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Dr. Kenneth Martin

Doctor of Chiropractic
9130 Las Tunas Drive

Temple City, CA 91780-1906

(626) 286-8200  FAX (626) 286-7552

bacdoc@juno.com
Auto Accident Information

	Name
	     
	ID#
	     
	

	Date of accident
	xx-xx-xxxx
	Time
	12:00
	am/pm

	Driver of other car
	     
	Address
	     
	

	City
	     
	State
	CA
	Zip
	     
	Phone xxx-xxx-xxxx

	His Insurance Carrier
	     
	ID#
	     

	Address      
	City      
	State CA
	Zip xxxxx-xxxx

	Phone
	xxx-xxx-xxxx
	FAX
	xxx-xxx-xxxx
	Contact
	     


-------------------------------------------------------------------------------------------------------------------

The accident 

	Where did the accident happen? (Street)
	     

	(Cross-street)
	     
	(City)
	     

	Were you
	 FORMCHECKBOX 

	driving
	 FORMCHECKBOX 

	a passenger
	 FORMCHECKBOX 

	pedestrian
	 FORMCHECKBOX 

	other

	Your car was heading
	 FORMCHECKBOX 

	North
	 FORMCHECKBOX 

	South
	 FORMCHECKBOX 

	East
	 FORMCHECKBOX 

	West

	The other car
	 FORMCHECKBOX 

	North
	 FORMCHECKBOX 

	South
	 FORMCHECKBOX 

	East
	 FORMCHECKBOX 

	West

	Your car was struck
	 FORMCHECKBOX 

	Behind
	 FORMCHECKBOX 

	R.Side
	 FORMCHECKBOX 

	L.Side
	 FORMCHECKBOX 

	Front

	Type of car you were in
	     
	The other car
	     

	Please describe the accident:      

	     

	     

	Were there police at the scene?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	Paramedics?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Was a police report made?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	Do you have a copy?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Was a police report made?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	# of people in car
	 
	
	
	


-------------------------------------------------------------------------------------------------------------------

Your injuries 

	What injuries did you have?      

	     

	Have you ever injured this area of your body before?
	
	
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Since the injury has your pain become
	 FORMCHECKBOX 

	worse
	 FORMCHECKBOX 

	better
	 FORMCHECKBOX 

	same

	Did you receive care from:
	 FORMCHECKBOX 

	Paramedic
	 FORMCHECKBOX 

	Hospital
	 FORMCHECKBOX 

	Doctor

	Please detail      

	     

	Were x-rays taken?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	Were you given any Medication?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


 --------------------------------------------------------------------------------------------------------------------

Attorney Information

	Have you retained an attorney?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	I plan to
	 FORMCHECKBOX 

	No

	Att'y Name
	     
	Address
	     

	City, St., Zip
	     
	Phone
	xxx-xxx-xxxx
	FAX
	xxx-xxx-xxxx

	
	
	

	Patient Signature
	
	Date


