
PERSON�L INJURY QUESTIONNAIRE 

Name ________________ Date of Injury, ________ Phon, _______ _

Addrwae City State __ Zip. ___ _

Employer'• Name Employer'aAddreaa ______________ _ 

Your lne. Co. Polley,_______ Agent•• NAINt'--------

DrtverfOtl'lerVehlcle lne. eo ________ Policy I, _______ _ 

Have you retained an attorney? ( ) Yea ( ) No Name 

Werethereanywltn• ... i? )Yee )No Name(•l--------------------

NATURE Of ACCIDENT: 

1. Date of Ace.Iden.__ _____ Time of Day ___ _

2. Were you: ( ) Driver ( ) Punnger ) Front Seat ( ) Back Seat 

3. Number of people In yourvehlcle? ___________ _ Othervehlcle? ___________ _

4. What direction went you heeded? ( )North ( ) Ent l South ( ) Weit 

on(nameofatreet) ________________________________ _ 

a. What direction w• other vehicle headed? 

,. 

7. 

.. 

I. 

on (name of 1treet) 

w .. you •truck from: ( ) Behind ( 

W.,. you knocked unconaoloue? ( )Yea 

w.,. pollce notified? ( ) Yea ( ) No 

In your own worda, pl .... deacrlbe accident: 

( ) North ( ) Eaet ( ) South ( ) Weet 

) Front ( ) Left aide ( ) Right aide 

( ) Ne. If yea, for how long? 
'· 

10. Did you have any phyelcal complalnta BEFORE THE AO :1DENT? ( )Yea ( ) No. If yee, pl .... deaorlbe In detail: 

11. Pl .... deecrtbe how you felt: • 

a. DURING the accident:

b, IMMEDIATELY AFTER the accident: 

c. LATEATHAT DAY:

d. THE NEXT DAY;

12. What.,.. your PRESENT complaints and aymptoma?



13. Do you have any congenital (from birth) factors which relate to thla problem? ( )Yea ( )No. If yea, pl .... 

describe: ------------------+-----------------------

14. Do you have any prevlou1 lllneaaea which relate to thla ca!UI?

16. Have you ever been Involved In an accident biJfore? ( ) Yea

( ) Yea ( ) No. If yes, please describe: ___ _ 

( ) No. If yes, please deacrlbe, lncludlng date(a) and 

type(a) of accldenta, aa well aa lnjury(lea) received. __ ____,. ______________________ _ 

1e. Where were you taken after the accident? _____ ------------------------

17. Have you been treated by another doctor since the accl ent? 
I 

and addreas: 

( ) Yea ' ( ) No. If yea, pleaae llat doctor's name 

What type of treatment did you receive? ______ ..._ _______________________ _ 

18. Since thla Injury occurred, are your symptoms: ) Gettlno Worae ( ) Same 

1'1. Have you loat time from work aa a result of thla accident? ( ) Yea ( ) No. If yea, pleaae complete thla question. 

L Last Day Worked: ____________________________________ _ 

b. Type of Employment: -----------------------------------

c. PreNnt Salary: --------------------------------------

d. Art you being compenaated for time loat from worl';? )Yea ( ) No. If yes, please state type of compenaatlon

you are receiving:-------------------------------------

20. Do you notice any activity reatrlctlons aa a result of this Injury?

21. Other pertinent Information:

DATE 

( ) Yes ( ) No. If yea, please describe, In detail: 

PATIENT'S SIONATURE 
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