freaiment yvou receaived:

Wers X=rays fakamn? ..o cowegiieinen e e e O Yes d Mo
Was medication prescrbed? ., ... ... ... .. 2 Yes A Mo
Have vou been able to work since this injury?J Yes O Mo
Ara your work activities restricted as a rasult of this injury?
dYesd No
Indicate M the symploms that are a result of this accident:
ICizziness I ittty Seeping Jan probleems draueea
CiMemory kesz Dhiritabidy ChAmmeShoolde pain ChBask paia
JdHmylachels)  Faligm Likbmh HardsFingers [ Lower hack pain

JdBured zon  iTansion CiiCree: pain ChBask slilness
JdBuzzinginsar ANpck pain IShariness ol reath UlLen pain

Bz ningng ek skt iS5 homach ups ChKumb FesbTies
Jdthar

Iz your condition getting worse?
1 Yes O Ne O Constant O Comes & goes
Indicate your degree of comfort while performing the
following activities:
Comfartable
Lyingonback ........
Lyingomgide .......
Lying on stamach ... . .
1L o] o B a0 6 e o ol o
Standing ... ..o
Sirelchingowe oo ieen s
Lovemaking .........
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Hawve vou retained an att-:nrne'_.r o \"e-s [} Mn::-
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If ves, whom:
His/Har Phone #;

-

RCCOVERY

To Eualuatﬂ the effect that continuing work will have |
on vour recovery please complete the following:

| Hew many hours are in your narmal work day?_

| Please indicate @hyour daily job duties and any activilies
which you are accasionally asked to parform,

L Standing I Driving O Dparating eguipment

L1 Silting 1 Twizling 1 Work wilh arms above head
1 Walking o Crandling O Typing

U Liftng 0 Bending 0 Stooping

L Olker

What positions can wvou wark in with l-'ninimum phyzical

affort and for how long? 0 A
Frior 1o the injury were vou capama ol warking on an
aqual basis with others your age?, . J¥es O No JMNA
Cro wou work with others who can help vou with any
heavy lifting? . . .HYes ONo QONA
While in reca:rvmy iz lhare an'_-.-' Ilght duty workl you could
request? . : .HdY¥es QONo QNA
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ADDITIENAL INSURANCE

2nd Insurance Source or Auto Insurance

Type of Insurance:
Ca. Marme:

Address:

FPhone #:

Insured's Mame:

Policy #:
Insured’'s 55 §:

Insured’s Emplyyer;

Claim #:
BB,

Agent's Mame:

If any of your medical or account information has changed,

please inform ouwr front desk personnel.

Please remaember you are ullimately responsible for your
acoount.
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