
ACCIDENT AND SPORTS INJURY CLINIC 

7623 TEZEL ROAD SAN ANTONIO, TEXAS, 78250 

(210) 680-5133 

AUTO INJURY QUESTIONNAIRE 

NAME (Print): ______________________________________DATE: ____-____-____ M / F  DATE OF BIRTH: ____-____-_____ AGE: _____ 

ADDRESS:__________________________________________SOC. SEC. No#: ____-____-_______ HT.: _____ ’ ______” WT.:_______Lbs. 

CITY:  ❑ San Antonio  _____________________ HOME #: (______) - _______ - _______ ❑None  CELL #: (_______) - _______ - _______ 

STATE: ❑  Texas  ______________________ ZIP CODE: _____________  EMAIL: __________________@___________.COM  ❑ TEXT OK  

CHECK ONE: ❑ MARRIED  ❑  SINGLE  ❑   WIDOWED  ❑ DIVORCED  ❑ SEPARATED          REFERRED BY: ______________________ 

__________________________________________________________________________________________________________________ 

OCCUPATION:__________________________  DAYS OFF:  S  M   T  W  TH   F  S       TIME EMPLOYED: _______ YRS. _______ MO. 

EMPLOYER:_______________________ ADDRESS: _________________________________ ❑ San Antonio ❑  ______________ ❑  Texas 

__________________________________________________________________________________________________________________ 

YOUR HEALTH INSURANCE: _________________________________ TYPE:   ❑  PPO   ❑  HMO    MEMBER ID#: ___________________ 

PAYOR ID: ___________________________ ZIP: ____________      ❑ NONE   

__________________________________________________________________________________________________________________ 

YOUR AUTO INSURANCE: _______________________________    TYPE: ❑  PIP   ❑  MED  PAY   POLICY#: 

______________________________ 

ADDRESS: ____________________________ CITY: _____________ STATE: _______ ZIP: _________CLAIM #: ______________________ 

PHONE # (_____)  ______ - ________ FAX PHONE #: (_____) _____- _________ AGENT/CONTACT: _______________________ ❑ NONE    

__________________________________________________________________________________________________________________ 

OTHER DRIVER’S INSURANCE: ____________________________       OTHER DRIVERS NAME: _________________________________ 

TYPE:  LIAB      POLICY#: _________________________________  CLAIM #: ___________________________________  

ADDRESS: ___________________________________________ CITY: _____________________ STATE: _____________ ZIP: __________ 

PHONE # (_____)  ______ - ________ FAX PHONE #: (_____) _____- _________AGENT/CONTACT: _______________________  ❑ NONE   

__________________________________________________________________________________________________________________ 

ATTORNEY’S NAME:_________________________________________  ❑ NONE  CONTACT: ____________________________________ 

PHONE: (____) _____ - _______ FAX PHONE #: (_____) ____ - ________  CLAIM #: _____________________________________ 

ADDRESS: _______________________________ CITY: ________________________ STATE: ______ ZIP: _______________ 

EMAIL: _______________________________ @ ______________.COM 

__________________________________________________________________________________________________________________ 

NATURE OF ACCIDENT:   DATE OF INJURY: _____-_____- ______TIME OF THE DAY _____:_____ AM/PM  

1. In your own words, please give detailed description of how accident happened:  

__________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________  
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AUTO INJURY QUESTIONNAIRE: 

 

2. Were you the ❑ Driver ❑ Passenger  ❑Front seat  ❑Back seat  ❑Left ❑Middle ❑Right ❑Pedestrian  

3. Number of people in your vehicle:______  Other Drivers Vehicle:______ ❑ Unknown 

4. What direction/speed were you headed? ❑ North ❑ East ❑ South ❑ West  Speed:______ Mph  

On what street/hwy.?______________________________________ 

5. What direction/speed was the other vehicle headed? ? ❑ North ❑ East ❑ South ❑ West  Speed:______ Mph  

On what street/hwy.?_______________________________________ 

6. Were you struck from: ❑ Behind  ❑ Front ❑Left side:____________________  ❑Right side:_____________________ 

7. a. Were you: ❑ Stopped ❑ Signaling to turn (Circle) Right or Left  ❑Turning  (Circle) Right or Left  

b. Was the other vehicle: ❑ Stopped ❑ Signaling to turn (Circle) Right or Left  ❑Turning  (Circle) Right or Left  

8. Were you wearing a seatbelt?    ❑ Yes ❑ No       9. Was you head rest centered behind your head?    ❑ Yes ❑ No  

10. Road Conditions: a. ❑Dry  ❑Wet  ❑Icy  ❑Rough  ❑Other:____________________________ 

 b. Visibility:  ❑Clear  ❑Foggy  ❑Poor lighting (Dark)  ❑Other:_____________________________ 

 c. Traffic:  ❑Normal  ❑Slow  (Rush Hour)  ❑Fast  ❑Congested  ❑Other:_________________________ 

 d. If at night– Headlights: Yours (Circle) On  Off  Other vehicle (Circle) On  Off  Were your break lights working?  ❑ Yes ❑ No 

11. a. Were police notified?     ❑ Yes    ❑ No           b. Do you have a police report?    ❑ Yes   ❑ No 

12. Were there any witnesses?   ❑ Yes   ❑  No   If yes,  who:____________________________________________________ 

AS A RESULT OF THE ACCIDENT 

13. Please describe how you felt: (Example: Pain, numbness, sore, sharp pain in neck, & radiating to right upper arm) 

a. During the accident I felt:_______________________________________________________________________________ 

b. Immediately after the accident I felt:______________________________________________________________________ 

c. Later that day I felt:___________________________________________________________________________________ 

d. The next day I felt:____________________________________________________________________________________ 

14. CHECK SYMPTOMS YOU HAVE NOTICED SINCE THE ACCIDENT: 

(Put D for Discontinued, I for Improving, S for Stiff, T for Tender, and W for Worse.) 
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❑Headache___   

❑Neck pain___  

❑Shoulder pain R L___  

❑Upper arm pain R L__ 

❑Lower arm pain R L___   

❑Wrist pain R L___ 

❑Hand pain R L___          

❑Upper back pain               

❑Mid back pain___             

❑Low back pain                  

❑Pelvis pain R L___ 

❑Hip Pain R L___              

❑Upper leg pain R L___   

❑Lower leg pain R L___     

❑Knee pain R L___            

❑Foot pain R L___  

❑Ankle pain R L___           

❑Jaw pain R L___              

❑Chest pain R L___           

❑Abdominal pain R L___   

❑Balance issues___  

❑Buzzing in ear R L___     

❑Cold sweats___              

❑Constipation___  

❑Depression___   

❑Diarrhea___  

❑Dizziness___                   

❑Anxiety driving___           

❑Face flushed____           

❑Fainting___     

❑Fatigue___    

❑Cold Feet___  

❑Fever___                      

❑Cold hands___              

❑Head feels heavy___   

❑Irritability___  

❑Light bothers eyes___  

❑Loss of memory___      

❑Loss of smell___            

❑Stomach upset___         

❑Loss of taste___  

❑Nervousness___ 

❑Numbness in fingers___ 

❑Numbness in toes___ 

❑Pins & needles in arms___ 

❑_______________________________________ _____     ❑____________________________________ _____           



AUTO INJURY QUESTIONNAIRE:  

 

15. Do you notice any activity restriction as a result of this injury?     ❑ Yes    ❑ No  If yes, please describe, in detail: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

16. Were you taken to the hospital immediately after the injury?    ❑ Yes    ❑ No        By ambulance?    ❑ Yes    ❑ No   

If yes, please describe, in detail: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

17. Have you been seen by another doctor since THIS accident?  ❑ Yes  ❑ No  If yes, please list the doctor’s name,     

address, and phone no.#: ___________________________________________________________________________ 

_______________________________________________________________________________________________ 

18. Have you missed any time from work as a result of THIS accident?  ❑ Yes  ❑ No If yes, please list dates and no.# of 

hours missed:__________________________________________________________________________________ 

_______________________________________________________________________________________________ 

19. Do you have any previous illnesses or congenital (from birth)  factors which affect or relate to THIS case?  

❑ Yes ❑ No If yes, please describe, in detail:___________________________________________________________ 

_______________________________________________________________________________________________ 

20. Have you been involved in an accident before?  ❑ Yes  ❑ No   Transported by ambulance ❑ Yes ❑ No                     

Received treatment?  ❑ Yes ❑ No  Released with no continued health issues?  ❑ Yes  ❑ No 

If yes, please list dates, type of accident, type of injury, and type of treatment: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

A. Where were you taken?__________________________________________________________________________ 

B. List Doctor’s name and phone no.#:_________________________________________________________________ 

21. Other pertinent Information:______________________________________________________________________ 

 

 

 

 

 

 

_______________________________________                                   _______________________________ 

                       Patient’s Signature                                                                                        Date 
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