ACCIDENTAL INJURY FORM

Name: Date:
Date of Accident: Time of accident: UAM QPM

Location of Accident:

AUTO INJURY':

Were you: UDriver UPassenger UPedestrian
Were you struck from: ~ UBehind  UORight Side  ULeft Side  QFront
Did your car strike another vehicle or object? QYes 0UNo UDon’t Know

As a result of the accident, were traffic citations issued to you? UYes UNo

WORK INJURY':

How did the injury occur?

Did you report the injury to a supervisor? UYes UNo
Employer: Address:

Name of person to contact regarding your claim:

CHECK THE SYMPTOMS THAT YOU HAVE NOTICED SINCE THE ACCIDENT:

UHeadache USleeping Problems ULight Bothers Eyes UWDiarrhea
UNeck Pain UHead Feels Heavy ULoss of Memory UFeet Cold
UNeck Stiff UPins & Needles in Arms UEars Ringing UHands Cold
UDizziness UPins & Needles in Legs UFace Flushed UStomach Upset
UBack Pain UNumbness in Fingers UBuzzing in Ears UConstipation
UNervousness  WNumbness in Toes ULoss of Balance UCold Sweats
UTension UShortness of Breath UFainting UFever
Ulrritability UFatigue ULoss of Smell UOther:

UChest Pain UDepression UL oss of Taste

Did you require post-accident hospitalization? QYes ONo

Have you lost any days at work?  OYes ONo If yes, through
INSURANCE COMPANY:

Your insurance company: Address:

Other party’s name: Address:

Other party’s insurance co.: Address:

Have you been contacted by an insurance adjuster regarding this claim? QYes ONo

If yes, name of adjuster: Company:

Do you have an attorney that has advised you in this case? OYes ONo

If yes, attorney’s name; Address:

Patient’s Signature Date



