MVA Questionnaire
Please answer the following questions as accurately as possible:

Date and time of accident   ____________________________
Type of Impact

-Car size/type    __________________________________________________________
-Speed of vehicles ________________________________________________________
-Direction of impact ______________________________________________________
Place of accident, (be specific) ____________________________________________________________________________________________________________________________________________________________________________
Description of the impact ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Initial pain/symptoms 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Position of head on impact
__________________________________________
Position of hands


__________________________________________

Circle appropriate choices:

Driver        Passenger
/
Front seat 
Backseat

       



Shoulder harness

/
Seatbelt
Were you braced for impact:    
yes
no


Head rests:


yes
no

Medical care administered after injury __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
X-rays and facility ___________________________________________________________

Any preexisting conditions:
osteoarthritis
osteoporosis
previous trauma



Recurrent back pain 
surgeries
________________________________________________________


Others, please list _______________________________________________________________________
Please write any comments on back if needed.

Signature ___________________________




Date ____________

