Written statement of client prior to Examination

Please write clearly and bring along at the time of consultation.

Encircle that applies to you in the entire form.

Your full name (Mr/Miss/Mrs/Ms)________________________________________________

Date of birth______________

Date of Accident___________

Time of Accident_________am/pm

Do you need a chaperone during examination- Yes/ No

Your height_______metres/ feet

Your weight__________kilogrames/stones

1. details of the accident

2. Please ignore section (A) if you were not involved in a motor vehicle traffic accident &

instead complete section (B).

SECTION A.

Type of the vehicle?________________________

What was the third party vehicle?

Were you the driver/passenger in the car, if passenger were you seated in the front or rear seat?

Did you fasten your seatbelt ? Yes/No

Was head restraint correctly aligned? Yes/No

Were you hit on the front , side or rear?______________________________________________

Were you stationary or moving at the time of accident?_________________________________

SECTION B

Briefly describe your accident or incident details below:( eg- injury at work etc)

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

2: INJURIES SUSTAINED OR SYMPTOMS

Please write all physical injuries sustained or symptoms suffered since the accident.

Injury No.1_____________________________________________________________________

Injury No.2_____________________________________________________________________

Injury No.3_____________________________________________________________________

Injury No.4_____________________________________________________________________

3: Details of the TREATMENT RECEIVED

Did the ambulance arrive at the scene ? Yes/No

Did you receive any medical treatment or advice ? Yes/No

Were you examined by a doctor after this accident? Yes/No If yes please give details

______________________________________________________________________________

Were you investigated for your injuries? E.g x-rays Yes/No

If yes please provide details________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Did you receive any treatment so far? Yes/No e.g Physiotherapy, Chiropractor ect.

If yes please give details___________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

4: PROGRESSION OF SYMPTOMS

Please briefly describe in your words about your progression of the recovery for each injury.

Injury No.1

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Injury No.2

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Injury No.3

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Injury No.4

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

5: EFFECTS OF ACCIDENT/INJURIES

Psychological:

Did you have any mental problems due to this accident or injuries sustained (like nervousness or

anxiety)? Yes/No

Did you receive any treatment in this regard? Yes/No

Were you counselled with reference to your psychological problems? Yes/No

Have you resumed driving now? Yes/No

Have you resumed your work now ? Yes/No

Were there loss of earnings as a result of this accident ? Yes/No

On Domestic Circumstances:

Do you live alone ? Yes/No

Do you have any dependent kids to look after ? Yes/No. How many ? ________

Any problems looking after them since this accident ? Yes/No Please name other indoor

activities you had to struggle with e.g cleaning, cooking___________

______________________________________________________________________________

What outdoor activities were you unable to perform ? e.g gardening______________________

______________________________________________________________________________

Were you dependent on anyone since this accident ? Yes/No_____________________________

On Leisure Activities: any effects on this

Did you have any effect on your sexual activity? Yes/No/Not applicable

Did you have any effect on your social outing? (eg dancing, shopping, parties)

Did this accident strain your relationship with your partner? Yes/No If yes please give

details________________________________________________________________________

7: PRESENT STATE

How do you feel now (at the time of filling in this form)? Good/Bad/Worse/ completely

recovered/Not sure)

Please state below the percentage of improvement (better) of each injury so far. 0% means no

improvement and 100% means fully recovered.

Injury No.1______________ % Injury No.2_________________%

Injury No.3______________ % Injury No.4_________________%

Do you have any concerns at present about your injury or injuries? Yes/No

Details_________________________________________________________________________

______________________________________________________________________________

Are you still having problems in carrying out daily activities ? Yes/No If yes then name such

activities_______________________________________________________________________

Do you still have any problems psychologically whilst driving or travelling on roads? Yes/No. If

yes please give details____________________________________________________________

______________________________________________________________________________
8: Please provide here briefly any relevant additional information, that you think is helpful for us in the preparation of your medical report.

Please sign and date after completion and bring along with you to your appointment. 
Thank You

Signed_________________________________________________

Date_________________
