










Chambers Medical Group 
Patient Questionnaire 

 
 

Patient Name ________________________________________ Age __________ Date_______________ 

1. Accident/Injury Type:   Auto, Slip/Fall,  On Job Injury,   Other (Please specify) ___________ 

2. Date of Accident/Injury:__________________  Location:____________________________________ 

3. Were you wearing a seatbelt Y or N were you the Driver Passenger Front seat Back seat 

4. Were you struck in the:  Front, Rear, Driver’s side,  Passenger’s side? 

5. Were you knocked unconscious? Yes,    No.   If yes for how long? _________________________ 

6. Were you examined by paramedics, EMT or any other first responder  after the accident?   Yes      No 

7. Did you go to the hospital?  Yes      No     If yes, name of Hospital _________________________ 

    How did you get there?            Ambulance    Self   Driven by___________________ 

8. Were X-Rays taken? Yes,   No. Were you given medication? Yes,    No 

9. Were you told the diagnosis?  Yes,     No….If yes please describe_________________________ 

10. Have you been treated by another Dr. since the accident? Yes,   No…..If yes please list the Dr’s             

       name and address:__________________________________________________________________ 

       What treatment did you receive? _______________________________________________________ 

11. Have you ever had similar symptoms prior to the accident/injury? Yes   No.  Please describe____ 

       _________________________________________________________________________________ 

12. Have you ever been involved in an accident before?  Yes   No….If yes please describe, including                     

       dates and injuries. __________________________________________________________________ 

13. Have you ever had any surgeries?  Yes,  No….If yes please describe______________________ 

      _________________________________________________________________________________ 

      If yes, do you have any surgical implants? (such as metal rods, pacemaker) _____________________ 

 

14. Do you have any health problems we need to know about (including any allergies to medications)?                                        

Yes,   No. Please describe________________________________________________________ 

 

15. Allergies?  ________________________________________________________________________ 

 

16. Current medications? ________________________________________________________________   

  

17.  Pregnant?   Yes  No (if yes, expected due date.) ____________________ 

 

18. Have you lost time from work as a result of this accident?  Yes,    No…..If yes please complete  

      these questions: a) Dates missed    /     /     through      /    /    . b) Type of work__________________ 

 

19.   If this was an auto accident how many people were in the car?_______________________________ 






