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Auto Injury

Patient Name:

Date of Injury:

What body part was injured?

CJAbdomen [JAnkle [JArm [JCalf [dChest [Clavicle [Elbow [Face [lFoot [lGroin [IHand [JHead
(IShoulder [OKnee [leg [dLow Back CIMid Back CINeck  [Pelvis [CIWrist C1Upper Back CIHip
CISternum which side?  [Left Side [CIRight Side [CBilateral

Where did the accident occur (Intersection, City, State)?

Where was the car hit? [1Struck from Behind [JHead On [(IDrivers Side  [1Passenger Side [1Vehicle Lost Control
[JOther:

What was the damage to the vehicle?
CIMinimal CIExtensive OTotaled
Where were you sitting in the car?

CIDriver CIFront Passenger [1Rear Seat Drivers Side [1Rear Seat Passenger side [IMiddle

Did the car rollover? [CIYes [INo Were you wearing a seatbelt? [IYes [INo
Did the car have an airbag? [CIYes [INo If yes, did the airbag deploy? [lYes [INo
Did you experience loss of consciousness? Clyes [INo

Was this a Pedestrian vs. Car Injury? [CIYes [INo

Did you go to the hospital? [dYes [INo If yes, which hospital?

Were you given any pain medication? ClYes [INo Ifyes, please list:

Did you seek treatment after the hospital? [dYes [INo If yes, with whom/where?
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