
CHIROPRACTIC
"Becouse We Core About Your Heohh"

Auto Injury Questionnaire

Date of Accident:

Brief description of Accident (i.e. rear-ended, head oh, side impact, etc.):

Describe any secondary collision (i.e. pushed into vehicle in front of you):

Do you recall striking anything inside the vehicle? (i.e. knees on dashboard, head on windshield):

D Yes O No lf yes, please describe:

Did you lose consciousness? O Yes O No Were you taken to the hospita!? O Yes O No

What type of vehicle were you in? Estimated speed:

What type of vehicle was the other driver in? Estimated speed:

Describe damage to your vehicle: D Driveable O Not Drivable

Were you: O Driver O Passenger-Sitting:

At the time of accident: Visability was: O Good O Poor

Road conditions: O Dry O Wet O lce/Snow

Time of Day: O Daylight O Night

Time of Impact:

Were you looking O Toward Left O Toward Right O Straight ahead O Up O Down

As your foot on the brake? O Yes O No

Were you: O Braced for lmpact O Unaware of lmpedning Collision

Were you wearing a seatbelt: O Yes O No Did your airbag deploy? O Yes O No

Was your headrest: O Adjusted properly O Not adjusted properly O Don't recall

ALL OF THE FOLLOWING INFORMATION IS REQUIRED!

Your Auto Policy lnsurance Name:

Claim #: Policy #:

Adjuster Names:

Adjuster Phone #:

Claims Mailing Address:

Adjuster Email:

Party at Fault's Auto Policy lnsurance Name:

Claim #: Policy #:

Adjuster Names:

Claims Mailing Address:

Adjuster Email:Adjuster Phone #:



Do you have an attorney for this accident? tr yes tr No

lf yes, please complete the attorney section below tf you answer no: if you obtain an attorney after

completing this form, please notiff Kare Chiropractic immediately and in writing with all of the following

information.

Attorney Name:

Phone #: Email:

Mailing Address:

Law Firm:

Patient Name(Print):

ParenUG uard ian Name(Pri nt) :

PatienUParenUG uard ian S i g natu re(X) : Date:
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