Rick L. DaSo, D.C.

12020 Seminole Bivd.
Largo, Florida 33778

AUTOMOBILE ACCIDENT QUESTIONNAIRE

Patient's Name: Today's Date:

Date of Accident: Have you retained an attorney? Y N

Briefly describe the accident:

THE FOLLOWING QUESTIONS PERTAIN TO YOU AND THE VEHICLE YOU WERE IN:

Your position in the vehicle:

UDriver

UPassenger ----—--- Location-—--— Uleft OMiddle URight

W Other UFront Passenger URear Passenger UWUThird Seat (rear)
Vehicle size: Vehicle type :

Subcompact UFull-size QCar QPickup

QCompact OMini OVan OTruck

LiMid-size LiLight UStation Wagon UWBus

UHeavy Q0ther QOther

Speed of your vehicle: Why Vehicle was slowed or stopped:
Stopped  Moving Moderately WUTraffic Signal UParking
UParked UMoving Fast OPedestrian UTraffic

OSlowing  WMoving at approx. MPH UStop Sign UBusy intersection

LMoving Slowly

Collision Type:

ODriver Side Impact UHead On Collision
UPassenger Side Impact URear Impact
OFront iImpact UPedestrian Incident

THE FOLLOWING QUESTIONS CONCERN THE OTHER VEHICLE INVOLVED IN THE
ACCIDENT:

Vehicle size: Vehicle type:

QCar UPickup USubcompact UFull-size

QVan QTruck QdCompact OMini

(Station Wagon UBus UMid-size  ULight
UOther UHeavy WOther
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CONDITIONS AT THE TIME OF THE ACCIDENT:

Time of day: Visibility: Visibility compromised by:

UFull daylight U Excellent WUBrightness

UDawn dGood WUDarkness

UDusk OFair URain

OINight UPoor USnow UFog OTraffic

THE FOLLOWING QUESTIONS CONCERN THE MOMENT OF IMPACT OF THE ACCIDENT:
Were you... Restraints: (check all that apply)
OTotally unaware that the accident was impending W Seat belt and shoulder harness
WAware that the accident was impending USeat belt [Shoulder harness

UAware that the accident was impending and braced forit No restraints

Was the air bag deployed? What position was YOUR headrestraint in?
(1 Car not equipped with air bag UHigh position

LJAir bag deployed UMiddle position

UAIr bag not deployed ) Low position

Position of YOUR head at time of impact? Was your head thrown...?

WFacing straight ahead WBackward and then forward

QTilted forward UForward then backward

ORotated to the left QTo the left WUTo the left then the right
[JRotated to the right WTo the rightlTo the right, then the left
Position of YOUR body at time of impact? Was your body thrown...?

OStraight UBackward and then forward

UTiited forward UForward then backward

Rotated to the left UTo the left UTo the left, then the right
URotated to the right UTo the right QTo the right, then the left

JAcross the vehicle
JOutside the vehicle LUnder the vehicle

Did vour body strike anything inside the vehicle? o Yes o No
If yes please explain:

Damage to vehicle YOU were in: Citations:

Wincurred minimal damage WNone issued

Uincurred moderate damage OYourself

Qlincurred severe damage [Driver of vehicle patient was a passenger of
UWas totaled UDriver of other vehicle

LINot known UNot sure

THE FOLLOWING QUESTIONS CONCERN THE TIME PERIOD IMMEDIATELY FOLLOWING THE
ACCIDENT:

Did you lose consciousness? Immediately following the accident, did you feel...?
OYes WDizzy LIWeak
UNo ODazed UNervous

(UDisoriented Nhuseated
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Were vou able to walk unaided? Where did you go...?

UYes (IDrove home Drove to work
LINo IWas driven home UWas driven to work
UDrove to hospital UDrove to school

LWas driven to hospital [Was driven to school
UTaken to hospital via ambulance

Next day discomfort...? Did your major complaints exist before the accident?
Uincreased Udecreased Llsame WYes U No

in what areas did yvou IMMEDIATELY feel pain?

QOHead Shoulder ULeft ORight Hip ULeft ORight
LNeck Arm ULeft URight Thigh ULeft ORight
UUpper Back Elbow Uleft ORight Knee ULeft ORight
UMid Back Wirist ULeft URight Calf ULeft URight
URibs Hand Ll eft URight Ankle ULeft URight
UChest Fingers ULeft URight Foot ULeft URight
LIAbdomen Buttock Uleft URight Toes ULeft URight
Low Back

LPelvis

Where did you experience pain on the day FOLLOWING the accident?
UHead Shoulder ULeft URight Hip ULeft JRight
UNeck Arm ULeft QRight Thigh QLeft URight
WUpper Back Elbow ULeft URight Knee UlLeft ORight
Mid Back Wrist ULeft URight Calf UOLeft ORight
WRibs Hand ULeft URight Ankle QLeft LRight
UChest Fingers ULeft ARight Foot ULeft LRight
JAbdomen Buttock Oieft URight Toes UlLeft ORight
L1 Low Back

WPelvis

Please list others that vou have seen or have treated you for this injury:

Hospital / ER

Doctor(s):

Others:
Has this injury restricted your work? oYes 0 No

Before this accident were you able to work on an equal basis with others your age? oYes oNo

Patient's Signature: Date:
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