PLEASE TAKE
THIS FORM WITH
YOU WHEN

DOCTORS CHAMBERS S APPOINTMENT

WITH OUR EXPERT.

Injury Questionnaire

The person who signs this form must be over the age of 16.
If you are completing this form on behalf of someone, what is your relationship to the
injured person?

doclors chambers
Parent / Guardian / Friend / Other (please specify)
NAME OF INJURED .......coccccooiminiiiiininiiieiiininieiceneneieecnerescenesnenne DATE OF BIRTH ........ccccoovviiiiiiiiinneccninenenne
ADDRESS ..tttk ekt E ekt R e R b e Rk R e Rk R et e ke b et b ek R etk b ettt b sttt n ettt nene
................................................................................................................. POSTCODE ...ttt
TELEPHONE NO .....ccooeiiiniiinneccncneenenes (HOME) ..., (WORK)
BACKGROUND OF INJURED PERSON
1 Are you? Right handed [T Left handed ]
2 Marital status: Married 1 Single 1 Divorced 1
Widow W Widower ] Other: veeeeeeeeeeeeeeeeeeeeeeeeeeeee e,

3 Do you have any children? Yes O No 1 (Goto 4)

If yes, how many? .........ccccevvevieviecienieieseeeenn How 0ld are they? ......ccovveeviiiieiicieceeeeeeeee e
4 What iS YOUI CUITENt OCCUPALIONT ...cuveivieeiieiieiietiestiestesteestesteesesseessesseesseassesseessessessseseessasseessesseessesssessesssessesssessesssensesssenseenes

Who do you work for? Self employed [ Name of emMPIOYEr: ....c.coceviririinininiieieeceeeeeeeeee e
5 How 1ong have you held this JOD? .........ccuiiiiiiiicii ettt ettt te b e s re e besteesaeesaesbeessesbeessasbeessesseessenseenes

6  What special skills do you possess? (especially those that may be affected by the injuries you have sustained)

INJURY DETAILS

7 Date of INJUIY: coeoviieiieieieieee e Time Of INJUIY: c.eoiiiiieeee s

Please describe (briefly) the accident or the incident that caused the injuries:
(what part of your body was hit,by what and how?)

8  Type of injury? Road Traffic Accident O (Goto 9)
Injury at work O (Go to 16)
Tripping / Slipping O (Go to 16)
Other (SPecify): .ocoveveevreneeienieieeeerie e (Go to 16)
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ROAD TRAFFIC ACCIDENT

(if your injuries were not caused by a road traffic accident, go to the next section)

9  Your position in the vehicle at time of accident:
driving seat O front seat passenger O

back seat passenger O OtNET: oot

10  Please give details of your vehicle:

Type of vehicle: car 1 motor bike ] moped 1
van ] lorry 1 bus ]
bicycle ™ OLRET: ettt
IMAKE OF VERICIE: ..enviiiiiiee ettt ettt et et a e s bt bbb et et e e et e s et eae e bt et eae b bt et be e
11 Please give details of the OTHER vehicle iNVOIVEd: ........cociiiiiiiiiie et
12 Were there any other passengers in your car? Yes O No (1 (Go to 13)
If yes, Where Were they SIEHINE? .....c.oiuieiiiieieeii ettt ettt et et et e et e e te et e s st eneeeaeensesseensesseenseeseenseeneenseeneaseeneenseenes
13 Did your seat have a seat belt? Yes 1 No W]
If yes, were you wearing it at the time of the accident? Yes O No O
14 Did your seat have a head rest in place? Yes O No O
15 Did you have any warning that the accident might happen? Yes a No O
If yes, how many seconds warning did YOU RAVE? ..........cccouiiiiriiiieiiicietietesteee ettt ste b s ee b e sta e s e essesbeessesseesaenseens
Did you brace yourself/ take any evasive actions to minimise YOUT iNJUITES? ........ccceruierurrieririerieeieneetenteeeeie e see e e ens

INJURIES SUSTAINED

16  Please list ALL injuries / symptoms that you suffered as a result of this accident / incident:
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HOSPITAL TREATMENT AFTER INJURY

17  Did you attend hospital for treatment?
TEYES, WHICH ONE?..c..iiiii ettt e e bt a et e e e bt e a e e a e em et ea e e bt s bt e bt s bt e bt ebt e bt ese et e eneenbeeneenseenes
What X-1ays did YOU NAVET.....c..couiiiiiiiiiiitee ettt ettt ettt st e et ettt ettt eat st ettt e bt e bt sae et b e
Did you have stitches, how many and WHEre?...........cccoiiieriiiieiiiierieeseete ettt ae st sae e sesss e seesseteessenseessenseenes
What drugs were you given? (e.g. painkillers, QntiDiOtICS €1C).........cccuuvuiiieeiiiuieiiieiieiieiet ettt sttt
Were you given a neck collar? Yes O No O
If yes, how 1ong did YOU WEAT it fOI7.....c..icieiiiieii ettt ettt et e s teesbe s e e besseessessaessaessenseessenseessenseessenseenes
Were you given a sling? Yes O No O
TE S, WHICKH GIIM7 ..ottt ettt et e et e e et et e ea e st ease e st en st emtensesmeeseemteseeseenseensenseenseeseeneenneenes
Did you have a plaster put on? Yes O No ™
If yes, which part of your body was plastered and for how LONg? ..........coiiiiiiiiiiii e

What advice were you given?
(eg head injury instructions, time off work, bed rest, use ice, elevation to reduce swelling etc)

Were you told to return to hospital or see your GP for follow Up? ......cooiiiiiiiiiie e

18  Were you admitted to hospital? Yes A No (1 (go to 19)
(1) How long were you admitted for (with dates if KNOWN)? .......cooiriiiiiiiiiiiii e
(i) Which consultant was in charge of your care (if KNOWIN)? .......cccccieviiiiiiiiiieiieececeeeee ettt
(1i])What treatment did JOU TECEIVE? .....cccuiiuieiiietieiietiett ettt ettt ettt ettt et eat et e e s e et e eneesaeeaeeseeensesaeenseeseenbeeneenseeneenseenes
(iv)What follow up did you have as an out patient afterwardS? ...........cccoueriiiiiiiiininireeeeeeee s

(v) Are you still receiving hospital treatment? Yes O No |

GP TREATMENT AFTER INJURY
19 Did you see your GP after the injury? Yes O No 1 (Go to 20)

How many times did you see your GP for injuries sustained in this accident / incident?
(Please mention approx dates of the visits)

Are you still receiving GP treatment? Yes O No O

PAST MEDICAL HISTORY AND MEDICATION

20 Do you, or have you suffered in the past from any serious illnesses?
(Include all illnesses requiring hospital attendance (out-patient or in-patient) with dates and severity)

21  What regular medication are you on (whether prescribed by your doctor or obtained dirvectly from the chemist)?
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CONSEQUENTIAL LOSS

22 HOW 1oNZ WEIE YOU OFf WOTK? ....ooiiiiiiiiiieiiieieeteete ettt ettt ettt ettt e et e e b e estesseesseseeseesseessesaeessessaenseesaenseessenseessenseenns
Did your GP certify you off work because of the injury? Yes [ No [(Goto23)
If yes, how many certificates did you need? One [1 Two [  Three (7]

23 When did YOU FETUIT t0 WOTK: ......eiiiiiieiieiieetieieett ettt ettt ettt et e st et e est e e st enbeeseenseeseenseeneeeseeneesseensesseensesseenseessansenseeseenes
Did you resume normal duties? No [ Yes [1(Goto24)

If not, what were your duties and how long did you do these before returning to normal duties?

24 Please list below all your hobbies:
(mention how often you participated in them before the injury and afterwards)

25  List below any domestic problems affected by your injury:
(eg DIY, gardening, cooking, ironing, shopping, sex life)

PREVIOUS INJURY / CLAIMS
26  Have you ever suffered a similar injury or made a similar claim? Yes [0 No [J(goto?27)

If yes, please give details of the injury or claim:

PHYSICAL BUILD
27 WRAt IS YOUT NEIZNE? ...o.viiiiiiiiiiiiciecteteet ettt ettt et et teesa e beesb et e esb e teesseessesseeseasbeese e seesaesasessesssessesssenseassansesseensennes
B I L T b a3 T s LSS

STATEMENT OF TRUTH

“I believe that the facts stated in this document comprising 4 pages are true”
SIGNED : ..ottt ettt sttt s DATED: ..ottt

FULL NAME: Lo sttt h et a e b b sh e eh b e se et bttt eneen e ne s e en b e

(of person completing the form,who must be over 16 years old)
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