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Paul Rosasco, D.C. 
827 S. Burlington Blvd., Burlington, WA 98233 ( Phone (360) 757-4101 ( Fax (360) 757-4808
PERSONAL INJURY QUESTIONNAIRE 
Patient Name ____________________________________________________Date ___________________

Address ______________________________City_________________ State ______  Zip Code __________

(Home) Phone ____________________(Work) Phone________________  (Cell) Phone ________________

Email Address: __________________________________

Sex   M    F       

Marital Status  M  S  D  W
      Date of Birth__________________ Age___________

Social Security #____________________________________

Occupation______________________________________________________________________________

Employer_______________________________________________________________________________

Have you ever received Chiropractic Care?   YES    NO If yes, when? _______________________________
Name of most recent Chiropractor:  _________________________________________________________

Your Personal Injury Protection Auto Ins. Co.___________________________________________________
Claim #_____________________________  Claim Adjuster Ph. #___________________________________

Have you retained an attorney? 
YES    NO
Name of attorney_______________________________
Were there any witnesses?  

YES    NO
Name of witness _______________________________
Date of Collision: ____________________________ Hour of Accident: _________________ AM / PM
Please describe how the collision happened: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What was your position in the car? (Circle)     Driver / Front Passenger / Left Rear / Right Rear
Which direction were you headed? (Circle)
  North /  East / South / West   

On what street? __________________________________________________________________________
Which direction was the other vehicle headed? (Circle)   (North /  East / South / West   
On what street? __________________________________________________________________________

What was your position in the car? (Circle)     Driver / Front Passenger / Left Rear / Right Rear

If “Driver”, were your hands on the steering wheel?     Both / Left / Right
Did the airbags deploy?    YES    NO
Did you strike another vehicle?     YES    NO Did another vehicle strike your vehicle?     YES    NO
Angle of Impact:      Front / Back / Left / Right / Other: ____________________________________

If Second Collision – Angle of 2nd impact:     Front / Back / Left / Right / Other: _________________

In relation to the back of your head, was your headrest set:     Low / Middle / High
Were you surprised by the impact?     YES    NO
If “NO”, how did you brace?     With Hands / With Feet
Where was your head facing at the time of impact?     Straight Ahead / Left / Right / Behind
Were you leaning forward at the time of impact?     YES    NO
What type and year of vehicle were you in?  ____________________________________________

__________________________________________________________________________________

What was the approximate speed of your vehicle when the accident occurred? ____________ mph

What type and year of vehicle struck yours?_____________________________________________

__________________________________________________________________________________

What was the approximate speed of the other vehicle when the accident occurred? ________ mph

Were you wearing a seatbelt?     YES    NO  What type:     Lap Belt / Shoulder Belt / Both
Were you rendered unconscious as a result of the accident?     YES    NO
	Did you strike anything in the vehicle at the time of impact?     YES    NO If “YES”, specify what part of your body struck what: (i.e. head, chest, chin, shoulder, knee, etc.)

□ Steering Wheel
	
	□ Windshield

	□ Dashboard
	
	□ Roof

	□ Left Side Door
	
	□ Right Side Door

	□ Left Window
	
	□ Right Window

	□ Other


Did your seat break or bend?    YES    NO
Please describe how you felt:
A.  During the accident: ___________________________________________________________________
B.  Immediately after the accident: ___________________________________________________________

C.  Later that day: ________________________________________________________________________

D.  The next day: _________________________________________________________________________

Did you have any physical complaints before the accident?   
YES    NO
If yes, please describe in detail: _____________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

What are your present complaints and symptoms? _______________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________

Do you have any previous illnesses which relate to this case:  
YES    NO
If yes, please describe: ____________________________________________________________________

_______________________________________________________________________________________

Since this injury occurred, are your symptoms :


Improved  / Worse  / Same
Have you lost time from work as a result of this accident?  

YES    NO
If yes, please answer the following:

A.  Last day worked: ______________________________________________________________________

B.  Type of employment: __________________________________________________________________
C.  Present salary: ________________________________________________________________________
D.  Are you being compensated for time lost from work:  

YES    NO
If yes, please state the type of compensation you are receiving: ____________________________________

_______________________________________________________________________________________

Do you notice any activity restrictions as a result of this injury?   
YES    NO
If yes, please describe in detail: _____________________________________________________________

_______________________________________________________________________________________

POLICE AND AMBULANCE
Was the accident reported to the police?     YES    NO
Were traffic citations issued?     YES    NO
   If “YES”, to whom? _______________________________

Did you go to the hospital?     YES    NO 
     If “YES”, when? ___________________________________

If “YES”, how did you get there?     Ambulance / Police Car / Private Transportation
Were you admitted?     YES    NO  If “YES”, how long? ______________________________________

Name of Hospital? __________________________________ Attended by Dr. ___________________

What treatment given? (Circle all that apply)     None / X-rays / Pain Medication / Stitches / 
Muscle Relaxants / Bandaged / Cervical Collar / Physical Therapy / Instructed Regarding Concussion / Instructed Regarding Sprains & Strains / Instructed to Call an Orthopedist / 
Instructed to Call a Private Physician / Referred to This Office / Other: __________________________

Have you received any follow up care since the accident?  YES    NO
If yes, please list type of care, name and contact info of provider: _______________________________________________________________________________________
_______________________________________________________________________________________Do you have difficulty in excessive:     Standing / Walking / Riding / Bending / Twisting
Do you have difficulty in excessive lifting:     Light / Moderate / Heavy / Repetitive
  Have you ever been involved in an accident before?  

 YES    NO
If yes, please describe including date(s) and type(s) of accidents, as well as injury(ies) received: ______________________________________________________________________________________________________________________________________________________________________________

_____________________________



_________________________________

Patient’s Signature




      Date

