

PERSONAL INJURY QUESTIONAIRE
(Please print all information-except signature)
1. Name:  _______________________________________________ 2. Date of Accident: ____________________
3. Were you   ___ Driver ___ Passenger ___ Front Seat ___ Back Seat 
4. Number of people in your vehicle ___________ 5. Were you wearing a seat belt? ___Y ___N
6. Did your body hit anything in the car upon impact? ___Y ___N If yes, what? ____________________________
7. Was the accident your fault? ___Y ___N 8. Who was ticketed for accident? _____________________________
9.  Were the police notified? ___Y ___N If yes, did you bring a copy of your police report? ___Y___N
10. In your own words, please describe the accident: _________________________________________________ _____________________________________________________________________________________________
11. Immediately after the impact, how did you feel? __________________________________________________ 
12. Were you ever unconscious? ___Y___N If so, how long? _________________________
13. Did you go to the hospital? ___Y___N If yes, via ambulance? ___Y ___N
14. What are your symptoms now? ________________________________________________________________ 
15. Have you been treated by another doctor since the accident? ___ Yes ___ No If yes, please list doctor's name and address: __________________________________________________________________________________
16. Do you have an attorney? ___Y ___N If yes, name and phone #: _____________________________________
Please answer the following questions in full:
Name and address of other car's auto insurance: _____________________________________________________
1. Policy #: ___________________________________Claim #: _____________________________________ 
2. Name and phone # of adjuster handling the case:  ____________________________________________
3. Name of insured: _________________________ Name of Driver: ________________________________
Name and address of your car's auto insurance: _____________________________________________________
1. Policy #: ___________________________________ Claim #: ____________________________________
2. Name and phone # of adjuster handling the case: _____________________________________________
3. Name of insured: _________________________ Name of driver: ________________________________
Do you have med-pay coverage? ___Y___N If yes, how much? _____ Have you informed your insurance company of this accident? ___Y___N If so, date? ________________________
I permit the representatives of Cate Chiropractic Center to obtain any information necessary, regarding this motor vehicle accident, from my insurance carrier, the liability insurance carrier, other health care providers, and/or my attorney. I authorize payment of medical benefits to Dr. Cate/Cate Chiropractic Center for services provided. I also agree, if my claim is denied and/or three months after Dr. Cate releases me from care, if there is a balance on my account, I will agree to pay the balance in full, or make payment arrangements with Cate Chiropractic Center.
Patient signature: ______________________________________________________ Date: ___________________
