
Automobile Accident Questionnaire 
 

 

Name: ________________________________________________ DOB: ______________________ Date: ____________ 

Date of accident: ____________________________________ Time of accident: _________________________________ 

Please describe the accident in your own words: __________________________________________________________ 

__________________________________________________________________________________________________ 

Where did the accident occur? City/State ________________________________________________________________ 

Collision with what? ❑ another vehicle   ❑   tree   ❑ guardrail   ❑  motorcycle   ❑ other: ____________________ 

Where were you seated: ❑ Driver   ❑ Front Passenger ❑Right Rear Passenger   ❑ Left Rear Passenger  

Driver, if not you: __________________________________________ Car Owner: _______________________________ 

What type of vehicle (make, model) were you in? _________________________________________________________ 

What type of vehicle (make, model) was the other vehicle? _________________________________________________ 

Type of accident: ❑ Head-on Collision ❑  Side-impact Collision(❑ Driver   ❑ Passenger)   ❑ Rear-end Collision                    

     ❑ Other: ______________________________________________________________ 

Was your vehicle initially struck by the other vehicle?   ❑ Yes   ❑ No   

Did your vehicle initially strike the other vehicle?           ❑ Yes   ❑ No   

Where was your vehicle impacted? ❑ right side  ❑ left side  ❑ rear   ❑ front  

What was your approximate speed at time of impact? __________________ the other Vehicle: __________________ 

How was the damage to your vehicle? ❑ heavy visible damage  ❑ moderate visible damage  ❑ slight visible damage 

❑ no visible damage ❑ totaled   ❑ unknown   

How was the damage to the other vehicle? ❑ heavy visible damage  ❑ moderate visible damage   

❑ slight visible damage   ❑ no visible damage ❑ totaled   ❑ unknown   

What was the road conditions at time of collision? ❑ dry   ❑ wet  ❑ raining   ❑ icy ❑ snowy 

What was the visibility at time of collision? ❑ excellent   ❑ good ❑ fair   ❑ poor   

 With: ❑ bright sunlight   ❑ rain ❑ night darkness   ❑ dawn   ❑ dusk  ❑ snowing 

Were you wearing a seatbelt?   ❑ Yes   ❑ No   

What was the position of your head at impact? ❑ Forward ❑ Down  ❑ Turned left   ❑ Turned right   

❑ looking over left shoulder ❑ looking over right shoulder ❑ Unsure 

Where you aware and braced for the impact? ❑ Yes   ❑ No   

Did you seat have a headrest? ❑ Yes   ❑ No    

What position was headrest in?  

❑ low position relative to the head  ❑ mid position relative to the head  ❑ high position relative to the head   

Did your head hit the headrest? ❑ Yes   ❑ No   

Did you receive an injury to the head?  ❑ Yes   ❑ No   

Did you lose consciousness? ❑ Yes   ❑ No   



Did the airbags deploy? ❑ Yes   ❑ No   

Did any part of the body hit the interior of the vehicle?   ❑ Yes   ❑ No   

 If yes, What body part and hit what? _____________________________________________________________ 

 ___________________________________________________________________________________________ 

How were you immediately after the accident? ❑ conscious  ❑ unconscious ❑ dazed   ❑ normal 

How did you leave the accident scene: ❑ own vehicle ❑ another vehicle   ❑ ambulance   ❑ other: ________________ 

Did you go to the hospital? ❑ Yes   ❑ No  Which Hospital: __________________________________________________ 

 If yes, when? ❑ immediately after accident   ❑ next day   ❑ other____________________________________ 

 How did you get there? ❑ ambulance   ❑ arranged for a ride  

 If by ambulance, were you placed in a: ❑ neck brace   ❑ back brace   ❑ other: __________________________ 

Have you received any type of treatment for this accident? ❑ Yes   ❑ No   Explain: ______________________________ 

Did you have X-rays taken? ❑ Yes   ❑ No   What areas? ____________________________________________________ 

Any medication or medical supplies prescribed? ❑ Yes   ❑ No  If yes what? ____________________________________ 

__________________________________________________________________________________________________ 

Have you missed work time as a result of this accident? ❑ Yes   ❑ No; if yes how long?___________________________ 

To further understand the impacts on the body, indicate on the diagram below how the accident happened?  
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Do you have an attorney handling this case? ❑ Yes   ❑ No   

 If yes who? (name/address/phone) ______________________________________________________________ 

 ___________________________________________________________________________________________ 

Who is the auto insurance carrier? ______________________________________________________________________ 

What is your claim number? ___________________________________________________________________________ 

Who is your adjuster? (Name and Number) _______________________________________________________________ 

Any additional comments?: ___________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

Patient signature: ____________________________________________________________Date: __________________ 



Assignment of Benefits Form 
 

POWER OF ATTORNEY TO ENDORSE CHECKS AND/OR TO SIGN ANY PAPER WHICH WILL ENHANCE OR EXPEDITE PAYMENT TO PROVIDER FOR SERVICE 
RENDERED, INCLUDING BUT NOT LIMITED TO A RELEASE OF MEDICAL RECORDS AND ASSIGNMENT OF BENEFITS/AUTHORIZATION TO PAY. 
 

 Known by all these present that: the undersigned has made, constituted and appointed, and by these presents does hereby 
make, constitute and appoint Trueheart Chiropractic, PA. and any of its duly authorized agents and employees as and to be the 
undersigned’s true and lawful attorney for and in the undersigned’s name, place and stead to endorse any and all checks, drafts or 
money orders which are made payable to the undersigned alone or to the undersigned and Trueheart Chiropractic, PA. which checks, 
drafts or money orders are made payable for services which have been made by Trueheart Chiropractic, PA, at the request of with the 
knowledge and approval of the undersigned and/or maker of the check, draft or money order. 

 

This assignment includes but is not limited to, all rights to collect benefits directly from my insurance company for services 

that I have received and all rights to proceed against my insurance company in any action including legal suit if for any reason my 

insurance company fails to make payments of benefits due to my assignee or me. This assignment also includes any rights to recover 

attorney’s fees and costs for such action brought by the provider as my assignee. 

The undersigned by these presents does give and grant Trueheart Chiropractic, PA. as attorney the full power and authority 

to do and perform all and every act whatsoever requisite and necessary to be done in and about the premises as fully to all intents 

and purposes as the undersigned might or could do to personally present insofar as the endorsing and cashing of said check and 

concerned as well as any other document.  

At any time after Insurer fails to render the applicable payment within 30 days upon receipt of Health Care Providers medical 

bills got any date of service, this agreement may be revoked. Health Care Provider’s said revocation will be effective on the thirty first 

(31) day after Insurer has received Health Care Provider medical bill(s) that Insurer has denied, withdrawn, reduced, or failed to pay 

in accordance with Florida Statutes 627.736. Said revocation shall include any and all dates of services subsequent to the thirty-first 

(31) day after Insurer has received Health Care Provider medical bills that Insurer has denied, withdrawn, reduced, or failed to pay in 

accordance with Florida Statute 627.736. 

A photocopy of this document shall be as binding as an original signature page. 

The undersigned does hereby ratify and confirm any and all actions taken by the said attorney in accordance with this special 

power and which the said attorney shall do cause to be done by virtue of these presents.  

ASSIGNMENT OF BENEFITS 
 

I,    , hereby authorize       

                  (name of insured)    (name of insurance company) 

to pay to and mail directly to Trueheart Chiropractic, PA. the medical benefits otherwise payable to me for their services, but not 

to exceed the charges of those services. I hereby irrevocably assign to Trueheart Chiropractic, PA and benefits under any policy of 

insurance, indemnity agreement, or any other collateral source as defined in Florida Statutes for any services and charges provided by 

Trueheart Chiropractic, PA. 

 

 

_________________________________   ___________________________    ____________ 

PATIENT’S SIGNATURE                  PATIENT’S NAME                   DATE 

 

 

 



NOTICE OF DOCTOR’S LIEN 

 

 

I,       , do hereby authorize        Trueheart Chiropractic, PA     to furnish 

you, my attorney, with a full report of his examination, diagnosis, treatment, prognosis, etc., of myself in regard to the 

accident in which I was recently involved. 

I hereby authorize and direct you, my attorney, to pay directly to said doctor such sums as may be due and owing him for 

medical service rendered me both by reason of this accident and by reason of any other bills that are due his office and 

to withhold such sums from any settlement, judgment or verdict as may be necessary to adequately protect said doctor.  

And I hereby further give a Lien on my case to said doctor against any and all proceeds of my settlement, judgment or 

verdict which may be paid to you, my attorney, or myself, as the result of the injuries for which I have been treated or 

injuries in connection therewith. 

I agree never to rescind this document and that a rescission will not be honored by my attorney.  I hereby instruct that in 

the event another attorney is substituted in this matter, the new attorney honor this lien as inherent to the settlement 

and enforceable upon the case as if it were executed by him. 

I fully understand that I am directly and fully responsible to said doctor for all medical bills submitted by him for service 

rendered me and that this agreement is made solely for said doctor’s additional protection and in consideration of his 

awaiting payment.  And I further understand that such payment is not contingent on any settlement, judgment or verdict 

by which I may eventually recover said fee. 

Please acknowledge this letter by signing below and returning to the doctor’s office.  I have been advised that if my 

attorney does not wish to cooperate in protecting the doctor’s interest, the doctor will not await payment but declare the 

entire balance due and payable. 

 

 

                               

Patient’s Signature                       Date Signed  

 

 

The undersigned being attorney of record for the above patient does hereby agree to observe all the terms of the above 

and agrees to withhold such sums from any settlement, judgment or verdict, as may be necessary to adequately protect 

said doctor above named.  Attorney further agrees that in the event this lien is litigated that the prevailing party will be 

awards attorney fees and costs. 

 

 

              

Attorney’s Signature      Date Signed 

 

 

Please sign, date and return one copy to doctor’s office. Also keep one copy for your records. 


