



Personal Injury Questionnaire

1) 
Please state your name and date of birth.

2) 
Briefly describe the incident, including time, date, location and names of other people that may have been involved or witnessed the incident.

3) 
Briefly describe the nature of your injuries.

4)
Please give a summary of your treatment.

5) 
Please provide a list of all physicians that have treated you for this incident and the name of their practice or hospital at which they can be contacted. 

6)
Please provide a list of police, fire or emergency medical services that were involved in the incident in question and may be able to provide a report for same.

7)
Please describe how this incident has altered your life.  If your activities are limited because of injuries you received as a result of the incident in question, please state of your physician would document that you are unable to perform activates listed as a result of the incident in question.

FAMILY

8)
Are you married at the present time?  

9)
Do you have any dependents? If so how many, names and ages.

EMPLOYMENT

10)
What was your business or occupation at the time of the incident and are you still engaged in such business or occupation?


11)
For the ten years immediately preceding the date of the incident please state the names of each of your employers, and your position with said employer.

EDUCATION


12)
State the name and address of each school, college or educational institution you have attended, listing the dates of attendance and the courses of study.

HOBBIES AND RECREATION


13)
List all hobbies and forms of recreation in which you have participated in the last ten years.


14)
State all social clubs, lodges, or associations of any nature in which you have participated or of which you were a member in the last ten years.

If the answer to any of the remaining questions is yes, please elaborate in the space provided.

MEDICAL CLAIMS


15)
Have you made claim for any benefits under any medical pay coverage or policy of insurance relating to the injuries arising out of the aforementioned incident?  

16)  Do you have Medicare or Medicaid?

17)
If you have Medicare or Medicaid, have you notified them of your accident?

18)
If you have Medicare or Medicaid, please provide your client number.

PRIOR OR SUBSEQUENT INJURIES AND DISEASES
19)
Have you ever suffered any injuries in any accident either prior or subsequent to this incident?  
20)
Have you ever had any serious illness, mental illness, sickness, disease or surgical operations, either prior or subsequent to this incident?  

PRECEDING 48 HOURS

21)
Did you consume any alcoholic beverage of any type, or any sedative, tranquilizer or other drug, medicine or pill during the 48 hours immediately preceding this incident? 

Please attach a copy of your insurance declarations page when forwarding this form to Craig W. Elhart, P.C., 329 S. Union Street, Traverse City, MI 49684.

