PAW Form
Personal Injury / Auto Accident / Workers Compensation
Name: _________________________ Date: _________________________
What was the date of the accident? _________________________
Front

1. Place an arrow pointing to the area of the car where your vehicle was struck OR point the arrow away from your vehicle
where you impacted something.
2. Place an X over the seat where you were sitting at the time of
the impact.
3. Were you wearing your seat belt? Yes / No
Left
Right
4. What type of vehicle were you in? Car / Truck / Other
_________________________
5. If you were hit from the rear, did you hit anything in front of
your? No / Yes, I hit a _________________________
6. If you were hit, what type of vehicle hit you? Car / Truck /
Rear
Other _________________________
7. What is the name of the vehicle you were in, i.e. Ford Taurus
_________________________
8. Circle One: At the moment of impact, were you stopped or moving?
9. In your own words, please describe what happened: ____________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
10. Were you taken to the hospital? No / Yes, which hospital _______________________________________
11. How did you get to the hospital? Ambulance / Other __________________________________________
12. Did your head hit the head rest? No / Yes
13. Did the air bag deploy and hit you? No / Yes
14. Did you hit your head or chest on the steering wheel? No / Yes
15. Were there any projectiles in the car that hit you? i.e., books, purse, etc? __________________________
16. Were you rendered unconscious? No / Yes
17. How or what did you feel right after the accident? _____________________________________________
18. When did you begin feeling symptoms, i.e., right away, minutes later, hours later, _____ days later
19. Since the accident, does your head feel too heavy for your shoulders? Yes / No
20. Since the accident, are you experiencing frequent headaches? Yes / No
21. Since the accident, are you more constipated or have loose stools? Yes / No
22. Since the accident, are you more irritable and snap at friends, family or coworkers? Yes / No
23. Since the accident, has your sleep been disturbed? Yes / No
24. Did you have any of these complaints before the accident? No / Yes, which ones: ___________________
25. Did you miss work because of the above injury? No / Yes and those dates are _______________________
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Patient Name and Date: ____________________________________

Work Related Injuries
1. What was the date of the injury: ________________
2. What were you doing that caused the symptoms? ______________________________

3. Where did you hurt yourself, e.g. outside, in the office, shop, plant etc..
________________________________________________________________________
________________________________________________________________________
4. What is your occupation? _________________________________________________
5. Do you use the telephone frequently? no / yes, but (circle one)

I use / I don’t use a telephone headset.

6. Do you lift frequently for your job? no / yes, I lift (boxes, barrels, crates, ?) _________
7. Did you report the injury no / yes - If ‘yes’, to whom did you report? _____________
8. Did you see another doctor for this complaint? no / yes, I saw Dr. _________________

Personal Injury
1. What happened?

2. Where did it occur?

3. When did it occur - date: ________________

4. Did you notify an authority, i.e. police, store manager, etc..? no / yes I notified

5. Did you have any of these symptoms prior to the incident? no / yes, which ones?
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