[image: image1.png]SECTIONC  AUTO COLLISION & ON-THE-JOB INJURY
List the extent of the injuries as you know them

Did you require post-accident hospitalization? 1 YES QINO

Name of Hospital: Date Released: |
Have you lost any days of work? (JYES (INO  Dates: From / / To ! /
Check symptoms yon have poticed SINCE the accident:

@ Headaches O Dizziness Q) Light Bothers Eyes (1 Diarrbea
Q) Neck Pain ‘O Head seems too heavy DLossof Memory O Feet Cold
Q Neck stiff Q) Pins & Needles in arms (1 Ears Ring ) Hands Cold
0 Sieeping Problems - - (1 Pins & Needies in legs O Face Flushed Q) Stomach Upset
U Back Pain QO Numbness in Fingers , O Buzzing in Xars Q) Constipation
QO Nervousness 2 Numbness in Toes Q Loss of balance Q Cold Sweats
Q Tension O Shortness of Breath < - Q Fainting Q Fever
Q Irritability QO Fatigue Q Loss of Smell Qa
Q) Chest Pain (] Depression Q) Lass of Taste a
Symptoms other than above
Insurance Companies Involved: Your Auto Insurance Co.
Address ;
Phone
Insurace Agent ) Claim #

Have you been contacted by an insurance adjuster or company representative regarding this claim? QYES O NO
Do you have an attorney that bas advised you in this case? (1 YES TOINO
Attorney Name

Attorney Address Phooe

Comments:





