PRIME MEDICINE, LLC

AUTOMORBILE ACCIDENT QUESTIONNAIRE
(This form must be completed prior to Visit)

o : , Date;
Dear Patient: ' _ ) T : ‘
We need this confidential information answered completely to help us assess your need for care, . ) l
Thank You. . : |
|

General Information:

Name:

Nature of Accident: .
1, What was the time and date of this present m_]ury? AM/PM [/

2. Please explain in detail how your accident happened.

‘3. Were 'ybu: ) Driver Passenger  Front Seat . BackSeat - .

4. Where you struck from: Behind Front - Left Side Right Side
5. How many cars were involved in the accident? '

6
7

. Were you wearmg a szat beli? , Other protective Devices? _-
. Did you come in contact with any other objccfs in the car? If yes, what dbjacts (i.e. windshield,

steering wheel, door frame.....} .
8. What parts of your body came in contact with the above

Ochct (s)?

9. Were you unconsclous as a result of the injury?
10. Were you blcedmg as a result of the injury?

- SHOW AREA(S) OF PAIN OR UNUSUAL FEELHYG IWEDL{IELY

Mark the areas on this body where You felt the described
sensdtions, Use the appmpna!e symbols in all afj@czed areas.

Numbness P:_ns/Needles Bumlng Aching Sta.bblng

m . ' aooaac?. ', wwwww
oo wimana  O00RO0 T ~WWWWW. - [T

|
11. Where did you feel pain or unusua] feeling uumcd:atcly after the accident? (Please show the areas on the

. dzagram af.so)

12.- Were the police notified?




- 14. “What treatment did you receive?

15, Was any other doctor consulted after your accidenit?

18. What treatment did'you}receife‘?
19. Are youstll under & doctor's care? If

.Y certify that I ﬁavs_r:ad and unde;&*:tand the above inform

- 27. Sineeth

13. Where were you faken after the accident?

__DC__MD.__DO__DDS

16. If yes, what was the doctor’s name? , .

17. ‘Describe the doctor’s diagnosis?

yes, please explain. A

Past History:

. I yes, when?

20. Have you ever injured this area before?
21. Have you been involved in any previot

5 accidents of any kind (personal injuty, antomobile accident or _

workers compensation)? If yes, please explain dates and details

22, Havé’yo‘ﬁ enjoyed ,c;ro'od health 1:;rior to this accident?

If no, please explain (i.e., illness or injuries.)

Present Information/ D{séﬁility:

23, Have you fet_umegi! to wark? _ - M yes, date retumed to work

24, Job description

25, Are your work activities restricted as a result of this accident? If yes, please explain

26. Do you notice 20y restrictions as 2 result of this injury? If yes, please.describe.

is injury are y_dl_ar symptoins: »improving . , getting worse -, or the same

Please explain _

Tegal iiepresent:aﬁon

28, ‘Have you retained an ét‘iomsjf? If yes, vgarns and address

have been accurately answered. I inderstand that providing incorrect information can be da

Patients Signature . B ‘D‘a;te

“Date-

ation. To the best of my knowledge the above-qﬁcé%iohs
ngerous to my health. ™

Dootors Siguaturé




PRIME MEDICINE, LLC !
Dternal Medicine

12150 Annapolis Road, Suite 308
Fenn Dale, MD 20769
Tel: 301464-3020
Fex: 301-262-8703

THIS FORM MUST BE COMPLETHED PRIOR TO VISIT

8.8 #

PATIENT NAME

INSURED NAME CN POLICY

HAS ACCIDENT BEEN REPORTED TO INS. CO/AGENT Y / N (CIRCLE ONE)

PATIENTS INSURANCE CO, _ » TEL( )
, © PAX

MATLING ADDRESS

CLATM #

DATE CF ACCIDENT

ADTUSTOR.

EAS “ PIP PACKAGE” BEEN SENT TO INSURANCE CO. Y/ N DATE

ADDITIONAL COMMENTS

ASSTGNMENT OF EENEFITS.

I TUNDERSTAND THE ABOVE TERRS OF MY INSURANCE C'OVEILAG—EA_NI) AGREETHATI AN

ULTTMATELY RESPONSIBELE FOR PAYMENT OF ATT, SERVICES RENDERED. I ASSIGN
PAYMENT OF BEREFITS DIRECTLY TO ERIME MEDICINE. LLC 121510 ANNAPOLIS ROAD,

SUTTE 308 GLENN DATE IMD. 20765.

DATE

PATIENTS SIGNATURE




