Family Chiropractic Center of Sanford
1100 Carthage Stigel
Sanford, Norh Carolina 27330
(919) 775-2114  (919) 7764032

To All Personal Injury Patients

We will file all insurance associated with this accident, however we must have the
accurate information to do so. If we do not have the accurate information, you will be
responsible to pay for services at the time they are rendered. You must provide us with
all insurances you wish to file within the 2 days of your initial treatment or there will be a

$5.00 charge for any additional claims.

Please provide us with the following information for gach insurance company:

INSURANCE # 1:

Name of insurance co.:

Address of insurance co..

Phone # of insurance €o..

Claim or Policy #:

Adjustor's Name:

INSURANCE # 2:

Name of insurance co.:

Address of insurance co.:

Phone # of insurance co.:

Claim or Policy #:

Adjustor's Name:

| have read and understand the above statement. | understand that | am responsible
for any charges incurred at Family Chiropractic Center of Sanford. ! further understand
that all insurance payments will be sent to Family Chiropractic Center of Sanford,
including Med Pay, and in the cass of any overpayment, a refund will be issued upon

settlement of my case.
Date

Signature

Witness



Authorization and Assignment

To: Dr. Skip Austin, D. C. v

In constderation of your undertaking to treat me, | agree to the follewing:

Authorization lo Release Information

_You are authorized to release any information you deem appropriate concerning my physical condition 10 any
insurance company, attorney, or adjuster in order to process any ciaim for reimbursement of charges incurred by
me as a resull of professional services rendered by you, and | hereby release you of any consequence thereof.

Assignment of Cause of Action

In the event any insurance company is obligated by contraclual agreement to make payment 10 me or (0 you lor the
demand by you, | hereby assign and transfer to you the cause of action that exists in my favor against any such
company {the name(s) of which isfare believed to correctly set farth under pertinent data below) and aulhorize you
to prosecule said action either in my name or your name as you see fit and further authorize you to compromise,
setils of otherwise resolve said claim as you see fit. However, it is understood that unlil all reasonable efforts have
been made to collect the sums due from the insurance company (or companies) contraclually obligated, you will
refrain from altempts and efforts to collect the amounts owed directly from me. [ understand that whatever amounts
you ¢o not collect from insurance proceeds {whether il be all or part of what is dua}, | personally owe you, and

agree lo pay in a current manner.

Authorization to Pay Directly to Doctor

To:

{Name of attorney and/ or insurance company)

In consideration of the chiropractic services rendered and (o be rendered by him | authorize and direct lhe payment
to the doctor named above of any sum | now or hereafter owe him by you, my attorney, out of the proceeds of any
settlement of my case, and/ or by any insurance company obligated to reimburse me for the charges for his
services or otherwise obligated to reimburse me for the charges for his services or otherwise obligated to make

payment to me or him based in whole of in part upon the charges made for his services. :

Acknowledgement and Understanding

| hereby acknowledge that | am recsiving (or about to receive) health care services at lhe Family Chiropractic
Center of Sanford office, and that | have been advised that the doctor(s) providing the services is/ are willing Lo wax
for payment for lhese services, provided that these services, provided thal there ¢ontinues to be b reasonable
chance that payment will be made either by insurance proceeds or out of the settlement of a liability glaim.

| understand that if it is determined either:
(1) That there is no insurance company obligaled to pay for the services, of if the insurance company

involved refuses to acknowledge an assignment to the doctor{s} or make other provisions for the protecuion

of the interest of the doctor(s}; or )
(2) If a liability claim exists, or my atlorney refuses 10 agree to prolect the interest of the doclor{s), or if |

have not engaged the services of an attorney;
Then payment for services rendered by the doctor(s) at the Family Chiropractic Cenler of Sanford office will be
made on a current basis and my bill paid in full as soon as my liability claim is settled or the passage of three

months from my last treatment, whichever comes first.

Patient’s Signature Date

Witness



" NOTICE OF DOCTOR'S LEIN

TO:

RE: Patient:
Claim Number:
Date of Accident:

I do hereby authorize Family Chiroprac:tic Centers at 1100 Carthage Street Sanford, NC 27330,
to furnish you with my medical records including examination reports, radiographic reports,
diagnosis, treatment, prognosis, etc., of myself in regard to the accident in which [ involved.

I hereby suthorize and direct you to pay directly 1o said doctor such sumns as may be due the
owing him for medical services rendered me both by reason of this accident and by reason of any
other bills that are due his office and to withhold such sums from any settlement, judgment or
verdict as may be necessary to adequately protect and fully compensate said doctor. [ hereby
further give a lien on my case to said doctor against any and all proceeds of my settlement,
judgment or verdict which may be paid to you , my attorney or myself, as the resuit of the injunes
for which I have been treated or injuries in connection therewith.

I fully understand that I am directly and fully responsible to said doctor for 2]l medical bills
submitted by him for service rendered me and that this agreement is made solely for said doctor’s
additional protection and in consideration for his awaiting payment. And I further understand thal
$uch payment is not contingent on any settlement, judgment or verdict by which | may be

eventually recover said fee.

I agree to promiptly notify said docter of any change or addition of attorney(s} used by me in
commection with this accident and [ instruct my attorney or insurance 1o do the same and promptly
deliver a copy of this lien to any substituted or added attomey(s).

Please acknowledge this letter by signing below and returning to the doctor’s office. | have been
advised that if the insurance company does not wish to cooperate in protecting the doctor’s
interest, the doctor will no await payment but may declare the entire balance due and payable. |
further direct the insurance company 1o pay said doctor one hundred percent of all chiropractic
cost associated with my treatment. [ understand all costs associated with my care and believe
them to be necessary , reasonable and customary.

Date

Patient’s Signature

The undersigned acknowledges receipt of this lein

Date Authorized Signature

Please date, sign and return a copy to doctor’s office. Please fax copy to our office at (919) 776-
4032 for confirmation of receipt. Thank you



ATTENTION PERSONAL INJURY PATIENTS

'As a courtesy to our patients who have been involved in an accident and have
retained an attorney, we will wait for payment until the attorney has made a

seftlement.

All financial agreements are between Family Chiropractic Center of Sanford and
you the patient and not with Family Chiropractic Center of Sanford and the
attorney which means the patient has overall responsibility for all charges
incurred with Family Chiropractic Center of Sanford.

If upon settlement by the attorney, the full bill is not paid, the patient is
responsible for the remaining charges plus any interest charges. The patient will
also be responsible for any fees acquired as a result of any collections actions

deemed necessary.

_ By Family Chiropractic Center of Sanford agreeing to wait for payment, you as
the patient must ensure that your attorney makes payment for all charges

incurred.

| understand the above statement and agree that | am responsible for all charges
incurred with Family Chiropractic Center of Sanford. | understand that Family
Chiropractic Center of Sanford has agreed to wait for payment until my case is
settled and | in turn agree to protect the interest of Family Chiropractic Center.

Patient Name (printed)

Patient Signature

Guardian Signature

Date




; ACCIDENTI INJURY QUESTIONNAIRE - DR# | PATIENT NUMBER
T Ev: Sl A L1
Vil sliow Yol 10 des crlbe_your acc) nfﬂnjury?ln datail Plaasa complete It carefully as e'j mmmmmmmmmqp:mic
'-gglst g;e ;loctor in evaluaﬂng and documantmg your candition.: THANK-YOU. ?. DRI DN DD DI T
PLEASE USE A NO. 2 PENCIL (ONLY} TO FILL IN APPROPRIATE ANSWERS. G 5 G R N
FILL IN BUBBLES COMPLETELY AS INDICATED HERE: <= QR @ @ém@@é)@@@q}i@?(
ERASE CHANIGES CLEANLY. DO NOT FOLD THIS FORM. mmmmmmmmmmmc
. mr_pcu snmmmm@mmc
PATIENT _NAME:!_________‘__________________________ . J DATE:I__ e ‘_______i cpcpc:pcpcpq:cpcrxpcalmc
A. DATE AND TIME OF ACCIDENT /INJURY 4. If there were lacerations {cuts), where were they‘? -
<> Dale; WA Time: I : am/ pm] <>Head apaShoulders ao>Bultocks
. Neck > v Arms <a><a>Hips
B. DESCRIPTION OF ACCIDENT / fNJURY - <Upper / Mid Back I EIbows > Thighs
<>Automobile Accident Quastionnaire Marked {Skip Sectlon B) ' «>bhowar Back g d>Forearms a<Knees
«<>Workmen's Compensation Accldent / [njury >Pelvis @ Wiists a»<olegs
<>Slip/Fall Accident «>Pedestrian Accident <>Chest/Rib Cage b aHands < aANkles
Other;  <>Accident <lnjury |_ ' _J! > Abdomen > aoFeet
* <>0ther 1

1, What was the cause of your accident / injury?

2. Describe ir your own words what happened:

C. IMMEDIATELY AFTER ACCIDENT / INJURY

1. Did you lose consciousness?

- >Yes <No <>Don't Know

2. How did you feel?
—Confused «Dazed <>Dizzy < Nervous
c>Woeak <>0ther

3. Where did you lmmediate!y'develop pain?

8, Describe any other slgnificant injury:

6. Emergency Care At Accident/injury Site
[a. Did you receive emergency care? <>Yes <N

b.Wh ttypevof gmg,{gency care did you receiva?
des rESSplints” | coBrace. __ coNeck Collar

7. Destination After Accldent / Injury

[a. Where did you go? | |.b:By whom were you drivi
<> Hospital <> Home

I <>School oWaork
<> 0ther I

D. HOSPITAL VISIT AFTER ACCIDENT / INJUR

1. When did you go to the hospital? -
1 <Immediately «<later Thal Day <>Next Day c::)Days La
| <Data | <>0ther , .

il
]

/

i

Hospltal Nemar =~

:

IAdmiﬂed: Yes c::NoI [C)Dale Discharged: : -

«>Examined By Doctor:

2. If x-rays were taken, of what body part{s)?

—Heaad > <>Shoulders < «>Bultocks
>Nack < DAMMS << Hips
>Upper / Mid Back a a>Elbows <Ex<I>Thighs
<>lLower Back - D >Forearms ab>Knees
> Palvis ap o Wrists @ Dlegs
«>Chest{ Rib Cage apa>Hands <D cyAnkles
«>Abdemen ab>Feet
—Other

«>Head > Shoulders ap<>Buftocks
ONeck D AMS < apHips
<>Upper / Mid Back a<>Elbows < Thighs
<olower Back aa>Forgarms ap o Knees
<> Palvis E><IT>Wrists <E>errlegs
<> Chestf Rib Cage > <>Hands apashnkles
<>Abdomen apaFeet
«<>0ther I —

172522
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N D. HOSPITAL VISIT AFTER ACCIDENT / INJURY -

3. If a CAY Scan was performed, of what body part(s)?
<> Chest / Rib Cage

<> Head <> Upper f Mid Back
< Neck <> Lowaer Back
S Other |

<> Abdomen

4. if a MRI wa-s perfermed, of what body part{s)?

<> Head <« Upper f Mid Back
> Neck <> Lower Back
o Other!

< Chest { Rih Cage

<> Abdomer:

k. Elbows

@ Strain
< Fracture

ao < Other i_____ .

> (D> Sprain

oo <> Laceralions

CE» <z Distocation
<< Contusions

kL Forearms -

" A Strain

L@ Fractui'e '

o - BT Sprain
‘@< Lacerations

wooher]

e Dislocation
B> <> Contusions

cRr ol Disfocation
iy Contusions

<m <> Distocation
<> Contusions

“RYCU LAacarsuons

<o Disfocation
<< Conlusions

m. Wrists
5. What was the diagnosis given at the hospital? Ry Sirain ab><D Sprain
'a, Head o a ' a > Fracture <>« Lacerations
. < Concussion <> Skull Fracture <> Laceralions cax Other . o
" <Conlusions < Other :
) n. Hands'/ Fingers
b.Jaw. - | ab<D Strain -~ > Spraln
% ¢ Straln < Sprain <> Distocation <D Fracture @< Lacerations
+ &> Fracture - <> Whiplash <> Laceralions apeaOther | L
&> Contuslons <Other | ! L
' 0. Butfocks
c. Neck T <@ ¢D> Strain <E><T Sprain
< Strain <> Sprain «2> Dislocation ; <kr<l> Conlusions «g» <> Olher o
<> Fracture < Whiplash <= Disc Injury '
< Lacerations <= Contusions p. Hips
<> Other o > Strain <>« Sprain
' ap > Fracture <>« Lacerations

d, Upper / Middle Back

ooStain T n L > Spraln | <> Dislocation
<> Fraclure > Disc Injury <> Lacerations
“-Ue>'Conlusions* "7 - Other |
e. Lower Back -
<> Strain > Sprain <2 Dislocation
< Fracthuie < Dis¢ injury < Lacerations
<> Contusions <> Cther e
f. Pelvis
7«2 Strain <> Sprain <> Dislocatien
g Fracture. . . . < Lacerations <> Contusions
A Other | L o !
g. Chest /Rib Cage T
<= Strain <> Sprain <> Dislocation 1
< Fraciu!'e <> Laceralions < Conlusions !
<> Other | o N
h. Abdomen
<> Strain <> Lacerations <> Contusions
. .
<> Other | i et e e
i. Shoulders o
a<o Strain ab<D Sprain B> Dislocation i
@ Fracture <B>¢<D Lacerations gy Contusions
aasOher o o
jiArms }
iy Strain ® D Sprain &> <o Distocation i
@ Fracture ap Lacerations  apco Contusions i

‘chD Other{
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< Other i____

g. Thighs

qrr<r> Strain
<pz<L>» Fraclure

<R»<I> Sprain

«R»<i> Lacerations

<RI Dislozalon
R L Cuittusions

i

u. Feet ! Toes

<®> <> Slrain

<E><> Sprain

[ e Other e

r. Knees .
<< Sirain B><> Sprain o< Dislocalion
< Fraciure apc»Lacerations  ab<r> Conlusions
aca>Othert o

s. Legs
<R Slrain <Rl Sprain a v Lustornuon
B> <D Fraclure <> <> Lacerations <R b Conlusions
ao o Olher !_ .

t. Ankles
< <> Strain <Ex <> Sprain <> <> Dislocation
<> > Fraclure <B> <> Lacerations < <> Conlusions
<D Other | :

<R <L is{ocation

<o > Fraclure <Ex <> Lacerations <R3« Conluswns
i <@ Other
v. Other
<> Strain <> 8prain <> Dislocation
<> Fracture < Lacerations <> Conlusions

I
l
?

an- T

~ . i

w. Describe any additional diagnosis given:



D. HOSPITAL VISIT AETER ACWDENT / INJURY [. Shoulders -.° -
6. What treatment was administered at the hospital? a«Paln aaoStiffness @ aoNumbness  a>a Tingling
«<>Qral Medication <>Sutures <8plint  «<>Collar __ apa>0ther L__ . e
lnjection <>lce Packs Cast <>Supporl
>Topical Antiseptics ~ <>Hot Packs <Brace  <>Surgery JAMMS g o g - e o e
«>Bandages —Other | ] D ADPAIN: > A Stifiness. a@Numbness. .. > Tingling
: B 0ther et et et -+ 3
7. Instructions Given When Discharged From Hospital R,
a. Were you told to sea? ' : k. Elbows
<>General Practitioner  «<>Chiropractor «<>Neurclogist : . a<pPain | apasSlifiness ap<Numbness rxasTingling
<>Physical Therapist  <>Orlhopedist <lnternist ; | @oOther| L o
<>General Surgeon «>Plastic Surgeon ) ; e
ooter| i [LForearms: . Seden .
a>Paln chDStlﬁness aa>Numbness < Tingling
B <Other — .
" ~Collar. . «<>Support - m. Wrists
) a@Pain @ Sliffness a»<oNumbness <o Tingling
- | Lm0t
‘c. Were medications prescribed? . L
| Pain <Ant-nflammatory  <Antibiolic, <>Nervousness n. Hands / Fingers::.is PP
| <50ther | R i <@ Paln. @ Stiffhess >Numbness - ap>Tingling
 aasOther :
:
1. How much later did additionai symptoms develop? j - Buttocks
«>lmmediately <oHours  <oThat Evening <> Next Morning ;. aoPain @ oBliflness D <DNumbness <@« Tingling
—Days Week  <>Month C}I——-' ‘DCDO_"‘”_L-__A e wm TR e
2. What additional symptoms developed? o p. Hips o _ o
a, Head . I anPaln qt::d:)Stlﬂ‘ness 2 @ydmNumbness  ao<Tingling
<> Pain «>Stifness <>Numbness <=Tingling - ap«>0ther I
<>0ther e _ . _

[q. Thighs o
"!f,‘“‘ un‘ &: :m?\u A @Pain | & @ Stiffness <<>MNumbness  a>aTingling
-C:Numhness‘ i c::-'nng!InF | <®&<D0ther [

H— T Kneagiy SR B e
c. Neck I B DPan D Stiffnes as<>Numbness  ap o Tingling
<Pain < 8liffness <MNumbness <>Tingling : : ma::Olhér1 .
—Other | e o
- ' s. Legs i
R B N apdasPain - axaoSliffness a<>Numbness <> a>Tingling
:caNumbness C>'|'|ﬂ9"nr _‘D‘I’Q‘h"’l—_____
T f.Ankfes . . - - T
e. Lower Back : cp'cDPalh - > >Stiffness anoNumbness  ap<Tingling
<>Pain <Slitfngss <>Numbness < Tingling ; TS Other. B
<Other | i

tu, Feet f Toes
" < Pain o aoSliffness @@ Numbness << Tingling

H |
! @@ DOther |

g. Chest/RIb Cage ; ' sl - = T

<>Pain <o Stiffness <>Numbness <>Tingling || 3. Since your accident / injury have you suffered from?
<Other | o <>Blurred Vision <>Chest Pain <>Nausea
«>Double Vision <>Difficulty Breathing «<>Vomiling
- ! <Readuced Vislon  Palpitations <>Frequent Urination
“ e Tinglin [ <>impaired Hearing  «<>Constipation <nability To Hold Lrine
r | «<>Ringing In Ears > Diarrhea < Painful Wrination

0 1995 TIME VALUE CORP, Allants, GA. AI#3-2 L
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< Anxiety <> Convulsions < Resliessness

<> Dopression’ <> Dizziness <> Insomnia

< Mood Swings <> Headaches < Light Sensitivity
<2 Nervousness < FalniEr'\g < Reduced Appetite
<> Poor Memory <> Loss Of Balance <> Waaknpss

<> Tension < Fatigue <> Weight Gain

< Other | o} > WeightLoss

. Are you restricted in any of the fellowlng areas as a
result of this accldent/Injury?
<> Daily Living <> OccupationabWork < Recreational Activities

<> Other

6. Have you missed work due to this accident / injury?
<> Missed No Work o lelted Work Actwny
o MissedWorkFrom:|  / /(i Te |/ /.
< Other | ;

1

7. Did you self treat your symptoms? .

c>lce <« Heat < Bed Rast < Qver-The-Counter Medication
< Other !

. Did you seek medical care elsewhere?

a. General Practitioner< Name:
<> Diagnosis And Trealment Recommendation:

E. FOLLOWING THE ACCIDENT/MBURY (Continued

- 4; Additionally-have you experienced any of the following?

endationEigiraTa 2w 1

D*Dlagnosls MCL I

1
t

:

i 'g. Plastic Surgeon < Namel
c::) Diagnosis And Trealment Recommandation

T TRy

,|.._.._..L_..._ I W
i TR

I

T

T

o D]agnosls And T atmant‘Raoommendallon e

I

. Other < Name:

. j
< Diagnosis And Trealmant Recommendation:
i

9. Have you had any of the following tests?
< CT Sc?n < MRI <> Electrodiagnostic Studies
< Other |

- <:> Name 1

10. What is the reason for seeking today's consultation?
<> Persisting Complalnts < Worsening Of Symploms
< Other 1

F. INSURANCE /ATTORNEY INFORMATION -

i €. Chiropractor < Name;,
c:> Diagnosis And Treatment Recommendatlon n:

1 Have you contacted an insurance adjuster [ Yes_ i.No
or representative regarding this ctaim? > @

Company’l
Adjuster: |
Claim #:

i 2. Have you engaged services of an attorney?. |

le. Orthopedist < Name:
’ < Diagnosis And Treatment Recommendation:

NCS® EW-227667-1:65432 {
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| "4 Have you filedfor Insuranca:benefits? 7. ]

i

r Attorney: |
f Address: '
| cly: L______,_State:f___IZIp.I_
|_-_‘-‘_ Phone: -

. 3. Have you filed an accident / injury report?

;
!
o
i

__Patient's Or Guardian Slgnature: {Date:

— e n imm i mm e e
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AUTOMOBILE ACCIDEN i QUESTIONNAIRE | DR# | PATIENT NUMBER

Dear Palient; T i

This questionnaire will allow you to describe your automobile accident in detail, Please complele it carefully as | T DB 0 1 b
; the information provided will assist the doctor in evalualing and documentling your condilion. THANK YOU. ! CTACDICC AR D e
T T ) ' i 8 ISR DY S S S
PLEASE USE A NO. 2 PENCIL {ONLY) TO FILL IN APPROPRIATE ANSWERS. iy DN g ¢

FILL IN BUBBLES COMPLETELY AS INDICATED HERE: st OR ol
ERASE CHANGES CLEANLY. DO NOT FOLD THIS FORM. '

=C—1)_’CDEG: L b n e e PR S R
T B Sicgr s orerogos

oot ®hpice: ca:.nic&‘x_a.ir_‘3>..u‘~:'a,, g
PATIENT NAME: Ce—m e . DATE: .-'.'.? >§t’3_'i:-’_?,; \I)I-.?.\':D.- LRI L

ENECENCEsTT O 3 - LA L2

A. VEHICLE YOU WERE IN

1. Vehicle type? 2. Vehicle size? : d. What damage did this vehicle sustain?
<>Car <>Pickup Z>Subtompact . < -Full-Size <OMinimal <oModerate cExtensive © el
=Van > Truck o Campaet R SUnsiire: - ~Olher
<>Slalion Wagen  <>Bus ~hMid-Size < nLight
<Other . _ = >Olher 2. Second Vehicle To Strike Vehicle You Were In
a. Vehicle type? i b. Vehicle size?
3. What was your location in the vehicle? _~Car L Pickup © Subenmypact
<2 Driver <>Front Passenger <>Rear Passenger “TEVan <>Truck  + <>Compacl R R R
Passenger Location: <Lell <Middle  <»Right <L.»8lalien Wagoen - Bus i Zabig-Size
<>Qther o Qther ~TnOlher
4. What was the vehicle you were in doing? Y _
Mark only one bubble for the above question c. How did this vehicie strike the vehicle you were in?
a, Vehicle stopped for «<Head On <FromRight «oFromeefl - Rear Encon
<> Tralffic Light ointerseclion =8top Sign <> Tralfic «<=Sideswiped On Right «>8ideswiped On Lel
<>Pedestrian <=Parked <=>Other
<= 0ther ’
. d. What damage did this vehicle sustain?
b. Vehicle slowing down for Minimai +“aModerale 7" Extenswve ROPR
< Traffic Light <Infersection <>»8lop Sign - Traffic «sUnsure = Other
>Pedesirian <> Turning <>Parking
<>Other . 3. Describe Other Vehicies To Strike Vehicle You Were In
- oVehaole Type: <>How 1L struck:
c. Vehicle moving : xVehcle Sizo! ~.Damage
<> Slowly <>Moderately “Fast
. MPH <>hcceleraling 4. Were traffic citations issued as a result of the accident?
>Oher . o . .»No Citations issued < aDrever OF Oree e,
=7 Driver Of Vehicle You Were In oYou CUne

d. Vehicle doing other
cower C. CONDITIONS AT TIME OF ACCIDENT

1. What time of day did the accldent occur?

5. What damage did the vehicle you were in sustain? -.zDayhghl = sDawn < sDusk [
<>Minimal <Moderate <>Estensive = Totaled > Other -
<Unsure < 0ther
i 2, What was the condition of the road?
B. IF OTHER VEHJCLES INVOLVED IN ACC’DENT Oy - =Damp et DBl G
1. First Vehicle To Strike Vehicle You Were In ey " Olhes
a. Vehicle type? "b. Vehicle size?
—Car <>Pickup <>Subcompact  Fuil-Sipe [ 3. Visibility _
<Van <> Truck oz Compact - M a. What was the visibility at impact?
<>Station Wagon  «<>Bus 7 Wid-Size ©-Light -Good Fan - aPaor
_==0ther ~. (iher .. -Qlher
¢. How did this vehicle strike the vehicle you were in? b. If vislbility was poor, why?
OHead On <From Right  «<>From Left  <—Rear Ended <o>Sunlight < >Darkness <>Rain <_2Snow
«<>Sideswiped On Right O>Sideswiped On Lell Fog < >Traflic
o0 <. Other S
T 1995 TIME VALUE CORP., Allanta, 6o AAR -1 PLEASE MAKE NO MARKS IN THIS AREA
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WD. AT MOMENT OF IMPACT A b, Right Upper Exiremity {Arm)]

s 1. Were you prepared for the accident? <> Steering Wheel <> Dashboard <= Windshield _
3 <> Accident A-Complete Surprise <> Rignt Side Door < Left Side Door < Armrest ;
u <> Aware Of Impending Collision <> And Braced For Impact <> Right Window <> Left Window <> Headrest
a ) - 2 Ceiling <> Cansole < Shift Lever 5
w 2. Foot On Brake Pedal < Front Seat < Rear View Mirror o
» [a.Wasyourfoot on brake pedal at Impact?cs Yes_ <oNo) Somer | e

[b. Was it knocked off pedal by impact? <= vYes <—Noj "e. Left Upper Extremity (Arm)

i« Steering Wheel < Dashboard <> Windshield
3. Use Of Restraints . c>Righ! Side Door <> Left Side Door <> Armresl
a. Restraint Belts I < Right Window < Left Window <> Headrest
I1. Were you wearing a restraint belt?  <>vYes <Nol| | o Ceiling < Console <> Shift Lever
. ' . < Front Seat < Rear View Mirror
| 2. What type of restraint belt were you wearing? - | | <> other ! B _ o
i <> Shoulder-Lap Bell < Shoulder Bell < Lap Bail ____:,
id. Torso ,
b. Headrests . . <> Sleering Wheel <> Dashboard < Windshield
1 1. Was vehicle equipped with headrests?> Yes «>No | (O>RightSide Door <> Left Side Door <> Armwesl
) ) T P> Right Window <> Left Window <> Headrest
2. What position was the headrest in? : ‘l < Ceiting <> Console < Shift Lever
< Low < Middle <> High *0OontKnow | | oFront Seat .  <>RearViewMimor . . -
. { <> Other _ )
c. Alr Bags _ ' o
1. Was vehicle equipped with air bags? : . €. Right Lower Extremity {Leg)
< Yes < No < Unsure i . <> Sleering Wheel < Dashboard <> Windshield
| 1 <RignisideDoor <> LefiSide Door < Armresl
[2, Did the air bags deploy? < Yes oNo ! Right Window <> Lefi Window <> Headrest
<5 Ceiling <> Consale <> Shifi Laver
4, Your Body ' o i > Front Seat <> Rear View Mircor
a. What was your body position at impact? 1 | <> Olher o

| <>Straight < Slouched Forward Rotated: < Right <> Left
! > Don't Recall <> Other |

{f, Left Lower Extremity (Leg)

i
: | <> Steering Wheel < Dashboard < Windshield
b. What direction was your body thrown? ! <>Right Side Door < Left Side Door <> Armrest
<> Forward\Backward < Backward\Forward < Sideways : [ <> Right Window <> Left Window <> Headrest
<> Across Vehicle <> Outside Vehicle <> Under Vehicle - I <> Celling <> Console <> Shifl Lever
“ =< Don'tRecall - <Othert, . oo <> Front Seat <= Rear Viaw Mirror
1 <o Other |

3. Your Head And Neck .
a, What position were your head/neck in at impact? | 2, Did your body strike any other objects?
< Straight <> Tilted Fonward Rotatad: <> Right <o Left | < Description Of Olher Objects Your Body Hit:
<> Don't Recalf < Other * {

b. Through what motion were your head/nack pitched?; ' . o
< Forward\Backward < Backward\Forward <> Sideways
<> BDon't Recall <Qher!

F. ADDITIONAL INFORMATION

< Additional Information About Your Aulomobile Accident:

E. RESULT OF IMPACT
1. Which objects in the vehlicle did the force of the
collision cause your body to strike? -

. |a. Head _
| i < Steering Wheel <> Dashboard < Windshield
| !« Right Side Door- <> Left Side Qoor s Armrest
| ; <> Righl Window < Left Window <> Headrest
i ' < Ceiling <> Console < Shift Lever
= From Seat <> Rear View Mirror
« Qther

Patient's Or Guardian Signature:  Date:
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