Applegate Clinic of Chiropractic

2504 Monroe St.  LaPorte, IN 46350 (219) 326-5100 Fax:(219) 326-0180

ACCIDENTAL INJURY FORM

NAME DATE

Type of accident: UAuto OWorker's Compensation UOFall UOther
Date of accident: Time: QAM QPM
Location of accident:

Brief description of accident:

Have you lost any days of work? QYes UNo Dates:
AUTO ACCIDENT SECTION:
Your position in the vehicle: ODriver UOPassenger UBack Seat [OPedestrian
Did the vehicle have seatbelts? QYes UNo Were seatbelts worn? QYes UNo
Were you struck from: 0Behind 0OHead-on QOLeftside UORightside OAuto was stopped
If applicable, top of headrest was aligned with: Qtop Omiddle Obottom of head.
List any parts of your body that made contact with vehicle parts:
Were you braced for impact? QYes UNo Were brakes applied? dYes UONo
Where were you looking? QRear-view mirror OLeft door mirror QRight door mirror QForward
Were traffic citations issued to you? UYes UNo Issued to driver of other car? QYes ONo
Did you require post-accident hospitalization? QYes ONo

Any previous motor vehicle accidents? UYes UNo Describe (using dates):

If yes, was treatment rendered previously? QYes UNo Describe (include date and Dr. name):

WORKER’S COMPENSATION SECTION:
Did you report the injury to your employer? QOYes UNo
Did they recommend care at this office? UOYes 0ONo
Employer: Address:

CHECK SYMPTOMS YOU HAVE NOTICED SINCE THE ACCIDENT

UHeadache USleeping Problems ULights Bother Eyes UWDiarrhea
UNeck Pain UHead Feels Heavy QLoss of Memory QFeet Cold
UNeck Stiffness UPins & Needles in Arms QEars Ringing UHands Cold
UDizziness UPins & Needles in Legs UFace Flushed WStomach Upset
UBack Pain UWNumbness in Fingers UBuzzing in Ears UConstipation
UNervousness WNumbness in Toes ULoss of Balance UCold Sweats
WTension WShortness of Breath UFainting UFever
Qlrritability UFatigue ULoss of Smell WOther
UChest Pain WDepression ULoss of Taste
INSURANCE INFORMATION:

Your Insurance Company: Address:

Other Party’s Name: Address:

Other Party’s Insurance Co.: Address:

Have you been contacted by an insurance adjustor regarding this claim? QYes UONo

If yes, name of adjustor: Company:

Do you have an attorney that has advised you in this case? QOYes UONo

If yes, Attorney’s name Address Phone

SIGNATURE:




