
Personal Injury Initial History

Name_____________________________________ Date _____/_____/______

Date of Accident ____________________________ Time of Accident ____________________

Describe the accident (where, how and speed) ________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Describe the accident in terms of your body position before, during and immediately after the accident.  Also 
describe any injury immediately after the accident._____________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

To Review:
What was your position in the vehicle? ______Driver _____ Passenger
If passenger, were you sitting in:_____ Front _____Right Rear _____left Rear

Did your vehicle strike the other vehicle? _____Yes _____No
Was your vehicle struck by the other vehicle? _____Yes _____No
Was the impact from: _____the front? _____ the right side? _____the left side? _____ the rear?
After the impact did you hit another vehicle ____Yes _____No
At the time of the impact were you: _____looking straight ahead? ____ looking right _____looking left?
Were both hands on steering wheel? _____Yes _____No         Was your foot on brake _____Yes _____ No
Were you braced for impact? ____Yes ____ No                  Were you wearing seat belt? ____Yes _____No
Where in the vehicle were you after the accident? __________________________________________
Did you strike anything in the vehicle at the time of impact? _____ Yes _____No
If yes Specify what you hit and with what part of your body:____________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Immediately following the accident how did you feel? ____________________________________________
Were you unconscious? ____ Yes ____ No      In a daze? ____Yes ____No
Did you go to the hospital? ____ Yes ____ No 

If you went to the hospital, when? ____at time of accident ____ next day ____ other, please
How did you get to the hospital? ____ambulance ____ private transportation
Did the ambulance attendants place you in: ____ neck collar ____ splints ____ brace

Name of Hospital _____________________ Attended by Dr. _______________________
Were you x-rayed ____Yes____No  Do you know the findings, if so what were they? 
_______________________________Were admitted to the hospital? ____Yes ____No
How long did you stay? ________________________________
What treatment was rendered? ______________________________________
What recommendations were made? ____   See own doctor? ______ See Orthopedic 
Physical therapy?  ____Yes ____No

Have you seen any doctor as a result of this accident? _____Yes _____No  Doctor’s Name____________________



_
_
_
_

Please check all boxes that apply to your condition(s), and fill in the spaces that describe your present 
complaints(s).  Also, the information you provide concerning past symptoms will help in assisting the
doctor to better understand your present condition and total health picture.

Please list your 
present

complaint(s) in order 
of importance. 

Date you first 
noticed

Mark your level of pain today for 
each complaint, in which"0" - "4" is 

a range of tightness and discomfort: 
"5"-"10" is a range of pain where  
"10" is the worst pain imaginable.

Please check the box below that best represents how 
much of the time you feel pain or your symptoms for the 

listed complaint.

1 0   1   2   3   4   5   6   7   8   9   10 □76-100% □51-75% □26-50% □25% or less
2 0   1   2   3   4   5   6   7   8   9   10 □76-100% □51-75% □26-50% □25% or less
3 0   1   2   3   4   5   6   7   8   9   10 □76-100% □51-75% □26-50% □25% or less
4 0   1   2   3   4   5   6   7   8   9   10 □76-100% □51-75% □26-50% □25% or less

Mark what makes your symptoms better with a "B" and what makes your symptoms worse with a "W"
1 ___Heat  ___Cold  ___Rest  ___Walking  ___Lying down  ___Standing  ___Sitting  ___Changing position 
2 ___Heat  ___Cold  ___Rest  ___Walking  ___Lying down  ___Standing  ___Sitting  ___Changing position 
3 ___Heat  ___Cold  ___Rest  ___Walking  ___Lying down  ___Standing  ___Sitting  ___Changing position 
4 ___Heat  ___Cold  ___Rest  ___Walking  ___Lying down  ___Standing  ___Sitting  ___Changing position 

Check the best and worse times of the 
day for your pain. (B or W)  

___First awake ___evening
___morning ___nighttime
___afternoon ___other

1. Previous  Treatment_____________________
__________________________________________

__________________________________________

___________________________________________

2. What things can you NOT DO now?
___________________________________________

___________________________________________

___________________________________________

___________________________________________

3. What things can you do with difficulty?
___________________________________________

___________________________________________

___________________________________________

___________________________________________

Is your pain worse when raising from a chair? ____Yes ____No
Is it made worse by straining ? ____Yes ____No   Coughing? ____Yes ____No    
 Sneezing ____Yes ____No  By straining when moving our bowels? ____Yes ____No
What is your most comfortable position? __Sitting  __ Lying on your left  __ Lying  on right
____Lying on your back  ____On  your stomach ____Standing     Other_______________
Difficult when lying in bed? ____Yes ____No  
When stretching & twisting does pain worsen  ____Yes ____No 
Are you taking any medication, and if so for what? _____________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
Are you taking vitamins, and if so for what? __________________________________________________________
_______________________________________________________________________________________________________
Have you lost any time from work because of this accident ___Yes  ___No
If so  give dates from and to:___________________________________________________________
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