4 DUNCAN

CHIROPRACTIC HEALTH CENTER

511 N D STREET PHONE: (402) 721-6372
FREMONT. NE FAX: (402) 721-6932
63025-5051  WWW.DUNCANCHIRO.COM

MOTOR VEHICLE ACCIDENT QUESTIONNAIRE:
** We are not responsible for billing vehicle insurance **
** Plegse provide us with a copy of the accident report **

. Date:
Last Name: Flrst: e M.L:
Address: = E .
City: late: Haari Zip:
Phone: Home: Werk: AR O _ Other:
Birthdata: Age: Gender: OM [OF
| Social Security 2- O sSingle [ Married [ Divorcad [0 Widowed
(Email: e -
[ Emplover e, e e Occupation: ____ i
i Insurancoe: i P =
| Agent's Name e et Phones B T e
i Address: _ S —_—
| City: e Stata _ Zip:
Policy #: Agent / company notified? [ wves [ no

Criver of ather vehicle (if any):
Have vau retained an attorney? O] ves [ ne

If yes: MName: .. Address:

Accident Information:

Late: e Time; ___;_ Place:
Diraction driving: O Morth O East [ Scuth [ west Street:
othar driver direction: [J North O East [ South O] west Strest:

Where were vou in the vehicle?

TR were the palice notified? [ ves O no
Which direction were you struck from? O Front O 8ehind [ Left [J Right Were you restrained? ] yes [ no
Did yau go m the ER or see a doctar right after the accident? O yes [ no
Did you receive treatment after the accident? [0 ves [ no  What was it?
Did you have problems In the involved area befare the accident? [ yas [ no
Are your work activities restricted as a result of this accident? [J ves [ a0
are you symptoms: [0 improving [0 Getting worse [J] Same

Explain your accident in detalls

All information is correct to the bast of my knowledge:

FPatient Signature

& Or. Jule Howard dev. 12105



