
James M. Kolodziej, D.C.                                                                                1/2 

9371-3 Cypress Lake Drive 

Fort Myers, FL  33903 

 

IF YOURS IS AN ACCIDENT OR ON THE JOB INJURY, PLEASE ANSWER THE FOLLOWING QUESTIONS. 

NAME_____________________________________________________DOB_____________________________________ 

DATE OF ACCIDENT OR INJURY________________________TIME OF ACCIDENT OR INJURY_________________ 

TYPE OF ACCIDENT OR INJURY ____AUTO COLLISION ____ON THE JOB INJURY ____OTHER________ _______  

WHERE DID THE ACCIDENT OCCUR?___________________________________________________________ _______  

DESCRIBE HOW ACCIDENT OR INJURY HAPPENED         

               

IF YOURS IS AN AUTO ACCIDENT, PLEASE ANSWER THESE QUESTIONS. 

What was your position in the car? ____Driver  ____Passenger   

 If Passenger, were you sitting in ____Front ____Right Rear ____Left Rear 

Did your vehicle strike other vehicle?_____  Was your car struck by other vehicle?______ 

Was the impact from _____the front _____from the right side _____from the left side _____from the rear 

At the time of impact, were you _____looking straight ahead _____looking right _____looking left 

Were both hands on the steering wheel? _____ Was  your foot on the brake? _____Were you braced for impact?_____ 

Where in the car were you after the impact?_________________________________________________________________ 

Were you wearing a seat belt? _____  Did you strike anything in the vehicle at time of impact?_____ 

If yes, specify:  ____Steering wheel ____Dash board ____Windshield ____Side Door ____Arm Rests ____Side Window 

Please state part of body: ________________________________________________________________________________ 

Immediately after the accident, how did you feel?           

              

Were you unconscious? _____ In a daze? _____ Did you go to the hospital? _____ 

If you went to the hospital, when?  _____At time of accident _____Next day 

How did you get to the hospital?  _____Ambulance  _____Private Transportation 

Did the ambulance attendants place you in: _____Neck collar  _____Splints _____Brace 

Name of hospital_______________________________________________________________________________________ 

Attended by DR. ___________________________________________Were you X- rayed at the hospital? __________ 

If so, what was the diagnosis?____________________________________________________________________________ 

Were you admitted to the hospital? _______ How long did you stay? _____________________________________________ 

What treatment was rendered? ___________________________________________________________________________ 

What recommendations were made? ____See own Doctor?  ____See orthopedic Doctor? ____Physical therapy 

Have you seen any other doctor as a result of this accident?  _______ 

Doctor’s name________________________________________________________________________________________ 

IF YOURS WAS AN ON THE JOB INJURY, PLEASE ANSWER THESE QUESTIONS. 

Did you report this injury to your employer? ________ 

Was care recommended at our office?  ________ 

Have you lost any time from work?  ________ Dates:  From______________ thru ________________ 

                           Limited work dates:   From ______________thru_________________ 

                       Date returned to work:  ____________________ 

Did your require hospitalization? _____ Date admitted ____________________ Discharged _____________________ 

Name of hospital ______________________________________________________________________________________ 

Describe, in detail, your symptoms immediately following the accident/injury (VERY IMPORTANT)     

               

               

               

Did you have any of the symptoms before?  _____ If yes, which ones? ___________________________________________ 

               

Describe any new symptoms since the accident/injury _________________________________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

Have you had previous injury to the presently injured area? _______ If yes, how did it happen? ________________________  

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________  

               

 

SIGNATURE__________________________________________________DATE__________________________________ 

   

     See additional doctor notes on page 2. 
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