AUTOMOBILE INJURY HISTORY

Name Date of accident Time

Where did accident happen?

Describe accident in your own words

What was your position in car? O Driver O Passenger. If passenger, were you sitting in O Front O Right rear [J Left rear.

Did your vehicle strike other vehicle? [J Yes T No Was your car struck by other vehicle? (J Yes O No

Was the impact from 0 The front? I From the right side? 1 From the left side? (I From the rear?

At the time of impact were you [ Looking straight ahead? O Looking right? OJ Looking left?

Were both hands on the steering wheel? ] Yes (O No Was your foot on the brake [ Yes (I No Were you braced for impact? O Yes I No
Where in the car were you after the accident?

Were you wearing seat belts? [J Yes O3 No Did you strike anything in vehicle at time of impact? O Yes O No
If Yes specify: [ Steering wheel OO Dashboard 0J Windshield [T Side door T3 Arm rest (T Side window
Please state part of body: O Chest [J Chin (J Knee 3 Shoulder O Hand O3 Head

Immediately following the accident, how did you feel?

Were you unconscious? O Yes T1No Inadaze O Yes O No Did you go to the hospital O Yes O No
If you went to the hospital, when? At time of accident TJ Yes OO No Nextday OJ Yes OO No
How did you get to hospital? Ambulance T Yes 0TI No Private transportation (1 Yes OJ No

Did the ambulance attendants place you in neck collar? (1 Yes 1 No Splints? [0 Yes (I No Brace? O Yes (I No
Name of hospital

Attended by Dr. Were you X-Rayed at hospital (J Yes O No
If so, what was the diagnosis?

Were you admitted to the hospital? (3 Yes (O No How long did you stay?

What treatment was rendered?

Describe symptoms from the day following accident to today’s date

What recommendations were made? See own doctor? (1 Yes O No  See orthopedic doctor? 01 Yes 1 No
Physical therapy O Yes I No

Before the injury were you capable of working on an equal basis with others your age? O Yes [0 No

Are your work activities restricted as a result of this accident? (1 Yes (O No

If yes, give percentage of restriction:

Are your home activities restricted as a result of this accident? O Yes O No

Do you have a copy of police report? T Yes I No If Yes, please bring a copy to our office.

Signature Date
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HISTORIA DE DANOS AUTOMOVILISTICOS

Nombre Fecha de accidente Hora
;Donde ocurri0 el accidente?

Describa el accidente en sus propias palabras

¢Cual era su posicion en el auto? O Conductor [ Pasajero. si era ud. pasajero, estaba ud. sentado O Enfrente (1 Atras, en la derecha [ Atrds, en la izquierda.
+Su vehiculo chocd a otro vehiculo? CT1Si O No ;Fué su carro chocado por otro vehiculo O Si O No
¢Elimpacto fué de O Enfrente? O El lado derecho? O Por detras? O El lado izquierdo?
¢Ala hora del impacto estaba ud. O Mirando hacia delante? 0O Mirando a su derecha? O Mirando a su izquierda?
¢Estaban sus dos manos en el volante? O Si 3 No ;Tenia su pie en los frenos? O Si O No ;Estaba ud. perparado para el impacto (cinturones, etc.)? (O'Si C No
4En que parte del carro se encontraba ud. después del accidente?
¢Llevaba puestos cinturones de seguridad? O Si [ No ;Le pegé ud. a algo adentro de su vehiculo a la hora del impacto? O Si T No
Sile pegd a algo especifigue O Volante [ Tablero de instrumentos O Parabrisas [ Puerta de lado O Descanso de brazo O Ventana de lado
Por favor anote la parte de cuerpo: O Pecho O Barba O Rodilla O Hombro O Mano O Cabeza
;Como se sintié imediatamente después del accidente?

¢Estaba ud. inconciente? 01 Si I No Ofuscado? D1 Si [JNo gFué ud. al hospital? I Si O No

+Si ud. fué al hospital, cuando? A la hora del accidente? C1Si CI No Al dia siguiente? O Si O No

<Como fué ud. al hospital? Ambulancia O Si O No Transportacion privada O Si O No

¢Le pusieron los asistentes de ambulancia un collar protector en el cueflo? O Si O No tabliflas? O Si O No abrazadera? O Si O No
Nombre del hospital
Atendido por dr. Le tomaron Rayos X en el hospital O Si I No

;Cudl fué el diagnosis?

iFué ud. admitido af hospital? O Si O No Porque tanto tiempo se quedd?

¢Que tratamiento fué dado?
Describa los sintomas desde el dia siguiente del accidente a esta fecha

+Que recomendaciones fueron dadas? Visite su doctor? 01 Si O No Visite a un doctor ortopédico? 01Si O No Terapia fisica? O Si O No
¢Antes de su accidente y dafios tenia ud. la capacidad de trabajar en una base igual con ofros de su misma edad? 0 Si CINo
;Estén sus actividades de trabajo limitadas como resuitado de este accidente? 0 Si O No

Si, si, dé el porcentage de su limite:
¢Estan las actividades en su hogar limitadas como resultado de este accidente? 0 Si O No
¢Tiene ud. una copia del reporte de policia? O Si I No si tiene una copia, por favor traiga una a nuestra oficina.

Firma Fecha




