Accident & Injury Chiropractic
1702 S. 72" St, STE A
Tacoma, WA 98408

PERSONAL INJURY QUESTIONNAIRE

Thank you for choosing our office for treatment of your injuries. In order to bill the
insurance for your accident, we will need ALL your insurance information from you as soon
as possible. Thank you for your assistance! PLEASE PRINT CLEARLY

PATIENT NAME ' Date
ADDRESS
STREET APT CITY STATE ZIP

HOME PHONE WK CELL
Date of Birth SS#
DATE OF ACCIDENT TIME (am/pm)
I was (check one) O the Driver O a Passenger O a Pedestrian O Bicyclist
located at In/near

Street/Highway location (City)

Your car: oHitthe other car 0 Was Hit in the: ORight Oleft ORear OFront [ Side

Type of Accident: 0 Head-on collision 0 Rear-end collision 0 Broad-side collision
O Front Impact, rear-ended car in front ?
Driver of vehicle Owner.

Has this accident been reported to the police? OYES 0ONO

If yes, did they come to the scene of the accident? 0O YES 0O NO
If yes, did they site anyone with a traffic violation? OYES 0O NO
If yes, whom? 0 myself O my driver 0O the other driver

Have you reported this accident to any insurance company? O my own O my driver’s
O the owner of my driver’s vehicle O other driver's O the owner of the other driver's

vehicle

PATIENT'S AUTO INSURANCE COMPANY

NAME Phone CLAIM #
ADDRESS

PO BOX/STREET CITY STATE ZIP
INSURED’S AUTO INSURANCE COMPANY (If a Passenger)
INSURED’S NAME (if other than patient) ph
INSURANCE Phone CLAIM #
ADDRESS

PO BOX/STREET CITY STATE ZIP

OTHER DRIVER’S INSURANCE COMPANY
OTHER DRIVER’S NAME (if another car was involved) ph
INSURANCE Phone : CLAIM#
ADDRESS

PO BOX/STREET CITY STATE ZIP

HAVE YOU RETAINED AN ATTORNEY? 0O YES 0O NO
NAME Phone
ADDRESS

PO BOX/STREET CITY STATE ALY






